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results. 
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Color  Coding  in  Disaster  Planning 


HAROLD  L.  BRENTON,  M.D., 
SOPHOCLES  D.  MARTY,  M.D.,  and 
JOSEPH  J.  KRAPEK,  B.S.C. 

Mason  City 


On  January  30,  1962,  one  hundred  simulated  cas- 
ualties suddenly  arrived  at  Park  Hospital,  Mason 
City,  and  were  received,  registered  and  assigned  to 
their  appropriate  treatment  areas  in  just  42  min- 
utes. How  was  this  possible?  Twelve  months 
earlier,  utter  confusion  would  have  engulfed  us. 
But  in  November,  1961,  a new  disaster  plan  had 
replaced  the  usual  awkward,  time-consuming  pro- 
cedure. The  new  concept  is  based  on  the  use  of 
color  coding. 

Will  it  work  in  a real  emergency?  We  think  it 
will.  Why?  Because  of  a seemingly  foolproof  sys- 
tem, easily  activated  and  with  individual  responsi- 
bilities and  traffic  patterns  well  defined. 

Casualties  have  been  divided  into  11  major 


types,  and  patients  of  each  type  are  tagged  with 
slips  of  cardboard,  each  bearing  a distinctive  color. 
For  every  casualty  type,  there  is  at  least  one  well- 
trained  treatment  team  whose  members  wear  tags 
of  the  same  color.  For  each  casualty  type  and  treat- 
ment team,  there  is  also  a treatment  area  that  is 
designated  by  a placard  of  the  same  color.  By  these 
means,  volunteers  who  are  totally  ignorant  of  the 
physical  structure  of  the  hospital  or  the  clinic 
are  enabled  to  guide  or  transport  patients  to  their 
proper  stations  quickly  and  altogether  errorlessly. 
A practical  set  of  forms  facilitates  the  arrangement. 

SORTING  AND  DISTRIBUTING  PATIENTS 

Arriving  casualties  are  admitted  through  the 
usual  “Emergency  Entrance.”  Just  inside  that  door, 
a triage  team  of  physicians  quickly  registers  each 
patient  and  attaches  the  special  “emergency  medi- 
cal tag”  (EMT)  to  his  clothing.  Essential  informa- 
tion has  been  written  by  the  triage  physicians  on 
the  EMT,  and  they  have  used  one  of  an  assortment 
of  felt  pens  to  put  a swath  of  the  proper  color  on 
it.  The  patient’s  valuables  are  then  collected  and 
placed  in  a large  brown-paper  bag,  and  his  EMT 


COLOR  CODE  FOR  PARK  HOSPITAL,  MASON  CITY 


Color 

Patient's  Problem 

Teams 

Brown 

See  note  below 

Lower  hall  of  hospital,  near  the  emergency  entrance 

Brown  No.  1 (Sorting) 
Brown  No.  2 (Routing) 

Pink 

EENT 

EENT  wing,  clinic 

Pink  No.  1 
Pink  No.  2 

Red 

Shock 

First  floor,  clinic  lobby 

Red  No.  1 

Gray 

Ob-gyn 

Third  floor,  hospital 

Gray  No.  1 

Dark  green 

Burns 

Clinic  conference  room 

Dark  green  No.  1 

Violet 

Pediatric 

Dermatology  & pediatric  wing,  clinic 

Violet  No.  1 (med.) 
Violet  No.  2 ( surg. ) 

Light  green 
Yellow 

Blood  donor 
Medical 

Laboratory 

Light  green  No.  1 

Triage  & Minor 

Second  floor,  clinic  lobby 

Yellow  No.  1 

Major  medical 

Medical  wing,  clinic 

Yellow  No.  2 

Contagion 

Ob-gyn  wing,  clinic 

Yellow  No.  3 

Orange 

Major  surgical 

Operating  rooms,  hospital 

Orange  No.  1 
Orange  No.  2 

Blue 

Fractures 

Surgical  wing,  clinic 

Blue  No.  1 

Black 

Minor  surgery 

Emergency  room  C-51,  clinic 

Black  No.  1 
Black  No.  2 

Temporary  morgue — Staff  library,  clinic 

NOTE:  Only  the  EMT's  of  casualties  dead  on  arrival  are  marked  with  a brown  swath.  Brown,  in  those  instances,  shows  that  the  casualty 
has  been  examined  by  a member  of  the  triage  team,  but  is  to  be  taken  to  none  of  the  treatment  centers. 
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number  is  marked  on  the  bag.  The  casualty  is  then 
entered  in  the  “triage  log”  (Figure  2). 

A litter  team — or  the  patient  himself,  if  he  is 
ambulatory — -then  has  no  difficulty  in  reaching  the 
appropriate  treatment  area,  for  a colored  route  line 
corresponding  to  the  color  swath  on  the  patient’s 
EMT  has  been  painted  on  the  ceilings  of  the  corri- 
dors through  which  he  must  walk  or  be  carried  in 
order  to  reach  his  destination.  This  system,  as  we 
have  said,  facilitates  the  use  of  volunteers,  many 
of  whom  are  totally  unfamiliar  with  the  disaster 
plan  and  with  the  layout  of  the  hospital  or  clinic. 

For  example,  a casualty  arrives  in  a state  of 


shock.  The  triage  physician  marks  his  EMT  with 
a red  swath.  Litter  bearers  take  the  casualty  quick- 
ly along  the  route  for  which  a RED  line  has  been 
painted  on  the  corridor  ceilings.  They  are  led  di- 
rectly to  the  RED  treatment  area  (shock  treat- 
ment), and  they  put  the  patient  directly  into  the 
hands  of  the  RED  (shock)  treatment  team. 

Though  the  above  plan  was  designed  to  fit  our 
particular  hospital  and  clinic,  it  can  quickly  and 
almost  effortlessly  be  altered  to  suit  any  other  in- 
stitution. 

FORMS 

Four  forms  have  been  devised  for  the  necessary 


team  enters  his  name  and  other  identifying  information,  if  available,  in  the  spaces  which  have  been  provided,  and  then 
separates  the  four  copies.  The  top  one  goes  to  the  hospital's  public  information  officer  (P.I.O.),  who  will  provide  information 
to  the  patient's  relatives  and  to  news  media;  the  second  one  goes  to  the  hospital's  business  office;  and  the  third  goes  to  the 
hospital's  medical  record  room.  The  bottom  copy,  which  is  of  lightweight  cardboard,  is  then  marked  with  the  colcr  chosen  to> 
designate  the  patient's  injury,  and  is  attached  to  the  patient's  clothing. 
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Figure  2.  The  form  on  which  the  triage  team  makes  a temporary  list  of  disaster  patients. 


paper  work.  The  emergency  medical  tag  (Figure 
1)  consists,  originally,  of  a cardboard  back  and 
three  thin  carbon-backed  plies  of  paper.  The  first 
ply  goes  to  the  public  information  officer  who  is 
to  issue  regular  bulletins  to  patients’  relatives  and 
other  interested  persons,  from  a nearby  office.  The 
second  ply  goes  to  the  hospital’s  business  office, 
where  a ledger  page  is  set  up  in  the  patient’s 
name.  The  third  ply  goes  to  the  medical  records 
room,  where  a chart  is  prepared  for  the  discharge 
of  the  doctors’  and  the  hospital’s  medicolegal  re- 
sponsibilities. The  cardboard  back,  with  all  admit- 
ting information  marked  upon  it,  remains  with  the 
patient,  and  supplementary  diagnostic  and  treat- 


Figure  3.  A decal  for  display  in  the  lower  right-hand  cor- 
ner of  the  windshield  on  each  disaster  team  member's  auto- 
mobile. 


ment  data  are  written  upon  it  until  a regular  hos- 
pital chart  has  been  provided  for  him. 

The  second  form  is  the  disaster  log  (Figure  2). 
It  facilitates  the  instantaneous  and  orderly  registry 
of  all  victims. 

The  last  two  forms  minimize  one  of  the  more  im- 
portant problems  in  a disaster  situation — that  of 
traffic  control  and  police  work,  particularly  in  the 
vicinity  of  the  hospital.  One  of  them  is  a disaster- 
team  decal  that  can  be  attached  to  the  inside  lower 
right-hand  corner  of  the  windshield  of  each  mem- 
ber’s automobile  (Figure  3).  The  last  form  is  a 
disaster  identification  card  (Figure  4)  designed  to 
pass  team  members  through  police  lines,  thus  sav- 
ing time  and  unnecessary  discussions. 

FIELD  TEAMS 

Two  treatment  teams  have  been  trained  to  func- 
tion outside  the  hospital  and  clinic.  They  will  be 
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Park  J4oVitJ-park  Clinic 
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Color. 


Figure  4.  An  identification  card  to  pass  each  disaster  team 
member  through  police  lines. 
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able  to  travel  promptly  to  the  scene  of  the  disaster, 
but  will  remain  in  mobile-radio  contact  with  the 
hospital  by  means  of  the  “citizens’  band.”  Besides 
providing  emergency  medical  care  in  the  field, 
each  team  can  color-code  patients  on  the  spot, 
thereby  facilitating  their  delivery  to  appropriate 
treatment  areas  when  they  reach  the  hospital. 

In  a large  metropolitan  area  served  by  several 
hospitals,  a uniform  color-coding  system  would 
permit  casualties  sorted  by  any  team  to  be  brought 
directly  to  the  appropriate  treatment  area  of  any 
hospital.  Indeed,  it  may  be  suggested  that  a na- 
tionwide uniform  color-coding  system  might  facili- 


tate the  employment  of  medical  personnel  from 
all  parts  of  the  country  in  any  disaster  area. 

SUMMARY 

A unified  system  of  handling  mass  casualties, 
through  the  use  of  a color  code,  has  been  described, 
and  a set  of  practical  emergency  forms  has  been 
presented. 

It  is  proposed  that  a uniform  national  color- 
coding system  be  established  to  facilitate  medical 
care  in  regional  or  national  emergencies  as  well 
as  in  local  ones. 

The  system  is  easily  adaptable,  and  is  permanent 
when  once  put  into  use. 


Give  Your  Patient  Time , 
Not  a Tranquilizer 


“We  often  forget  that  the  word  disease  fraction- 
ates into  dis-ease,  an  absence  of  ease,  and  refers 
to  a painful  psychological  condition  as  well  as  a 
physical  state,”  Br.  Charles  William  Wahl,  as- 
sistant professor  of  psychiatry  at  the  UCLA  School 
of  Medicine,  has  warned  doctors  in  the  December, 
1962,  issue  of  the  new  physician.  The  answer,  he 
says,  is  to  give  more  office  time  to  patients  suf- 
fering from  anxiety  states. 

For  the  physician  with  a busy  practice,  he  offers 
six  specific  suggestions: 

• Listen  to  the  patient.  Your  receptiveness  will 
help  him  get  things  off  his  chest  and  to  gain  con- 
siderable relief  for  himself.  In  talking,  he  will 
organize  his  addled  thoughts,  with  results  that 
are  vastly  reassuring. 

• Help  the  patient  understand  the  people  around 
him.  By  dint  of  your  special  knowledge  of  people, 
you  can  explain  to  him  how  they  work  and  func- 
tion. 

• Help  the  patient  to  explore  his  life  and  feel- 
ings. Assist  him  in  seeing  the  relationship  between 
his  stresses  and  conflicts,  which  he  may  be  re- 
pressing, and  the  emergence  of  his  frightening  and 
painful  symptoms. 

• Comfort  and  reassure!  It  is  the  custom  nowa- 
days to  sneer  at  these  two  words,  but  they  stand 
for  two  valuable  adjuncts  to  any  physician’s  strict- 
ly professional  skills. 


• Avoid  overstudying  the  patient.  This  pro- 
cedure alarms  far  more  than  it  reassures. 

® If  simple  procedures  don’t  suffice,  learn  to 
refer  your  patient  for  specific  psychiatric  help 
without  punishing,  humiliating  or  seeming  to 
abandon  him. 

Dr.  Wahl  urges  doctors  not  to  depend  unduly 
upon  the  use  of  drugs  in  treating  the  various 
forms  of  anxiety  states.  “On  conservative  esti- 
mates,” he  says,  “the  dispensation  of  the  tran- 
quilizers, painkillers  and  sedative  drugs  that  have 
as  their  major  application  the  treatment  of  these 
states  amounts  to  some  $150  million  a year. 
Parenthetically,  money  spent  on  alcoholic  bever- 
ages, much  of  which  are  used  for  self-treatment 
of  the  same  problems,  amounts  to  perhaps  double 
that  figure.” 

He  goes  on  to  say,  “No  physician  remains  long 
unaware  that  none  of  the  many  drugs  so  em- 
ployed are  particularly  good.  Besides  being  inef- 
fective, most  of  these  drugs  also  have  distressing 
side  reactions  and  a tendency  to  habituation,  in 
addition  to  other  disadvantages.”  Since  sustained 
anxious  stress  affects  more  than  15  different  body 
mechanisms,  to  design  a drug  that  will  restore 
all  of  them  without  producing  side  effects  is  well 
nigh  impossible. 

“It  is  a sad  fact,”  he  concludes,  “that  we  do  not 
have  a good  pharmacological  agent  which  is  sat- 
isfactory in  the  treatment  of  these  conditions.” 


Hazards  in  the 

Treatment  of  Children's  Fractures 


ALAN  C.  MERCHANT,  M.D. 

Iowa  City 

The  physician  who  treats  fractures  in  children 
has  advantages  not  found  by  the  man  who  cares 
for  adult  trauma.  The  robust  good  health  of 
youth,  the  rapid  metabolic  rate,  and  the  future 
period  of  growth  all  contribute  to  the  generally 
favorable  results  in  children’s  fractures — often 
despite  indifferent  treatment.  Because  the  child 
is  less  frequently  exposed  to  the  violence  of  the 
highway,  industry  and  war,  and  because  his  tis- 
sues have  not  yet  lost  their  elastic  resilience, 
his  fractures  in  general  are  simpler  than  those 
of  his  parents.  The  principles  for  the  care  of  his 
fractures  are  also  simple.  However,  these  factors 
of  youth  do  not  invariably  effect  a favorable  re- 
sult; indeed  the  peculiarities  of  the  growing 
child  may  at  times  act  detrimentally.  The  hazards 
and  the  principles  involved  in  the  treatment  of 
children’s  fractures  are  the  topics  to  be  discussed 
in  this  paper. 

The  initial  danger  common  to  all  medical  prac- 
tice is  a mistaken  diagnosis.  An  inadequate  his- 
tory and  a lack  of  the  child’s  cooperation  during 
examination  frequently  complicate  the  diagnosis. 
The  interpretation  of  roentgenograms  is  more 
difficult  because  of  the  large  amount  of  cartilage 
at  the  ends  of  long  bones.  The  ossification  cen- 
ters appear  in  orderly  sequence  and  are  of  help 

When  he  wrote  this  article,  Dr.  Merchant  was  a senior 
resident  in  orthopedic  surgery  at  the  S.U.I.  College  of 
Medicine.  His  present  address  is  285  South  Drive,  Mountain 
View,  California. 


when  present.  To  avoid  errors,  comparative 
roentgenograms  should  be  made  of  the  opposite 
side,  whenever  a fracture  is  suspected  clinically 
and  the  original  films  are  unremarkable  or  equiv- 
ocal. Figure  la  shows  a supracondylar  fracture 
of  the  left  humerus  which  was  overlooked  on 
this  film.  It  became  quite  apparent  when  com- 
parison films  were  made,  Figure  lb. 

THE  THREAT  OF  VASCULAR  IMPAIRMENT 

Vascular  impairment  of  a fractured  limb  con- 
stitutes an  emergency,  and  the  results  of  delay 
or  neglect  are  tragic  indeed.  Notorious  in  this 
respect  is  the  supracondylar  fracture  of  the  el- 
bow. Less  common  but  equally  dangerous,  in 
the  older  child,  is  the  fracture  separation  of  the 
distal  femoral  epiphysis,  produced  by  forced  hy- 
perextension of  the  knee.  Here,  the  epiphysis  is 
displaced  anteriorly,  and  the  posteriorly  protrud- 
ing shaft  presses  on  the  popliteal  vessels,  oc- 
cluding the  blood  supply.  Immediate  closed  re- 
duction is  usually  simple  and  effective  in  reliev- 
ing the  situation. 

The  arterial  obstruction  of  the  supracondylar 
fracture  of  the  elbow  can  be  more  insidious,  and 
a Volkmann’s  ischemic  contracture  is  the  result 
(Figure  2).  The  usual  cause  is  hemorrhage  within 
fascial  compartments.  In  this  fracture,  there 
usually  is  significant  swelling  in  the  confined  re- 
gion about  the  elbow,  but  no  immediate  vascular 
obstruction  is  present.  The  problem  arises  when, 
after  manipulative  reduction,  the  elbow  is  flexed 
to  an  acute  angle  to  maintain  the  reduction. 
Frequently,  this  maneuver  will  stop  the  pulse 
at  the  wrist,  and  a less  acute  angle  must  be  ac- 
cepted. 
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Figure  I.  A supracondylar  fracture  of  the  left  humerus  (A)  was  overlooked  until  the  comparison  film  (B)  was  taken. 


The  loss  of  reduction  for  this  reason  is  not  an 
indication  for  open  reduction.  Supracondylar 
fractures  treated  by  open  reduction  are  technical- 
ly difficult,  and  some  residual  stiffness  is  the 
rule.  Maintenance  of  satisfactory  position  of  the 
fragments  by  means  of  traction  with  elevation  is 
far  better.  One  can  use  either  skin  traction  or 
pin  traction  through  the  ulna,  distal  to  the 
epiphyseal  plate  of  the  olecranon.  The  x-rays  in 
Figure  3a  are  those  of  a five-year-old  boy  with 
a supracondylar  fracture.  Because  flexion  of  the 
elbow  could  not  be  maintained  (Figui-e  3b)  with- 
out vascular  impairment,  the  reduction  was  lost. 
Skeletal  traction  was  then  used  to  achieve  the 
end  result  shown  in  Figure  3c. 

At  times,  vascular  impairment  will  occur  grad- 
ually after  closed  reduction  and  fixation  in 
plaster.  For  this  reason,  the  child  should  be  hos- 
pitalized and  kept  under  careful  observation  for 
at  least  24  hours.  The  signs  of  ischemia  are  pain, 
pallor,  paresthesia  and  paralysis,  but  the  most 
important  is  pain.  A child  with  an  adequately 
reduced  fracture  should  not  require  opiates.  A 
pain  severe  enough  to  necessitate  them  is  a 
warning  that  something  is  wrong.  If  the  ischemia 
does  not  respond  rapidly  to  removal  of  the  plas- 


Figure  2.  Volkmann's  ischemic  contracture  four  years 
after  the  fracture. 
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Figure  3. 
of  ischemia 


Supracondylar  fracture  in  a five-year-old  boy  (A).  The  fracture  was  reduced  but  could  not  be  maintained  because 
(B).  Skeletal  traction  was  used  to  achieve  the  final  result  (C). 


Figure  4.  Delayed  union  three  months  after  an  open 
reduction  in  a four-year-old  boy.  This  fracture  usually  heals 
solidly  in  8-10  weeks  with  simple  plaster  immobilization  or 
traction. 


ter,  extension,  and  elevation  of  the  elbow,  no 
time  should  be  lost  in  opening  the  antecubital 
fossa  and  volar  forearm  for  release  of  the  deep 
fascia  and  exploration  of  the  brachial  artery. 
Delay  may  lead  to  irreparable  damage  in  a mat- 
ter of  a few  hours.  The  aphorism  “Treat  the  pa- 
tient— not  the  picture”1  is  nowhere  more  ap- 
plicable. The  loss  of  position  is  inconsequential 
as  compared  with  the  disaster  of  a claw-hand. 

After  traction  has  decreased  the  swelling,  an- 
other closed  reduction  may  be  performed,  but 
maintenance  of  traction  for  two  to  three  weeks 
is  safer  and  preferable,  until  the  union  is  solid 
enough  for  application  of  a right-angle  cast. 

THE  DANGERS  OF  OVERTREATMENT 

Ranking  along  with  the  disasters  of  vascular 
ischemia,  are  the  dangers  of  overtreatment  of 
children’s  fractures.  Except  in  a handful  of  frac- 
tures where  open  reduction  has  been  found 
necessary,  there  is  almost  never  an  indication 
for  open  reduction  and  internal  fixation  of  frac- 
tures in  children.  Generally,  closed  reduction 
and  external  fixation  or  traction  give  excellent 
results,  and  failure  to  achieve  adequate  reduc- 
tion by  closed  means  is  not  an  indication  for  open 
reduction,  but  rather  is  an  indication  that  the 
more  conservative  measures  are  not  being  care- 
fully and  efficiently  applied.  A few  fractures 
about  the  elbow  and  fractures  of  the  femoral  or 
humeral  neck  are  exceptions  to  this  rule  and 
will  be  considered  later. 

Future  growth  of  the  child,  with  molding  at 
the  fracture  site,  will  correct  many  deformities. 
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The  degree  of  spontaneous  correctibility  depends 
on  three  factors:  (1)  the  age  of  the  child,  (2)  the 
distance  of  the  fracture  from  the  end  of  the 
bone,  and  (3)  the  amount  of  angulation.  That 
is,  the  younger  the  child  and  the  closer  to  the 
end  of  the  long  bone,  the  greater  the  acceptable 
degree  of  angulation  at  the  fracture  site.  The 
most  readily  corrected  angulation  is  that  in  the 
plane  of  joint  motion. 

These  principles,  then,  define  what  deformities 
cannot  be  accepted.  They  are:  valgus  or  varus  de- 
formity of  the  femoral  neck,  medial  or  lateral 
angulation  at  the  elbow  or  knee,  angulation  in 
the  middle  third  of  the  forearm  except  in  the 
very  young  child  (the  deformity  of  a greenstick 
fracture  tends  to  recur  and  increase  unless  broken 
through),  and  finally  rotational  deformities.  Fur- 
thermore, if  the  angulation  is  too  great,  despite 
proximity  to  a joint,  further  epiphyseal  growth 
in  this  new  direction  exaggerates  the  deformity. 
Therefore,  the  main  goals  to  be  attained  are  ap- 
position, absence  of  rotational  deformity,  and 
alignment  or  as  little  angulation  as  possible. 

End-to-end  apposition  is  usually  unnecessary 
and  at  times  detrimental.  Almost  never  is  it  an 


indication  for  operative  reduction.  Figure  4 shows 
a delayed  union  three  months  after  open  reduc- 
tion in  a four-year-old  boy.  The  x-rays  in  Figure 
5 are  the  tragic  result  of  bilateral  open  reductions 
in  a twelve-year-old  girl  seven  (right  femur) 
and  ten  (left  femur)  months  after  the  fractures. 
On  the  average,  fractures  of  the  femur  and 
humerus  will  overgrow  about  one  centimeter 
from  the  stimulus  of  the  fracture  itself.2  A mean 
increase  of  two  centimeters  is  found  if  the  frac- 
ture is  broken  up  and  reset  after  a few  weeks. 
It  is  therefore  most  desirable  to  achieve  bayonet 
apposition  of  approximately  this  amount  to  com- 
pensate for  the  predictable  overgrowth.  Bayonet 
apposition  also  provides  a stronger  union  more 
quickly. 

To  the  hazards  of  over-treatment  should  be 
added  formal  physical  therapy.  In  general,  a 
child  will  use  his  extremity  actively  and  in  the 
proper  amount  if  left  alone.  Passive  stretching 
exercises  or  the  carrying  of  heavy  weights  only 
increases  the  soft-tissue  damage,  enhances  stiff- 
ness, and  promotes  the  appearance  of  myositis 
ossificans  or  capsular  ossification.  In  Figure  6 
one  can  see  the  end  result  of  such  a complication. 


Figure  5.  Non-union  (right  femur)  and  mal-union  (left  femur)  seven  and  ten  months  respectively  after  internal  fixation  in 
a twelve-year-old  girl.  Traction  for  six  weeks  in  a plaster  hip  spica  would  result  in  satisfactory  healing  of  the  fractures. 
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THE  DANGERS  IN  TRACTION  TREATMENT 

After  extolling  the  virtues  of  traction  treat- 
ment, it  is  only  fair  at  this  point  for  me  to  enu- 
merate the  dangers  inherent  in  the  various  meth- 
ods. The  essence  of  proper  traction  treatment 
lies  in  paying  attention  to  detail,  and  in  making 
frequent  examinations  and,  if  necessary,  adjust- 
ments. It  has  been  shown  that  more  complica- 
tions of  traction  occur  in  the  large  hospitals  than 
in  the  smaller  ones.  In  large  hospitals  the  care 
of  the  patient  in  traction  is  too  frequently  left 
to  the  nurse  or  an  inexperienced  house-officer. 

Bryant’s  traction  should  be  used  only  in  the 
very  small  child,  and  then  only  after  examination 
has  shown  there  is  no  evidence  of  hamstring 
tightness  in  the  unaffected  extremity.  If  the  child 
is  too  large  or  the  hamstrings  too  tight,  the  pull 
is  excessive  and  the  treatment  uncomfortable. 
Stretch  of  the  sciatic  nerve  against  the  fixed 
point  where  the  peroneal  nerve  turns  around 
the  fibular  neck  is  a real  possibility  and  should 
be  checked  daily.  Rolling  and  bunching  of  the 
elastic  wrappings  can  quickly  embarrass  circula- 
tion, producing  skin  sloughs,  ischemic  contrac- 
ture, or  sciatic  paralysis  in  the  other  limb.  In 
Russell’s  traction,  one  must  carefully  avoid  pres- 


sure by  the  knee  sling  over  the  peroneal  nerve 
at  the  fibular  head.  Skeletal  traction  introduces 
the  possibility  of  a low-grade  osteomyelitis  from 
a pintract  infection.  Side  to  side  motion  en- 
hances this  possibility,  and  a threaded  pin  can 
be  used  to  decrease  this  slippage. 

Traumatic  epiphyseal  separations  are  peculiar 
to  children.  The  physician  should  recognize  the 
possibility  of  growth-arrest,  with  subsequent 
shortening  or  angulation,  and  he  should  empha- 
size this  possibility  to  the  parents,  so  that  com- 
parisons of  the  extremities  can  be  made  at  regu- 
lar intervals.  In  this  manner,  a deformity  can  be 
found  promptly  and  proper  treatment  begun. 
Epiphyseal  injuries  are  best  treated  closed,  and 
parents  should  be  made  to  understand  that  it  is 
the  damage  at  the  time  of  injury,  especially  by 
any  compressive  force,  rather  than  subsequent 
treatment  that  determines  the  outcome.  Osteotomy 
was  needed  in  the  case  illustrated  by  Figure  7 to 
correct  the  deformity  caused  by  a medial  growth 
arrest  of  the  distal  tibial  epiphysis. 

INDICATIONS  FOR  OPEN  REDUCTION 

At  this  point,  an  enumeration  of  those  few 
children’s  fractures  which  commonly  require  open 


Figure  6.  Myositis  ossificans  following  passive  stretching 
exercises  after  a supracondylar  fracture. 


Figure  7.  Medial  growth  arrest  of  the  distal  tibial  epi- 
physis following  an  epiphyseal  fracture  eight  years  earlier. 
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reduction  will  serve  to  emphasize  the  uniformly 
good  results  obtained  with  careful  non-operative 
technics  in  the  treatment  of  fractures  in  children. 

1.  Fractures  of  the  lateral  condyle  of  the  elbow 
can  be  initially  difficult  to  interpret  by  x-ray.  If 
the  ossification  center  is  still  round  or  oval,  a 
gross  displacement  may  be  difficult  to  see.  Figure 
8 is  a diagrammatic  representation.  The  pull  of  the 
extensor  muscles  rotates  the  fragment  so  that 
the  articular  surface  approximates  the  fractured 
surface  of  the  humerus.  This  rotation  can  be  90° 
to  180°  with  minimal  displacement  of  the  ossifi- 
cation center  on  the  roentgenogram.  Of  course, 
union  cannot  occur  in  this  position,  and  reduc- 
tion cannot  be  held  by  closed  means  because  of 
the  pull  of  the  extensors.  If  there  is  delay  in 
treatment,  the  closed  reduction  itself  becomes  im- 
possible. If  left  alone,  the  lateral  condyle  fails 
to  grow,  and  an  increased  carrying  angle  results, 
as  in  Figure  9.  In  the  late  teens  and  early  twenties, 
a late  ulnar-nerve  palsy  frequently  develops  as 
a result  of  the  excessive  stretch.  Therefore,  open 
reduction  and  fixation  should  be  performed  as 
soon  as  proper  facilities  are  available. 

2.  A fracture  of  the  medial  epicondyle  of  the 
elbow  does  not  involve  an  epiphysis,  as  Figure 
10  indicates.  It  is  an  apophysis.  Therefore,  no 
longitudinal  growth-disturbance  will  result.  The 
medial  epicondyle  affords  attachment  of  the  com- 
mon flexor  tendon,  and  the  residual  disability  is 
bony  deformity  or  slight  muscular  weakness.  A 
displacement  of  the  epicondyle  by  more  than 
five  millimeters  usually  is  best  treated  by  open 
reduction  and  fixation.  If  there  has  been  transient 
dislocation  of  the  elbow  with  incarceration  of  the 


Figure  8.  Diagram  of  anterior  view  of  the  elbow  with 
cartilagenous  portions  shown  by  cross-hatching,  (A).  In  a 
lateral  condylar  fracture,  the  extensor  muscles  can  rotate 
the  distal  fragment  without  much  change  in  the  epiphyseal 
shadow  as  seen  in  the  roentgenogram,  (B). 


epicondylar  fragment  within  the  joint,  or  if  there 
is  evidence  of  ulnar  nerve  impairment,  the  indi- 
cations for  operation  are  urgent.  Medial  condylar 
fractures  are  rare,  and  should  be  opened  if  closed 
reduction  has  failed. 

3.  Fractures  of  the  neck  of  the  radius  with  min- 
imal displacement  (less  than  30°)  need  not  be 
reduced.  If  the  angulation  is  30°  to  60°,  reduc- 
tion is  necessary  and  usually  can  be  achieved  by 
manipulation  alone.  With  angulation  over  60°, 
closed  reduction  will  usually  fail,  and  open  re- 
duction is  then  necessary3  (Figure  11).  When 
the  patient  is  seen  late,  there  is  a temptation  to 
resect  the  radial  head.  This  will  produce  an  im- 
mediate improvement  in  the  range  of  motion,  but 
the  delayed  effects  of  length  inequality  at  the 
distal  radio-ulnar  joint  can  be  disastrous.  The 
resection  should  be  delayed  until  completion  of 
growth,  when  the  range  of  motion  can  be  im- 
proved without  endangering  the  wrist. 

4.  Femoral-neck  fractures  are  to  be  treated,  as 
in  adults,  by  internal  fixation.  The  size  of  the 
bone  precludes  the  use  of  a Smith-Petersen  nail, 
but  multiple  smaller  pins  work  very  well. 

This  group,  plus  a few  rare  fractures  involving 
joint  surfaces,  and  plus  fracture  of  the  humeral 
neck  which  cannot  be  reduced  or  closed  reduc- 
tion maintained,  constitute  the  body  of  operative 
treatment  for  fractures  in  children.  There  are 
serious  complications  arising  from  open  reduction 
and  internal  fixation  in  children:  non-union, 

osteomyelitis,  deformity,  refracture  and  prolonged 
morbidity.  Many  consecutive  cases  may  be  treated 
successfully  by  operative  technics,  but  it  takes 
only  one  tragedy  to  condemn  these  technics  when 
uniformly  excellent  results  can  be  obtained  by 
non-operative  methods.  Serious  complications 
from  traction  are  rare. 


Figure  9.  Increased  carrying  angle  resulting  from  a non- 
union of  a lateral  condylar  fracture. 
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Figure  10.  Diagrammatic  representation  of  fracture  of  the  medial  epicondyle.  Without  displacement,  (A);  with  disp'acement, 
(B);  with  dislocation,  (C);  and  with  incarceration  after  spontaneous  reduction,  (D). 


SUMMARY 

In  summary,  these  points  should  be  stressed: 

1.  When  fracture  is  suspected  in  a child,  com- 
parative films  of  the  normal  side  should  routinely 
be  taken. 

2.  Growth,  molding,  and  rapid  healing  generally 
give  the  physician  a greater  margin  of  accepta- 
bility in  the  treatment  of  children’s  fractures 
when  compared  to  adults’. 

3.  Ischemic  contracture  is  to  be  avoided  at  all 
costs  in  the  treatment  of  children’s  elbow  frac- 
tures. 

4.  With  a few  specific  exceptions,  open  reduc- 
tion and  internal  fixation  are  unnecessary  and 
dangerous  in  the  treatment  of  children’s  frac- 
tures. 

5.  Apposition  and  alignment  in  three  planes  are 
the  prime  goals  in  the  management  of  children’s 
fractures.  Follow-up  x-rays  in  seven  to  ten  days 
are  extremely  important  in  order  to  correct  any 
displacement  which  may  have  occurred. 

6.  Passive  exercise  has  no  place  in  the  after- 
care of  children’s  fractures. 

7.  Delay  in  treatment  often  makes  open  reduc- 
tion necessary  and  the  result  less  favorable.  After 
prolonged  delay,  even  open  reduction  is  usually 
contraindicated.  In  some  of  these  cases,  masterly 
neglect  can  be  the  best  form  of  therapy. 
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The  Use  of  Physical  Medicine 
In  Office  Practice 

With  Particular  Emphasis  on  the  Aftercare  of  Fractures 


G.  KEITH  STILLWELL,  M.D. 

Rochester,  Minnesota 

The  office  practice  of  physical  medicine  includes 
the  use  of  physical  and  occupational  therapy,  not 
only  in  the  physician’s  office  but  also  in  the  pa- 
tient’s home.  Many  of  the  procedures  to  be  de- 
scribed are  readily  adaptable  to  either  situation. 
Emphasis  will  be  placed  upon  the  principles  un- 
derlying the  use  of  various  procedures,  so  that  the 
physician  may  adapt  these  methods  to  the  par- 
ticular problems  with  which  he  is  faced. 

It  is  the  feeling  of  many  specialists  in  this  field 
that  the  use  of  these  treatments  requires  specific 
prescriptions  and  the  exercise  of  medical  judg- 
ment which  the  physician  cannot  properly  dele- 
gate to  the  therapist.  The  therapist  is  not  quali- 
fied to  make  such  judgments,  but  is  frequently 
obliged  to  do  so  when  the  physician  abdicates  his 
responsibility.  The  physician  has  a basic  under- 
standing of  the  goals  of  treatment  and  some  ideas 
on  how  these  may  be  accomplished.  Thus,  pos- 
sibly after  discussing  the  matter  with  the  therapist, 
he  can  provide  a specific  prescription  which  the 
therapist  can  understand  and  carry  out.  If  the 
physician  uses  the  services  of  the  therapist  in- 
frequently, such  discussions  can  prevent  many 
misunderstandings  and  hazards. 

In  regard  to  fractures,  the  principal  problems 
we  seek  to  treat  with  physical  medicine  are  swell - 
in§>  limitation  of  motion,  and  malfunction  of 
muscles.  The  methods  employed  can  be  summar- 
ized as  heat,  massage  and  exercise.  This  paper 
will  concern  the  use  of  these  methods,  and  at- 
tempts will  be  made  to  delineate  their  effects  on 
the  problems  that  they  are  intended  to  alleviate. 

Dr.  Stillwell,  a staff  member  in  the  Section  of  Physical 
Medicine  and  Rehabilitation  at  the  Mayo  Clinic  and  Mayo 
Foundation,  read  this  paper  at  the  Orthopedic  and  Re- 
habilitation Seminar  of  the  Younker  Memorial  Rehabilita- 
tion Center,  in  Des  Moines,  on  March  31,  1962. 


HEAT 

Although  some  patients  may  prefer  moist  heat 
and  others  may  prefer  dry  heat,  the  tendency 
either  in  the  office  or  at  home  is  to  employ  what 
is  available  and  convenient.  The  reasons  for  using 
heat  are  founded  on  the  physiologic  effects  of  heat 
shown  in  Figure  1.  The  primary  effect  is  an  in- 
crease in  temperature.  One  chain  of  events  as- 
sociated with  change  in  temperature  is  related  to 
the  associated  increase  in  metabolism.  This  en- 
genders an  arteriolar  dilatation,  most  of  the  ef- 
fects of  which  are  beneficial.  Worthy  of  particular 
notice,  however,  is  the  increased  tendency  toward 
formation  of  edema.  In  most  instances,  this  ef- 
fect is  undesirable.  The  increased  blood  flow  not 
only  clears  away  metabolites  but  also  convective- 
ly  removes  heat.  Inadequacy  in  this  response  may 
result  in  burning  the  tissues. 

The  mechanism  of  the  analgesic  effect  of  heat 
is  not  known.  It  may  be  related  to  neutralizing 
the  thermal  gradient  through  the  skin.1  The  in- 
crease in  temperature  is  also  associated  with  an 
increased  phagocytic  activity.  It  has  been  sug- 
gested that  intense  degrees  of  heating  may  cause 
arteriolar  dilatation  by  way  of  the  axon  reflex. 
Some  of  the  systemic  effects  of  local  heating  are 
listed  on  the  right  hand  side  of  Figure  1.  Heat 
probably  is  employed  most  frequently  for  its  anal- 
gesic effect,  though  a local  increase  in  blood  flow 
is  also  valuable  in  many  instances. 

Heat  may  be  transferred  to  the  tissues  by  con- 
duction (as  from  a hot-water  bottle  or  heating 
pad),  by  convection  (as  from  the  whirlpool  bath), 
or  by  radiation  (as  from  lamps),  or  it  may  be 
provided  by  so-called  conversive  devices  employ- 
ing energy  of  other  sorts  (such  as  electromag- 
netic waves  or  sound  waves)  which  can  be  di- 
rected into  the  tissues,  and  absorbed  and  converted 
to  heat.  Included  in  this  category  are  shortwave 
diathermy,  microwave  diathermy  and  ultrasound. 

The  type  of  heat  employed  in  the  physician’s 
office  usually  will  depend  on  what  is  available. 
For  use  in  the  home  we  usually  recommend  warm 
soaks  or  radiant  heat.  For  radiant  heat,  a 250- 
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Figure  I.  The  physiologic  effects  of  the  local  application  of  heat. 


Figure  2.  "Baker"  or  heat  cradle  fitted  with  ordinary  incandescent  bulbs  placed  over  patient  by  therapist.  (From  Martin, 
G.  M.:  Physical  therapy  in  general  practitioner's  office.  Minnesota  Med.,  42:235-239,  (Mar.)  1959.) 
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watt  incandescent  bulb  with  a built-in  reflector  or 
a “baker”  is  recommended.  The  baker,  which  is 
a heat  cradle  usually  containing  several  100-watt 
bulbs  (Figure  2),  casts  heat  of  a more  uniform 
intensity  over  a relatively  larger  area  than  does 
the  lamp.  However,  over  some  parts  of  the  body 
such  as  the  neck,  the  lamp  can  be  used  more  con- 
veniently. 

With  most  types  of  therapeutic  heating,  maxi- 
mal tissue  temperatures  are  obtained  after  about 
20  minutes.  After  this  length  of  time,  the  tem- 
perature in  the  tissue  usually  falls  slightly  be- 
cause the  blood  flow  is  still  increasing  and  is  carry- 
ing away  the  heat  faster  than  it  is  being  intro- 
duced into  the  tissues.  Heat  should  be  used  for 
30  to  45  minutes,  although  there  is  no  harm  in 
using  it  somewhat  longer.  At  the  Mayo  Clinic  we 
discourage  patients  from  sleeping  either  on  or 
under  heating  devices  because  of  the  danger  of 
burns.  With  extended  periods  of  heating,  it  is 
worth  noting  that  only  the  unusual  person  does 
not  fall  asleep. 

The  intensity  of  the  heat  should  be  that  which 
is  comfortably  warm,  rather  than  as  hot  as  the 
patient  can  tolerate. 

Most  contraindications  to  the  use  of  heat  are 
relative  rather  than  absolute.  In  the  presence  of 
these  relative  contraindications,  one  should  use 
heat  of  a low  intensity,  or,  if  it  is  not  strongly  in- 
dicated, one  may  elect  not  to  use  it  at  all.  The 
relative  contraindications  are  (1)  impairment  of 
circulation,  (2)  impairment  of  sensation,  (3)  a 
clouded  sensorium,  (4)  extreme  youth  or  old  age, 
and  (5)  noninflammatory  edema. 

The  absolute  contraindications  relate  to  the  use 
of  diathermy.  Embedded  metals,  if  of  sufficient 
size  and  of  the  right  shape  and  material  to  act  as 
electric  conductors,  will  tend  to  concentrate  the 
diathermic  energy  in  and  around  themselves,  and 
thus  may  cause  local  necrosis  of  tissues.  Impair- 
ment of  the  sensations  of  temperature  or  pain  is 
also  an  absolute  contraindication,  since  the  sensa- 
tion of  the  patient  is  the  only  criterion  for  regu- 
lating the  intensity  of  output  of  the  diathermy 
machine.  These  absolute  contraindications  do  not 
apply  to  ultrasound. 

HyDROTHERAPy 

The  buoyant  effects  of  water  and  its  protective 
properties  are  often  of  great  comfort  to  the  pa- 
tient whose  limb  has  just  been  liberated  from 
the  protective,  supporting  environment  of  a plas- 
ter cast.  Gentle  agitation  of  the  water  helps  him 
become  accustomed  to  having  the  limb  touched, 
and  encourages  gentle  movement  of  the  joints. 
The  whirlpool  bath,  however,  is  essentially  a 
stirred  water  bath,  and  any  suitable  large  body 
of  warm  water  can  be  a satisfactory  substitute 
for  it  in  the  home,  preferably  when  it  is  stirred 
by  the  activity  of  the  disabled  limb. 


The  whirlpool  has  special  merit  in  the  cleans- 
ing of  wounds  and  ulcers.  In  such  cases  the  di- 
rected stream  of  bubbles  from  the  agitator  is 
helpful  in  washing  away  detritus.  Active  motion 
of  the  limb  in  the  water  isn’t  an  adequate  sub- 
stitute for  the  whirlpool  in  this  respect,  nor  is  the 
random  agitation  of  the  water  produced  by  some 
of  the  bubbling  devices  which  have  been  sug- 
gested for  use  in  the  home  bathtub. 

The  temperature  of  the  water  in  all  instances 
should  be  specified  by  the  physician  and  measured 
with  a thermometer.  There  is  some  hazard  in  tell- 
ing the  patient  to  use  water  as  hot  as  he  can  tol- 
erate. Temperatures  at  or  above  115°F.  will  co- 
agulate some  proteins.  For  half-hour  soakings, 
water  at  temperatures  in  the  range  of  104°  to 
107°F.  is  commonly  used  if  the  patient’s  circula- 
tion is  good.  If  the  principal  effect  desired  is  one 
of  cleansing  rather  than  of  heating,  the  temper- 
ature of  the  water  can  be  kept  at  a lower  level. 


Hot  Cold 

110°  F.  600  to  65°  F. 

10  min. 

4 min. 

4 min. 

4 min. 

4 min. 

Figure  3.  Temperature  and  time  schedule  for  contrast 
bath.  (From  Martin,  G.  M.:  Physical  therapy  in  general 
practitioner's  office.  Minnesota  Med.,  42:235-239,  (Mar.) 
1959.) 


Prolonged  heating  of  the  hands  and  feet  often 
results  in  undesirable  swelling  and  increased 
stiffness  of  the  digits.  Many  patients  will  be 
troubled  less  in  this  way  with  the  use  of  contrast 
baths  as  outlined  in  Figure  3.  Physiologic  effects 
of  such  a procedure  other  than  those  due  to  heat 
have  not  been  demonstrated,  but  contrast  baths 
often  seem  to  be  more  effective  than  other  forms 
of  heating  in  the  treatment  of  reflex  sympathetic 
dystrophies. 

MASSAGE 

In  the  aftercare  of  the  healed  fracture,  massage 
can  be  of  great  help  in  reducing  edema.  Studies 
on  dogs  have  demonstrated  the  effect  of  massage 
in  increasing  the  flow  of  the  lymph,  whether  it 
has  collected  from  a major  lymph  vessel  at  the 
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base  of  the  limb,2  or  from  the  thoracic  duct.3  It 
also  has  been  demonstrated  that  massage  can  in- 
crease venous  flow  from  the  extremity.  On  theo- 
retical grounds  it  can  be  assumed  that  the  reduc- 
tion of  interstitial  fluid  will  improve  the  nutrition 
of  the  cells.  Improved  mobility  of  the  joints  can 
be  observed,  particularly  in  the  digits. 

In  addition  to  massage,  the  reduction  of  edema 
is  aided  by  elevation,  “muscle  setting”  exercises 
making  use  of  the  muscle  pump  to  increase  ve- 
nous and  lymphatic  flow,  and  external  elastic  sup- 
port.4 Because  the  skin  and  subcutaneous  tissues 
have  been  stretched  by  the  swelling  and  have  lost 
some  of  their  elasticity,  the  swelling  may  persist 
for  weeks  or  months  after  the  fracture  has  healed. 
Shoring  up  the  hydrostatic  pressure  of  the  fluid 
in  the  tissues  by  external  elastic  support  will  con- 
trol the  edema  until  the  tissues  regain  their 
elasticity.  Six  or  more  weeks  usually  are  required 
for  this  process,  but  recurrence  of  the  edema  is 
not  to  be  expected  when  the  elastic  support  is  re- 
moved, unless  there  is  some  additional  reason  for 
it  such  as  venous  or  lymphatic  obstruction. 

The  best  way  to  determine  the  point  at  which 
the  patient  is  ready  to  go  without  an  elastic  sup- 
port is  to  have  him  go  without  it  for  an  hour  or 
two  before  retiring  at  night.  If  no  increase  in  the 
size  of  the  limb  occurs,  the  support  can  be  re- 
moved for  an  additional  hour  or  two  at  the  end 
of  each  succeeding  day,  until  it  is  determined 
how  long  the  patient  can  go  without  it.  In  this 
way,  a major  degree  of  recurrence  of  swelling 
and  restretching  of  the  tissues  will  be  avoided. 

Massage  also  helps  the  patient  to  become  ac- 
customed to  having  his  limb  touched.  It  produces 
small  amounts  of  movement  of  the  tissues  on  one 
another  at  fascial  interfaces.  For  many  patients, 
massage  probably  offers  an  additional  and  impor- 
tant psychologic  solace  that  is  hard  to  define  or 
measure.  With  the  type  of  massage  which  is  em- 
ployed clinically,  particularly  after  fractures,  there 
is  no  increase  in  total  blood  flow  into  the  limb.5 

A reddening  of  the  skin  signifies  the  shunting  of 
additional  blood  to  the  surface,  with  presumably 
a similar  small  reduction  of  blood  flow  to  deeper 
structures. 

EXERCISE 

It  is  in  the  field  of  exercise  that  semantic  diffi- 
culties are  most  likely  to  be  encountered.  In  tell- 
ing a patient  or  the  patient’s  relative  or  a thera- 
pist what  he  wishes  to  have  done,  the  physician 
should  be  certain  that  his  hearer  interprets  the 
words  that  he  is  using  in  the  way  that  he  means 
them.  For  example,  the  word  passive  as  applied 
to  exercise  has  a variety  of  meanings  for  differ- 
ent people.  To  most  persons  it  implies  any  mo- 
tion imparted  to  the  patient  by  an  external  force, 
such  as  that  exerted  by  another  person.  To  some 
it  implies  imparting  gentle  motion  to  the  patient 
and  desisting  as  soon  as  there  is  any  evidence  of 


involuntary  resistance  on  the  part  of  the  patient. 
Thus  the  physician  must  be  specific  in  his  pre- 
scription. If  he  wants  some  structure  stretched, 
he  should  say  so.  If  he  particularly  does  not  want 
it  stretched,  he  should  say  so.  Personal  discussion 
with  the  therapist  can  be  most  helpful. 

The  three  goals  of  therapeutic  exercise  after 
fractures  are  (1)  to  prevent  or  correct  the  loss  of 
the  range  of  motion  of  the  joints,  (2)  to  improve 
muscle  strength,  and  (3)  to  improve  coordina- 
tion and  skill. 

Exercises  To  Preserve  or  Restore  Range  of  Mo- 
tion of  Joints — Wherever  possible,  these  exercises 
should  be  carried  out  actively  by  the  patient.  If 
assistance  is  required,  it  may  be  possible  to  pro- 
vide it  by  means  of  devices  such  as  pulleys.  The 
assistance  of  another  person,  however,  may  be 
required.  The  degree  of  motion  to  be  attained 
should  be  specified  by  the  physician.  A surpris- 
ing number  of  people  do  not  seem  to  know  what 
the  normal  ranges  of  motion  of  their  joints  are. 
The  less  obvious  motions,  such  as  abduction  and 
adduction  of  the  fingers  or  supination  and  prona- 
tion of  the  forearm  or  foot,  should  not  be  for- 
gotten. 

It  is  frequently  helpful  to  eliminate  the  force  of 
gravity  on  the  extremity,  as  for  example  in  de- 
pendent circumduction  of  the  shoulder,  or  by 
sliding  the  limb  on  a smooth  surface,  or  by  float- 
ing it  in  the  water. 

At  least  five  repetitions  of  the  motion  should 
be  carried  out  twice  daily,  but  a greater  number 
may  be  helpful  and  should  not  be  discouraged. 
Where  limitation  of  motion  already  exists,  one 
often  will  notice  that  the  joint  has  a tendency  to 
“tighten  up”  between  sessions  of  exercise  if  the 
exercises  are  done  only  twice  daily.  In  such  a 
situation,  four  to  six  sessions  each  day,  of  five  to 
10  repetitions  each,  will  prove  more  nearly  ade- 
quate. In  many  instances  the  patient  can  do  the 
exercises  any  time  he  happens  to  think  of  them 
in  addition  to  the  prescribed  minimum,  and  if 
this  is  true,  he  should  be  so  advised. 

Often  it  is  easier  to  prevent  the  loss  of  range  of 
motion  than  it  is  to  restore  the  motion.  In  the 
early  care  of  fractures,  the  number  of  joints  im- 
mobilized should,  of  course,  be  kept  to  the  es- 
sential minimum.  Posture  while  the  patient  is 
in  bed  also  should  be  observed  carefully. 

The  stretching  of  structures  around  joints  is 
still  a matter  for  controversy.  The  opinion  that 
joints  should  never  be  stretched  is  rendered  ten- 
able only  by  the  assumption  that  extra-articular 
structures  such  as  muscles  and  tendons  are  often 
being  stretched.  This  assumption  is  difficult  to 
prove  in  many  instances,  although  sometimes  it 
may  be  valid.  In  any  event,  some  stretching  is 
often  necessary  to  restore  a good  range  of  motion 
in  shoulders,  hips,  knees  and  ankles.  Wherever 
possible,  it  is  preferable  that  exercise  to  regain 
the  range  of  motion  in  a joint  be  done  by  the 
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muscles  which  normally  control  that  joint.  It  is 
my  personal  impression  that  this  is  the  only  way 
that  elbows  and  fingers  should  be  exercised. 

Exercises  to  Strengthen  Muscles — The  strength- 
ening of  muscles  is  accomplished  by  strong  con- 
tractions against  a load  which  is  rather  heavy  for 
the  particular  muscle.6  Relatively  few  repetitions 
need  be  employed.  At  the  Mayo  Clinic,  we  usual- 
ly use  three  sets  of  10  repetitions,  decreasing  the 
amount  of  resistance  for  each  successive  set.  A 
multitude  of  variations  are  possible,  as  regards 
the  number  of  repetitions  in  a set,  the  number  of 
sets  of  repetitions  and  the  changes  to  be  made  in 
weights  from  one  repetition  to  the  next.  Gen- 
erally the  maximal  weight  to  be  moved  can  be 
increased  once  each  week  by  1 pound  or  10  per 
cent  of  the  weight  being  lifted,  whichever  is  great- 
er (Figure  4). 

If  the  muscle  is  not  strong  enough  to  lift  weights 
against  the  force  of  gravity,  this  force  can  be 
eliminated  by  counterbalancing  systems  of  weights 
and  pulleys,  or  through  the  use  of  the  smooth, 
powdered  board.  We  employ  the  powdered  board 
and  use  sandbags  on  the  limb  to  increase  the 
frictional  resistance  between  the  limb  and  the 
board.  This  technic  can  easily  be  employed  in  a 
physical  therapy  department,  a physician’s  office, 
or  the  patient’s  home  (Figure  5). 

Sometimes  the  abnormality  of  a joint  is  ag- 
gravated when  its  muscles  are  exercised  against 
resistance  and  when  motion  occurs  at  the  joint. 
This  happens  most  commonly  with  degenerative 


Figure  4.  Quadriceps-strengthening  exercises  performed 
against  the  force  of  gravity.  In  the  "isometric"  technic,  the 
weight  would  be  held  a few  seconds  in  the  uppermost  po- 
sition and  then  supported  by  another  person,  on  a table 
or  by  some  other  means.  (From  Martin,  G.  M.:  Physical 
therapy  in  general  practitioner's  office.  Minnesota  Med., 
42:235-239,  (Mar.)  1959.) 


changes  of  the  patellofemoral  joint  when  the 
quadriceps  is  being  strengthened.  In  such  cases, 
strengthening  of  the  muscle  usually  can  be  car- 
ried on  “isometrically.”  In  the  isometric  technic, 
the  muscle  contracts  and  holds  the  load  without 
the  occurrence  of  motion  at  the  joint.  The  load  is 
otherwise  supported  while  the  muscle  is  relaxed. 

Recently  there  has  been  some  interest  in  the 
single,  brief  (isometric)  contraction  as  a time- 
saving and  economical  strengthener  of  muscle. 
This  means  of  strengthening  muscles  seems  en- 
tirely feasible,  but  there  is  some  doubt  about  its 


Figure  5.  Strengthening  the  flexors  or  extensors  of  the 
elbow,  with  the  force  of  gravity  eliminated  by  the  use  of 
a powdered  board  and  sandbags. 


Figure  6.  A battery  stimulator  for  use  by  the  patient 
to  stimulate  his  denervated  muscles.  (From  Stillwell,  G.  K.: 
Battery  stimulator  for  denervated  muscles.  Arch.  Phys.  Med., 
37:689-692,  (Nov.)  1956.) 
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utility  in  developing  endurance  and  about  the 
maintenance  of  strength  after  the  exercises  have 
been  abandoned. 

Electric  Stimulation — Peripheral  nerve  injuries 
occasionally  complicate  fractures.  For  several 
months,  there  may  be  a loss  of  motor  power  in 
the  muscles  served  by  the  nerve.  In  some  cases, 
electric  stimulation  of  denervated  muscle  has 
helped  to  retard  the  process  of  atrophy,  and  has 
helped  keep  the  muscle  healthy  during  regenera- 
tion of  the  nerve.7  Since  atrophy  develops  rather 
quickly,  it  is  preferable  to  begin  electric  stimu- 
lation as  soon  as  possible  after  the  denervation 
is  detected.  Most  studies  which  have  shown  any 
beneficial  effect  of  electric  stimulation  on  de- 
nervated muscle  have  involved  stimulation  for 
several  brief  sessions  each  day.  The  only  way 
to  carry  this  out  satisfactorily  in  the  clinical  situ- 
ation is  to  provide  the  patient  with  his  own  stim- 
ulator and,  preferably,  to  let  him  use  it  by  himself 


(Figure  6).  It  is  usually  recommended  that  he 
produce  20  or  25  strong  contractions  of  the  para- 
lyzed muscle  four  times  daily. 

If  reinnervation  of  the  muscle  is  not  expected 
to  occur,  there  is  no  purpose  in  such  therapeutic 
electric  stimulation.  If  reinnervation  is  expected 
to  occur  within  three  months  or  less,  stimulation 
probably  is  not  necessary.  It  is  difficult  to  make 
predictions  about  the  efficacy  of  this  method  of 
treatment,  but  the  prognosis  for  an  early  recovery 
is  much  better  if  a complete  reaction  of  degenera- 
tion is  not  demonstrable  by  electro-diagnostic 
testing  or  electromyography  within  two  weeks 
after  the  onset  of  the  paralysis. 

Occupational  Therapy — -Therapeutic  exercise 
often  produces  only  part  of  the  desired  result  in 
the  correction  of  stiffness  and  weakness  and  of 
incoordinate  use  of  an  extremity.  Other  activi- 
ties may  be  needed  to  complete  the  job.  These 
may  include  relatively  hard  usage  at  work  or 


Figure  7.  The  fitting  of  crutches  is  demonstrated  by  physical  therapists.  Crutches  shown  on  the  left  are  too  long  and  those 
in  the  center  are  too  short.  Crutches  shown  on  the  right  fit  properly.  (From  Martin,  G.  M.:  Physical  therapy  in  general  prac- 
titioner's office.  Minnesota  Med.,  42:235-239  (Mar.)  1959.) 
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play,  or  supervised  and  prescribed  activities  in 
occupational  therapy. 

Many  people  look  on  occupational  therapy  as 
diversional  or  recreational  “busy  work,”  and  dis- 
miss it  as  unnecessary.  The  patient’s  need  for  di- 
version and  recreation  is  important,  and  leisure 
activities  are  now  an  accepted  part  of  our  culture, 
rather  than  merely  the  prerogative  of  “the  idle 
rich.”  Watching  television  is  not  usually  the  best 
leisure  activity  for  our  patients,  and  it  should 
certainly  not  be  the  only  one.  Some  acceptable 
method  of  pounding  and  making  noise,  as  a means 
of  ventilating  hostility  and  aggression,  contrib- 
utes to  the  emotional  health  of  some  patients.  At 
the  same  time,  the  physical  activity  can  build 
or  preserve  strength,  endurance  and  tolerance  for 
activity.  The  deleterious  effects  of  rest  in  bed 
can,  to  some  extent,  be  prevented  by  activity  of 
this  type. 

Aside  from  these  aspects,  however,  the  occupa- 
tional therapist  can  modify  the  methods  used  in 
performing  many  craft  activities  so  as  to  help  the 
patient  gain  range  of  motion  in  specific  joints,  or 
strength  in  specific  muscles.  He  also  can  help  a 
great  deal  in  evaluating  the  ability  of  the  patient 
to  care  for  himself  and  in  devising  ways  to  over- 
come deficiencies  in  this  function. 

Most  homes  provide  many  opportunities  for  ac- 
tivity of  this  sort,  but  many  patients  are  unwill- 
ing to  enter  into  such  activities  without  specifi- 
cally being  advised  to  do  so.  The  physician  should 
tell  the  patient  as  explicitly  as  possible  which  ac- 
tivities he  may  or  may  not  pursue  in  the  home. 

Aids  to  Ambulation — If  little  or  no  weight  is  to 
be  borne  on  a lower  extremity,  it  is  generally 
preferable  to  employ  crutches  rather  than  a walk- 
er. If  full  weight  or  nearly  full  weight  can  be 
borne  on  the  extremity,  but  some  hand  support  is 
required  for  balance,  a crutch  or  cane  in  the  op- 
posite hand  may  suffice.  In  such  instances  the 
patient  generally  will  walk  better  with  a cane 
than  with  a single  crutch.  Many  elderly  people 
seem  unable  to  master  the  use  of  crutches,  but 
they  can  shuffle  along  fairly  well  with  a simple 
walker.  This  is  preferable,  of  course,  to  no  walk- 
ing at  all,  but  crutches  are  a more  versatile  aid  to 
ambulation  for  the  patient  who  can  learn  to  use 
them.  A walker  with  wheels  on  it  often  will  re- 
quire the  guidance  of  another  person  to  prevent 
it  from  rolling  away  with  the  patient. 

Although  there  are  tables  indicating  the  ap- 
proximate size  of  crutch  which  will  fit  the  patient 
of  a particular  height,  there  is  sufficient  individ- 
ual variability  in  body  build  and  length  of  arm 
to  require  the  fitting  of  crutches  to  the  individ- 
ual patient.  When  the  patient  stands  erect  with 
the  tip  of  the  crutch  about  6 inches  lateral  to 
and  in  front  of  his  toes,  properly  fitted  crutches 
should  allow  about  one  fingerbreadth  of  clear- 
ance between  the  top  of  the  crutch  and  the 
anterior  axillary  fold.  If  the  hand  grip  is  at  the 


proper  height,  the  elbow  will  be  flexed  about  20 
to  30  degrees  (Figure  7). 

The  patient  should  be  cautioned  that  he  is  to 
bear  weight  on  his  hands  and  not  on  his  axilla. 
The  axillary  bar  of  the  crutch  should  be  held  by 
the  shoulder  adductors  against  the  thorax  in  or- 
der to  give  him  stability  from  side  to  side.  Pro- 
longed weight-bearing  by  way  of  the  axilla  on 
the  axillary  bar  of  the  crutch  may  lead  to  a 
crutch  paralysis,  from  which  the  patient  may  not 
recover  for  several  months.  Shorter  crutches 
which  come  up  to  the  region  of  the  elbow  and 
do  not  have  an  axillary  bar  on  them  are  safer 
from  this  point  of  view  but  they  may  not  provide 
sufficient  stability  and  support  for  some  patients. 
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Cardiac  Arrest  Has  a Neural  Cause 

Studies  by  National  Heart  Institute  scientists 
Paul  A.  Ebert,  Lazar  J.  Greenfield  and  W.  Gerald 
Austin  indicate  that  heart  stoppage  results  pri- 
marily from  neural  stimuli  originating  in  the 
peripheral  nerve  receptors,  rather  than  from  oxy- 
gen deficit. 

They  used  two  heart-lung  machines  and  per- 
fused the  coronary  and  systemic  circulations  in- 
dependently. When  the  heart  contained  blood  low 
in  oxygen  but  the  systemic  circulation  contained 
fully  oxygenated  blood,  no  significant  change  oc- 
curred in  heart  rate  or  rhythm.  However,  when 
hypoxia  was  produced  in  the  systemic  circulation, 
heartbeats  slowed  in  all  animals  and  ceased  in 
two  of  them,  even  though  the  hearts  were  being 
perfused  with  fully-oxygenated  blood.  Sudden  sys- 
temic hypoxia  produced  more  severe  reactions 
than  gradual  hypoxia,  but  when  the  vagal  nerves 
were  severed,  the  effects  of  systemic  hypoxia  were 
abolished. 

The  investigators  concluded  that  decreased  oxy- 
gen levels  in  the  systemic  circulation  somehow 
stimulate  neural  receptors  which  can  slow  and 
even  stop  the  heart.  This  can  happen  even  when 
the  heart  itself  is  receiving  adequate  oxygen  from 
its  own  blood  supply. 


Surgical  Experience  With 


Cancer*  of  the  Stomach  in  a 
Community  Hospital 


M.  NEIL  WILLIAMS,  M.D. 
Cedar  Falls 


This  survey  was  undertaken  to  evaluate  surgical 
treatment  of  cancer  of  the  stomach  by  a relatively 
large  group  of  surgeons  practicing  in  a private 
community  hospital.  An  attempt  is  made  to  com- 
pare this  experience  in  a small  series  of  private 
patients  with  the  experience  of  private  clinics  with 
much  larger  groups  of  patients. 

All  cases  of  cancer  of  the  stomach  were  re- 
viewed for  the  years  1947  to  1959,  inclusive.  The 
total  number  of  patients  with  a positive  diagnosis 
of  cancer  was  119.  Of  these,  adequate  follow-up  in- 
formation was  obtained  either  from  the  patient, 
his  relatives  or  the  referring  doctor  in  116.  These 
persons  are  the  basis  of  this  study.  Thirty-three 
others  were  diagnosed  as  having  stomach  cancer 
on  the  basis  of  symptoms,  physical  findings  and 
roentgenologic  studies,  but  either  refused  surgery 
or  were  considered  inoperable.  These  individuals 
are  not  included  for  lack  of  pathologic  diagnosis. 

ETIOLOGY 

A multitude  of  factors  have  been  suggested  and 
studied  as  the  cause  of  cancer  of  the  stomach,  but 
insufficient  data  and  lack  of  controlled  studies  have 
failed,  to  date,  to  implicate  any  factor  as  an  out- 
standing etiologic  agent.  One  of  the  most  promis- 
ing though  difficult  approaches  to  the  problem 
is  a controlled  retrospective  study  of  the  diets  of 
stomach-cancer  patients.6  Sommers9  reports  that 
80  per  cent  of  all  stomach-cancer  patients  autopsied 
showed  hyperplastic  epithelial  changes  in  the  gas- 
tric mucosa  of  the  uninvolved  portion  of  the  stom- 
ach. This  suggests  irritation  of  the  gastric  mucosa 
by  ingested  substances. 

When  he  wrote  this  paper.  Dr.  Williams  was  a trainee  of 
the  National  Cancer  Institute  and  a resident  in  surgery  at 
Iowa  Methodist  Hospital,  Des  Moines.  He  is  now  in  the  pri- 
vate practice  of  general  surgery  at  Cedar  Falls. 

♦Sarcomas  and  lymphomas  are  not  included. 


SEX  AND  AGE  DISTRIBUTIONS 

Table  1 shows  the  number  of  males  and  females 
in  a specific  age  group  by  decades.  Males  out- 
numbered females  two  to  one.  Berkson,  et  al.,1  from 
the  Mayo  Clinic,  report  a preponderance  of  males 
over  females  in  a ratio  of  3.4  to  1.  Shahon,  et  al. 
report  a 3 to  1 ratio  in  a University  of  Minnesota 
series.2  The  oldest  patient  in  our  series  was  83  and 
the  youngest  32.  The  males  were  older  (mean  age 
64.6)  than  the  females  (mean  age  62.1).  In  males, 
the  largest  number  of  patients  were  found  in  the 
decade  60  to  69  years  (40  per  cent  of  the  total 
males) ; appreciably  fewer  (20.4  per  cent)  in  the  50 
to  59  decade;  and  about  a quarter  of  them  (26.5 
per  cent)  in  the  70  to  79  decade.  The  female  pa- 
tients were  more  evenly  distributed  among  the 
age  groups:  39.5  per  cent  in  the  50  to  59  decade; 
23.2  per  cent  in  the  60  to  69  decade;  and  35  per 
cent  in  the  70  to  79  decade. 

TABLE  I 

AGE  GROUPINGS  OF  PATIENTS— PER  CENT 


Decade  Male  Female 


30-39  .3.6  2.0 

40-49  3.6  0 

50-59  20.4  39.5 

60-69  40.9  23.2 

70-79  26.5  35.0 

80-89  7.2  0 

Mean  Age  64.6  years  62.1  years 


The  evidence  from  cancer  registry  and  morbid- 
ity survey  sources  shows  a definite  decline  in  the 
stomach  cancer  rate.  This  has  been  evident  for 
each  sex  and  age  group  in  the  United  States.  In 
contrast,  England  and  Wales  exhibited  almost 
stable  rates  for  males  in  each  age  group,  and  only 
a modest  decline  in  females.6  Our  series  suggests  a 
decline  in  incidence  since  1953,  but  the  number  of 


19 


20 


Journal  of  Iowa  Medical  Society 


January,  1963 


cases  is  too  small  to  justify  any  definite  conclusion. 
No  adequate  explanation  has  been  offered  for  the 
declining  incidence  in  this  country. 

SYMPTOMS 

A majority  of  the  patients  complained  of  epigas- 
tric distress  or  pain  associated  with  weakness, 
anorexia  and  weight  loss.  Not  all  the  records  re- 
viewed recorded  whether  or  not  the  patient  had 
lost  weight,  but  all  those  of  whom  inquiry  was 
made,  had  experienced  weight  loss.  In  many  pa- 
tients the  weight  loss  was  in  the  magnitude  of  30 
to  40  pounds.  Marshall3  reports  that  weight  loss 
was  by  far  the  most  common  symptom,  and  was 
found  in  over  90  per  cent  of  the  patients  reviewed 
at  the  Lahey  Clinic.  In  any  patient  with  epigastric 
pain  or  distress  associated  with  anorexia  or  weight 
loss,  the  diagnosis  of  cancer  of  the  stomach  should 
be  considered  early  and  seriously. 

The  time  intervals  from  onset  of  symptoms  to 
operation  are  shown  in  Table  2.  It  is  unfortunate 
that  32  per  cent  of  the  patients  did  not  come  to 
operation  until  more  than  a year  had  elapsed. 

TABLE  2 

TIME  INTERVAL  FROM  ONSET  OF  SYMPTOMS  TO 
OPERATION 

Per  Cent 


Less  than  3 months 32 

3 to  6 months  21 

6 to  12  months 18 

Over  12  months  32 


From  our  study  we  could  not  determine  whether 
it  was  the  doctor  or  the  patient  who  had  pro- 
crastinated. Marshall  reports  that  the  patient  was 
the  cause  of  the  delay  in  37.5  per  cent,  and  the 
family  or  the  doctor  in  62.5  per  cent.3 

The  most  serious  cause  of  delay  is  the  practice 
of  treating  a supposedly  benign  gastric  ulcer  med- 
ically for  too  long  a time.  There  were  eleven  pa- 
tients in  this  series  who  were  found  to  have  gastric 
ulcer  on  roentgen  examination.  Of  these,  six  pa- 
tients, or  over  half,  were  treated  medically  for 
nine  months  to  a year  before  coming  to  surgery, 
at  which  time  the  ulcer  proved  to  be  malignant. 
Others  in  this  series  were  no  doubt  so  treated,  but 
could  not  be  evaluated,  since  many  roentgeno- 
grams were  made  outside  our  hospital. 

One  such  patient,  on  roentgen  examination,  had 
what  appeared  to  be  a benign  ulcer  on  the  lesser 
curvature.  The  patient  was  treated  on  a strict  med- 
ical regimen  and  improved  symptomatically.  How- 
ever, his  symptoms  did  not  disappear  entirely,  and 
one  year  later  a second  roentgen  examination  re- 
vealed an  obviously  malignant  ulcer.  At  laparotomy 


a far-advanced  cancer  of  the  stomach  was  found, 
and  the  patient  died  a few  months  later. 

Another  patient  had  a persistent  niche  on  the 
lesser  curvature  which  was  present  on  repeated 
roentgen  examinations  for  a period  of  five  months 
and  was  thought  benign.  This  patient,  at  operation, 
was  found  to  have  a small  ulcerating  adenocar- 
cinoma on  the  lesser  curvature.  A high  subtotal 
gastric  resection  was  performed,  and  no  lymph 
nodes  were  involved.  The  patient  is  well  today, 
nine  years  later. 

These  two  cases  are  cited  to  emphasize  the  fact 
that  a positive  diagnosis  of  gastric  cancer  cannot 
be  made  on  the  basis  of  roentgen  findings  or 
laboratory  studies  alone.  The  majority  of  diagnos- 
tic errors  are  made  with  lesions  of  the  lesser  cur- 
vature.7 In  fact,  all  gastric  ulcers  should  be  con- 
sidered primarily  surgical  lesions.4  Exploration 
must  be  made  of  any  gastric  ulcer  that  is  present 
on  roentgen  exam  two  to  three  weeks  after  a 
course  of  active  medical  management.  This  is  true 
even  if  the  ulcer  shows  healing,  for  it  has  been 
shown  repeatedly  that  even  malignant  ulcers  show 
some  regression  under  medical  therapy.  The  ulcer 
must  be  healed,  rather  than  just  healing,  in  order 
for  one  to  rest  assured  that  it  is  benign.  Welch 
and  Allen7  report  two  cases  of  complete  healing 
of  a malignant  ulcer  with  subsequent  recurrence. 

SURGICAL  TREATMENT 

Of  the  total  number,  112  patients  underwent 
surgery.  These  are  divided  into  three  groups — (1) 
those  in  whom  the  lesions  were  removed  by  gas- 
tric resection;  (2)  those  who  had  palliative  opera- 
tions for  relief  of  obstruction;  and  (3)  those  who 
underwent  exploratory  laparotomy  only,  because 
the  lesion  proved  non-resectable.  The  patients  in 
group  1 had  the  standard  gastric  cancer  operation 
consisting  of  either  a high  subtotal  or  total  gas- 
tric resection  plus  removal  of  spleen,  omentum 
and  regional  nodes,  en  bloc.  A gastrojejunostomy 
(Billroth  II)  type  of  anastomosis  was  most  com- 
monly used.  Sixty-five  patients  underwent  resec- 
tion of  the  lesion,  or  58  per  cent  of  the  total  who 
were  operated  upon.  A high  subtotal  gastrectomy 
was  performed  on  49  patients,  and  16  patients 
underwent  total  gastrectomy.  Marshall3  has  re- 
ported that  each  year  an  average  of  about  25  per 
cent  of  the  resected  cases  are  total  gastrectomies. 
This  compares  with  24.5  per  cent  in  our  series. 
The  results  of  total  gastrectomy  have  not  been 
encouraging,  and  the  operation  is  reserved  only  for 
those  patients  in  whom  the  entire  disease  process 
cannot  be  removed  by  a high  subtotal  resection. 
Total  gastrectomy  is  being  performed  less  fre- 
quently today  than  it  was  a decade  ago.  In  this 
small  series,  most  of  the  total  gastrectomies  were 
performed  in  the  years  1951  to  1953. 

Exploratory  laparotomy  only  was  performed  in 
40  patients  (35.7  per  cent)  because  of  the  presence 
of  a non-resectable  lesion.  In  an  additional  14  pa- 
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tients  (12.5  per  cent)  some  type  of  palliative 
procedure  for  obstruction  was  done.  Ten  patients 
underwent  gastroenterostomy  and  4 others  had 
subtotal  gastrectomy  for  palliation.  In  addition, 
each  of  three  patients  had  had  a previous  resec- 
tion, and  at  a later  date  underwent  a second  palli- 
ative procedure  for  obstruction  (See  Table  3). 

TABLE  3 

SURGICAL  TREATMENT 

Per  Cent 


Operability  Rate  78 

Resectability  Rate  (Subtotal — 43.7;  Total  14.3)  58 

Exploratory  Only  35.7 

Palliative  Procedure 12.5 


MORTALITY 

The  overall  hospital  mortality  rate  for  all  surg- 
ical procedures  was  8.9  per  cent.  If  one  considers 
total  gastrectomies  alone,  the  rate  rises  to  16  per 
cent,  or  almost  double  that  of  lesser  procedures. 
Berkson,  et  al.1  reported  a hospital  mortality  of  7.8 
per  cent  in  1949.  Marshall'5  reports  5-7  per  cent, 
and  Shahon2  reports  6.9  per  cent. 

The  majority  of  postoperative  deaths  were  at- 
tributed to  a breakdown  in  anastomosis  that  caused 
a fulminating  peritonitis.  One  patient  succumbed 
from  a massive  pulmonary  infarction,  and  one 
from  an  overwhelming  staphylococcus  enteroco- 
litis. 

PATHOLOGY 

At  best,  cancer  of  the  stomach  is  difficult  to  clas- 
sify pathologically.  One  cannot  adequately  com- 
pare cancers  from  one  institution  with  those  from 
another  because  of  a wide  variance  in  classifica- 
tions. Suffice  it  to  say  that  all  mucosal  cancers  of 
the  stomach  are  adenocarcinomas.  Most  of  these 
are  of  a mixed  type  having  varying  degrees  of 
ulceration,  polypoid  formation,  and  papillary  and 
scirrhous  elements. 

The  adenocarcinomas  were  divided  into  three 

TABLE  4 
PATHOLOGY 

With  Without 

Adenocarcinoma  Number  Nodes  Involved  Nodes  Involved 


Mixed 80  56  (70%)  24 

Scirrhous  18  10  (56%)  8 

Mucinous  5 4 (80%)  I 


Average  Metastatic  Rate — 67.9% 


main  types;  (1)  mixed,  (2)  scirrhous  or  linnitus 
plastica,  and  (3)  the  mucinous  adenocarcinomas. 
There  were  80  (76.7  per  cent)  mixed,  18  (17.5  per 
cent)  scirrhous,  and  5 (4.8  per  cent)  mucinous 
carcinomas.  There  was  one  Krukenberg  tumor  in 
the  series,  and  the  patient  died  three  months  after 
laparotomy  (See  Table  4).  Metastasis  to  the  re- 
gional nodes  occurred  in  67.9  per  cent  of  these 
tumors  at  the  time  of  operation. 

SURVIVAL 

There  were  19  patients  with  cancer  of  the  stom- 
ach who  were  followed  10  or  more  years.  One  is 
living  and  well,  and  one  patient  lived  13  years 
and  then  died  of  coronary  occlusion.  He  was  clin- 
ically free  of  cancer  at  the  time  of  his  death.  No 
autopsy  was  performed.  The  absolute  10-year  sur- 
vival rate  in  this  small  group  of  patients  is  10  per 
cent. 

One  hundred  one  patients  were  followed  at 
least  five  years.  Thirteen  patients  lived  five  or  more 
years,  and  the  absolute  five-year  survival  rate  is 
12.9  per  cent. 

The  prognosis  is  greatly  improved  if  there  is  no 
lymph-node  involvement.  In  much  larger  series, 
the  absolute  five-year  survival  rates  range  from 
10  to  18  per  cent.  i.  2-  3,  5,  8 jf  one  considers  only 
those  cases  without  lymph-node  metastasis  at  the 
time  of  resection,  the  five-year  rate  jumps  to  45-50 
per  cent. 

The  five-year  survival  rate  after  resection  in 
this  series  is  20  per  cent.  Marshall3  reports  an 
overall  five-year  survival  rate  of  27.2  per  cent  after 
resection  at  the  Lahey  Clinic.  Berkson  shows  that 
if  there  is  no  metastasis,  the  five-year  survival  rate 
after  resection  is  48.5  per  cent,  but  with  metastasis 
it  is  only  18.6  per  cent.1  Lehman  reports  a 21  per 
cent  post-resection  survival  rate  in  a series  of 
private  cases5  (See  Table  5). 


TABLE  5 

SURVIVAL  RATES 


5 year 

10  year 

Absolute  Rate  ...  12.9% 

10% 

Post-resection  Rate  20.0% 

— 

Overall  Hospital  Mortality  Rate — 8.9% 

Our  absolute  five-year  survivial  rates  are  in  the 
range  reported  for  much  larger  series.  Five-year 
survival  rates  following  resection  vary  from  series 
to  series,  with  a range  of  20  to  32  per  cent.  Gen- 
erally speaking,  the  reported  series  with  high  per- 
centages of  lymph-node  metastases  show  lower 
survival  rates.  Of  our  patients,  67.9  per  cent  had 
nodal  metastases,  as  compared  with  the  61.8  per 
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TABLE  6 

CORRELATION  OF  5-YEAR  POST-RESECTION  SURVIVAL 
RATES  WITH  RATES  FOR  NODAL  METASTASES 

5-Year  Survival  Nodal 

Post-Resection  Rate  Metastatic  Rate 


Berkson,  et  al.  ...31.6%  58.9% 

Marshall,  et  al 27.2%  61.8% 

Ransom  28.0%  70.0% 

Lehman  21.0%  57.0% 

This  Series  20.0%  67.9% 


cent  reported  by  Marshall3 4 5 6  at  the  Lahey  Clinic,  and 
58.9  per  cent  reported  by  B* e 2rkson1  at  the  Mayo 
Clinic.  This  we  interpret  to  mean  that  our  patients 
were  diagnosed  and  underwent  operation  at  later 
stages  in  their  diseases.  Supporting  this  is  the  fact 
that  40  per  cent  of  the  patients  had  palpable 
masses  on  initial  examination  in  the  hospital.  Mar- 
shall3 reports  30  per  cent  of  the  patients  in  the 
Lahey  Clinic  series  had  palpable  masses.  Improv- 
ing survival  rates  of  patients  with  cancer  of  the 
stomach  will  depend  on  earlier  diagnoses  followed 
by  adequate  cancer  resections  (See  Table  6). 

SUMMARY 

(1)  A statistical  review  has  been  presented  of 
116  patients  treated  for  cancer  of  the  stomach  dur- 
ing the  years  1947  to  1959  inclusive  at  a private 
community  hospital  and  representing  the  ex- 
perience of  a relatively  large  group  of  surgeons. 

(2)  Males  outnumbered  females  2 to  1.  The 
greatest  number  of  patients  were  in  the  60-69 
decade. 

(3)  The  commonest  symptom  was  weight  loss, 
along  with  epigastric  pain  or  distress.  About  one- 
third  of  the  patients  had  had  symptoms  over  a year 
before  coming  to  surgery. 

(4)  Although  this  series  does  not  bear  it  out,  a 
review  of  mortality  rates  indicates  that,  for  rea- 
sons unknown,  the  incidence  of  cancer  of  the 
stomach  is  decreasing  in  this  country.0 

(5)  Early  diagnosis  is  very  important  if  more 
of  these  patients  are  to  benefit  from  surgery.  The 
most  serious  cause  for  delay  is  the  practice  of 
treating  a malignant  gastric  ulcer  medically  for 
an  extended  period  because  of  its  benign  appear- 
ance. If  a gastric  ulcer  is  present  on  roentgen 
examination  two  to  three  weeks  after  a course  of 
medical  management,  it  must  be  explored. 

(6)  High  subtotal  gastrectomy  is  the  operation 
of  choice  for  gastric  cancer.  Total  gastrectomy  is 
reserved  for  those  cases  in  which  the  entire  dis- 


ease process  cannot  be  removed  by  high  subtotal 
resection.  About  25  per  cent  of  the  resected  cases 
are  total  gastrectomies — a lower  incidence  than 
that  of  a decade  ago.  Our  resectability  rate  was  58 
per  cent. 

(7)  The  overall  hospital  mortality  rate  was  8.9 
per  cent,  but  for  total  gastrectomies  alone  the 
mortality  rose  to  16  per  cent. 

(8)  Pathologic  classifications  of  mucosal  cancer 
of  the  stomach  vary  widely  from  one  institution  to 
to  another,  and  are  not  very  important  prognos- 
tically.  All  are  adenocarcinomas,  and  prognosis 
depends  chiefly  on  the  presence  or  absence  of 
lymph-node  metastases. 

(9)  The  absolute  five-year  survival  rate  in  our 
series  was  12.9  per  cent.  This  figure  is  within  the 
range  of  10  to  18  per  cent  for  larger  series.  The 
post-resection  five-year  survival  rate  in  this  series 
is  20  per  cent.  All  of  our  patients  who  survived 
five  years  were  free  of  nodal  metastasis  at  the 
time  of  operation.  Post-resection  survival  rates  in 
larger  series  of  cases  ranged  from  20  to  32  per 
cent. 

(10)  Hope  for  increasing  the  survival  rate  in 
cancer  of  the  stomach  depends  on  treating  pa- 
tients surgically  at  an  earlier  stage  of  the  disease. 

(11)  The  results  of  surgical  treatment  in  this 
series  compare  favorably  with  those  reported  for 
much  larger  series  of  private  cases. 
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These  S.U.I.  gynecologists  present  figures  dem- 
onstrating the  inefficacy  of  total  hysterectomy  in 
patients  with  cancer  of  the  cervix. 


Simple  Total  Hysterectomy  in 
Carcinoma  of  the  Cervix 


R.  M.  PITKIN,  M.D.,  and 
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Iowa  City 

Carcinoma  of  the  uterine  cervix  is  the  most  com- 
mon malignancy  of  the  female  genital  tract,  and 
ranks  second  only  to  carcinoma  of  the  breast  as  a 
cause  of  death  from  cancer  in  women.  The  stand- 
ard treatment  is  radiation  therapy,  although  in 
certain  selected  early  cases  some  clinics  utilize 
surgery  either  alone  or  in  combination  with  ir- 
radiation. When  surgery  is  employed,  it  must 
necessarily  be  of  a radical  type,  such  as  the  radical 
abdominal  hysterectomy  (Wertheim),  radical  vag- 
inal hysterectomy  (Schauta),  or  pelvic  exentera- 
tion. Simple  excision  is  generally  held  to  be  in- 
adequate therapy,  and  it  has  been  stated  that  cure 
by  non-radical  excision  of  the  carcinomatous  cer- 
vix constitutes  proof  that  the  lesion  was  not  actu- 
ally malignant.1 

Total  hysterectomy,  panhysterectomy,  and  com- 
plete hysterectomy  are  synonymous  terms  desig- 
nating one  of  the  most  commonly  performed  of 
major  surgical  procedures.  This  operation  is  ac- 
cepted treatment  for  a number  of  gynecologic  con- 
ditions, including  carcinoma  in  situ  of  the  cervix. 
Patients  with  invasive  carcinoma  of  the  cervix 
are  occasionally  subjected  to  simple  total  hys- 
terectomy by  accident  or  design.  This  paper  will 
report  36  years’  experience  with  the  course  and 
subsequent  management  of  such  patients. 

MATERIAL 

From  1926  through  1961,  a total  of  107  patients 
with  carcinoma  of  the  cervix  who  had  been  treated 
either  by  simple  total  hysterectomy  or  excision  of 
a residual  cervical  stump  were  seen  at  University 
Hospitals.  Only  three  of  the  patients  had  been  op- 

Dr.  Pitkin  is  a resident  in  obstetrics  and  gynecology,  and 
Dr.  Keettel  is  head  of  the  Department  of  Obstetrics  and 
Gynecology  at  the  State  University  of  Iowa. 


erated  upon  at  University  Hospitals* — two  in  1926 
and  one  in  1934.  Cervical  carcinoma  had  been 
recognized  preoperatively  in  the  first  two  cases. 
In  the  third  case,  a benign-appearing  cervical 
erosion  had  been  noted  on  preoperative  examina- 
tion but  had  not  been  biopsied;  carcinoma  was 
diagnosed  by  pathologic  study  following  hysterec- 
tomy for  uterine  fibroids.  The  remaining  operations 
had  been  performed  elsewhere,  and  the  patients 
were  subsequently  referred  to  University  Hos- 
pitals for  additional  therapy. 

The  types  of  operation  performed  were  total 
abdominal  hysterectomy  with  or  without  salpingo- 
oophorectomy  in  98  cases,  vaginal  hysterectomy  in 
four  cases,  Cesarean  hysterectomy  in  two  cases, 
and  cervicectomy  in  three  patients,  each  of  whom 
had  had  a supracervical  hysterectomy  longer  than 
two  years  previously. 

Preoperative  diagnoses  are  listed  in  Table  1.  It 
will  be  noted  that  in  65  per  cent  of  cases  cervical 
carcinoma  had  been  suspected  or  proved  prior  to 
surgery.  The  preoperative  diagnosis  was  deter- 


* These  three  cases  of  carcinoma  of  the  cervix  occurred  in 
a total  of  5,132  hysterectomies  (both  vaginal  and  abdominal 
total ) performed  at  University  Hospitals  during  the  years 
1926  through  1961. 

TABLE  I 

PREOPERATIVE  DIAGNOSIS  IN  PATIENTS  TREATED 
BY  HYSTERECTOMY  OR  CERVICECTOMY  FOR 
CARCINOMA  OF  CERVIX,  AND  SEEN 
SUBSEQUENTLY  AT  SUI  HOSPITALS 
1926-1961,  INCLUSIVE 


Carcinoma  of  cervix ...  70 

"Vaginal  bleeding"  . 16 

Fibroid  uterus  3 

Pelvic  inflammatory  disease  ......  ...  2 

Adenocarcinoma  of  endometrium  .2 

Adnexal  mass  2 

Carcinoma  in-situ  of  cervix  . 2 

Prolapse  I 

Cervical  polyp  I 

Unknown  . . 8 

107 


23 


24 


Journal  of  Iowa  Medical  Society 


January,  1963 


mined  by  examination  of  each  patient’s  medical 
record,  which  in  nearly  all  instances  included  a 
communication  from  the  surgeon  who  performed 
the  operation,  a copy  of  the  operative  record,  and 
the  pathologist’s  report.  Original  pathologic  ma- 
terial was  reviewed  in  each  case  at  the  time  of 
referral,  and  the  histologic  diagnosis  was  con- 
firmed. 

There  were  two  types  of  patients — those  seen 
during  the  immediate  postoperative  period  and 
those  seen  at  some  later  time  with  recurrent  car- 
cinoma. 

IMMEDIATE  RADIATION  THERAPY 

Twenty-two  patients  received  “prophylactic” 
radiation  therapy  at  University  Hospitals  in  the 
immediate  postoperative  period  (during  the  first 
six  weeks  after  surgery).  One  of  these  patients 
had  been  operated  upon  at  University  Hospitals, 
and  the  remainder  had  been  referred  after  sur- 
gery elsewhere. 

The  various  therapeutic  modalities  employed 
are  summarized  in  Table  2. 

TABLE  2 

TYPE  OF  RADIATION  THERAPY  GIVEN  TO  22 
PATIENTS  AT  UNIVERSITY  HOSPITALS 
IMMEDIATELY  FOLLOWING  HYSTERECTOMY 
OR  CERVICECTOMY 


External  radiation  only  II 

External  plus  radium 9 

External  plus  transvaginal I 

External  plus  parametrial  Au198  I 
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Though  the  dosage  of  external  radiation  was 
somewhat  variable,  a calculated  depth  dose  of  ap- 
proximately 4,000  roentgens  was  usually  given. 
The  radiation  employed  was  mainly  orthovoltage 
x-ray,  although  in  recent  years  Cobalt60  telether- 
apy had  been  used  increasingly.  When  radium  was 
employed,  ovoids  or  plaques  containing  30  to  50 
milligrams  were  placed  against  the  vaginal  apex 
for  72  hours. 

Two  patients  survived  longer  than  five  years 
following  immediate  irradiation.  One  is  living  and 
apparently  free  from  disease  six  years  after  ther- 
apy. The  other  died  of  an  unrelated  cause  12  years 
after  treatment  and  had  no  evidence  of  carcinoma 
at  autopsy.  The  type  of  therapy  was  external 
radiation  in  both  cases.  Based  on  a total  of  15  pa- 
tients treated  prior  to  1957,  the  five-year  survival 
rate  is  13.3  per  cent. 

Five  additional  patients  are  living  and  have 
shown  no  evidence  of  recurrence  for  shorter 
lengths  of  time — four  years  (two  patients),  three 
years  (one),  and  less  than  one  year  (two).  Three 
of  these  patients  were  treated  with  external  radia- 
tion plus  radium,  one  with  external  radiation  plus 
parametrial  radioactive  gold,  and  one  with  external 


radiation  alone.  If  all  of  these  should  reach  the 
stage  of  five-year  survival  without  evidence  of 
recurrent  malignancy  (an  eventuality  which  seems 
unlikely  on  the  basis  of  previous  experience),  the 
overall  rate  would  be  31.8  per  cent. 

Fifteen  patients  developed  recurrent  carcinoma 
following  immediate  postoperative  therapy.  Two 
of  these  are  currently  living  with  evidence  of  pro- 
gressive disease,  and  the  remainder  have  died. 

THERAPY  OF  RECURRENCE 

A total  of  85  patients  with  recurrent  or  residual 
cancer  following  total  hysterectomy  or  cervi- 
cectomy  were  referred  to  University  Hospitals. 
Four  patients  were  virtually  terminal  at  the  time 
of  referral,  and  therefore  were  not  treated  further. 
The  remaining  81  patients  were  given  radiation 
therapy  for  recurrence,  as  listed  in  Table  3.  The 
dosage  and  modality  of  the  radiation  therapy  em- 
ployed in  each  individual  case  was  determined  by 
the  nature  of  the  recurrence,  the  amount  and  type 
of  any  previous  irradiation  (40  per  cent  of  patients 
had  had  some  type  of  irradiation  elsewhere  im- 
mediately after  surgery),  and  the  general  condi- 
tion of  the  patient. 

Four  patients  remained  free  from  evidence  of 
malignancy  for  intervals  of  10  to  23  years  following 
therapy  for  proved  recurrence,  and  may  be  con- 
sidered cured.  The  treatment  employed  consisted 
of  external  plus  transvaginal  radiation  in  two 
instances,  external  radiation  alone  in  one  instance, 
and  radium  followed  by  pelvic  exenteration  for 
subsequent  recurrence  in  one  instance.  When  one 
considers  only  the  patients  seen  with  recurrence 
prior  to  1957,  the  five-year  survival  rate  is  6.25 
per  cent  for  all  cases,  and  6.6  per  cent  for  treated 
cases. 

Three  patients  are  living  and  well  at  intervals  of 
four  years,  one  year,  and  less  than  one  year  fol- 
lowing therapy  for  proved  recurrence.  All  were 
treated  with  external  radiation  plus  radium. 
Should  each  of  these  three  patients  achieve  five- 
year  survival  without  evidence  of  disease,  the  five- 
year  survival  rates  would  be  8.25  per  cent  of  all 
cases  and  8.65  per  cent  of  treated  cases. 

Recurrent  malignancy  developed  in  the  remain- 
ing 74  patients  treated.  Seventy-two  of  them  died 

TABLE  3 

TYPE  OF  RADIATION  THERAPY  GIVEN  AT 
UNIVERSITY  HOSPITALS  TO  85  PATIENTS 
WITH  RECURRENT  CARCINOMA  FOLLOWING 
HYSTERECTOMY  OR  CERVICECTOMY 


External  radiation  only  28 

External  plus  radium  39 

External  plus  transvaginal 5 

Radium  only  5 

Parametrial  Au198  4 

No  treatment  4 
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(75  per  cent  within  one  year  after  therapy),  and 
two  are  currently  alive  with  evidence  of  progres- 
sive disease.  Four  of  the  cancer  deaths  occurred  in 
patients  who  underwent  radical  surgical  proce- 
dures subsequent  to  their  irradiation. 

DISCUSSION 

Carcinoma  of  the  cervix  has  long  been  recog- 
nized as  one  of  the  most  malignant  of  the  neo- 
plasms afflicting  women,  leading  one  observer2  to 
refer  to  it,  in  1848,  as  “ipso  facto  a prognostic  of 
death.”  Simple  abdominal  hysterectomy,  first  per- 
formed by  Lagensbeck  in  1825, 3 seemed  to  offer 
hope  of  effective  treatment,  but  it  soon  became 
apparent  that  this  type  of  surgical  approach  seldom 
if  ever  resulted  in  cure.4  The  first  major  break- 
through occurred  approximately  65  years  ago  with 
the  description,  first  by  Ries  and  subsequently  by 
Wertheim,  of  the  technic  of  radical  hysterectomy. 
Radical  surgery,  however,  was  limited  by  ex- 
tremely high  morbidity  and  mortality  rates,  as  well 
as  by  the  relatively  small  proportion  of  operable 
cases.  Therefore,  when  radium  was  discovered  a 
short  time  later,  it  seemed  to  offer  the  most  useful 
means  of  therapy.  Cervical  cancer  was  the  first 
type  of  tumor  to  be  treated  successfully  with  radi- 
um.5 Subsequently,  other  types  of  irradiation  were 
added,  and  technics  were  improved.  With  each  re- 
finement in  technic,  there  has  been  a correspond- 
ing increase  in  effectiveness,  until  at  the  present 
time  the  cure  rate  approaches  50  per  cent.6 

Although  most  authorities  favor  irradiation  in 
all  or  nearly  all  cases,  the  past  20  years  have  seen 
a renaissance  in  radical  surgery  for  carcinoma  of 
the  cervix.  Meigs  has  revived  the  Wertheim  opera- 
tion, which  originally  included  removal  of  the 
uterus,  adnexa,  parametrial  tissues  and  upper 
portion  of  the  vagina,  and  has  added  to  it  a more 
complete  dissection  including  excision  of  the  pelvic 
lymph  nodes.  While  advocating  the  surgical  ap- 
proach, Meigs  has  been  careful  to  point  out  that 
its  use  is  limited  to  selected  patients  at  an  early 
stage,  and  that  it  should  be  performed  by  an  in- 
dividual with  extensive  training  and  experience 
in  radical  pelvic  surgery.3 

In  spite  of  differing  opinions  about  radical  sur- 
gery versus  irradiation  in  certain  early  cases  of 
cervical  carcinoma,  there  has  long  been  unanimous 
agreement  among  authorities  that  the  use  of  con- 
ventional hysterectomy  must  be  limited  entirely  to 
carcinoma  in  situ  (intra-epithelial  or  preinvasive 
carcinoma).  Thirty  years  ago  Lynch,7  in  reporting 
a series  of  patients  treated  with  radical  hysterec- 
tomy and  in  advocating  its  use  in  early  cases,  in- 
cluded 26  cases  of  “panhysterectomy  performed  by 
competent  surgeons.”  None  of  the  women  had  sur- 
vived for  longer  than  four  years,  in  spite  of  post- 
operative radiation  therapy.  The  author  concluded, 
“The  time  has  now  arrived  when  the  case  has  been 
proven  that  the  ordinary  panhysterectomy  has  no 
place  whatever  in  the  treatment  of  any  but  mi- 
croscopic and,  therefore,  unrecognized  cancers.” 


Subsequent  authors1,  4’  8’  9>  10  have  been  equally 
adamant  in  condemning  the  use  of  simple  hys- 
terectomy in  carcinoma  of  the  cervix. 

Objection  to  the  use  of  hysterectomy  in  cervical 
cancer  is  based  on  two  major  considerations,  one 
practical  and  the  other  theoretical:  (1)  Removal 
of  the  cervix  compromises  any  subsequent  radium 
application,  since  the  most  effective  appliances  de- 
pend on  the  anatomic  relationships  of  a relatively 
intact  cervix.  (2)  The  natural  history  of  cervical 
carcinoma  is  one  of  early  spread,  usually  lateral  in 
the  parametrial  tissues,  by  both  direct  extension 
and  lymphatic  permeation.5  This  spread  is  first 
microscopic,  so  that  even  though  the  tumor  may 
seem  to  be  confined  to  the  cervix  on  gross  exami- 
nation, the  likelihood  is  great  that  neoplasm  will 
be  present  in  the  areas  of  surgical  dissection.1, 10 
Cutting  across  these  tumor-bearing  areas  would 
be  expected  to  disseminate  the  disease  further. 

The  present  study  of  107  patients  does  not  pro- 
vide incontestable  proof  of  the  proposition  that 
simple  total  hysterectomy  is  inappropriate  therapy 
for  carcinoma  of  the  cervix,  since  it  is  theoretically 
possible  that  other  patients  may  have  been  actually 
cured  and,  therefore,  never  referred  to  University 
Hospitals.  However,  when  one  considers  only  the 
22  patients  referred  here  immediately  after  sur- 
gery and  treated  with  irradiation  “prophylacti- 
cally,”  he  finds  the  results  poorer  than  he  would  an- 
ticipate with  conventional  therapy,  particularly  in 
patients  with  a relatively  early  stage  of  disease. 
Furthermore,  the  very  low  survival  rate  of  pa- 
tients treated  for  recurrence,  even  though  the 
majority  had  not  had  previous  radiation  therapy 
and  were  treated  intensively,  offers  additional 
evidence  that  the  prognosis  is  poorer  in  patients 
who  have  had  total  hysterectomy  than  in  those 
who  have  not. 

SUMMARY  AND  CONCLUSIONS 

Data  on  107  patients  with  carcinoma  of  the  cer- 
vix subjected  to  total  hysterectomy  or  cervicec- 
tomy  indicate  that  simple  excision  appears  to  wors- 
en the  prognosis  of  the  disease,  regardless  of  a 
variety  of  therapeutic  measures  employed  post- 
operatively.  When  patients  develop  recurrent  ma- 
lignancy after  hysterectomy,  less  than  10  per  cent 
will  be  cured,  in  spite  of  intensive  therapy. 

Thus,  the  present  data  lend  support  to  the  gen- 
erally-held impression  that  simple  total  hysterec- 
tomy is  absolutely  contraindicated  in  cases  of 
grossly  invasive  carcinoma  of  the  cervix.  Thorough 
pelvic  examination  and  adequate  biopsy  of  any 
cervical  lesion  are  mandatory  prior  to  hysterec- 
tomy for  any  reason.  In  addition,  the  routine  use 
of  cervical  cytology  is  helpful  in  ruling  out  cer- 
vical malignancy. 

If  hysterectomy  is  performed  and  if  the  diag- 
nosis of  cervical  cancer  is  subsequently  made,  an 
immediate  and  intensive  course  of  postoperative 
irradiation  (both  external  radiation  and  radium) 
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is  indicated,  in  the  hope  of  eradicating  residual 
disease. 

ACKNOWLEDGEMENT 

We  should  like  to  thank  Dr.  H.  B.  Latourette  for 
his  helpful  suggestions  and  his  review  of  the  radio- 
logic  data. 

REFERENCES 

1.  Crossen,  H.  S.:  Surgeon's  duty  in  cancer  of  cervix  uteri. 
Illinois  M.  J.,  64:123-130,  (Aug.)  1933. 

2.  Meigs,  C.  D.:  Females  and  Their  Diseases.  Philadelphia, 
Lea  and  Blanchard,  1848. 

3.  Meigs,  Joe  V.,  ed.:  Surgical  Treatment  of  Cancer  of  the 
Cervix.  New  York,  Grune  & Stratton,  1954. 

4.  Crossen,  H.  S.:  Cancer  of  cervix  uteri;  some  pertinent 


facts  concerning  treatment.  J.A.M.A.  99:2149-2152,  (Dec.  24) 
1932. 

5.  Cantril,  S.  T.:  Radiation  Therapy  in  the  Management  of 
Cancer  of  the  Cervix  (American  Lecture  Series  No.  55). 
Springfield,  Illinois,  Charles  C Thomas,  1950. 

6.  Kottmeier,  H.  L.,  ed.:  Annual  Report  on  the  Result  of 
Treatment  in  Carcinoma  of  the  Uterus,  Vol.  12.  Stockholm, 
1961. 

7.  Lynch,  F.  W.:  Five  to  fifteen  year  follow-up  study  of 
one  hundred  ninety-two  cervical  cancers.  Am.  J.  Obst.  & 
Gynec.,  22:550-559,  (Oct.)  1931. 

8.  Daniel,  W.  W.,  and  Brunschwig,  A.:  Management  of 
recurrent  carcinoma  of  cervix  following  simple  total  hys- 
terectomy. Cancer,  14:582-586,  (May-June)  1961. 

9.  Davis,  C.  H.,  and  Carter,  B.:  Gynecoloey  and  Obstetrics. 
Hagerstown,  Maryland,  W.  F.  Prior,  Inc.,  1958. 

10.  Meigs,  J.  V.:  Carcinoma  of  cervix  (Editorial).  Surg., 
Gynec.,  & Obst.,  108:616-617,  (May)  1959. 


State  University  of  Iowa 
College  of  Medicine 

Clinical  Pathologic  Conference 


SUMMARY  OF  CLINICAL  FINDINGS 

A 53-year-old  woman  was  admitted  to  the  Univer- 
sity Hospitals  for  the  first  time  because  of  dyspnea 
and  edema.  She  had  been  in  good  health  until  12 
years  prior  to  her  admission,  when  she  was  hos- 
pitalized elsewhere  for  excessive  menstrual  bleed- 
ing. At  that  time,  her  electrocardiogram  was  said 
to  be  abnormal,  but  she  had  no  cardiovascular 
symptoms  except  for  occasional  palpitations.  Four 
years  before  her  entrance  here,  she  was  referred 
to  the  National  Jewish  Hospital,  in  Denver,  be- 
cause of  dyspnea  and  ankle  edema.  The  diagnoses 
made  at  that  institution  were  non-specific  myo- 
carditis, left  ventricular  enlargement,  congestive 
heart  failure  and  myocardial  irritability.  During 
her  hospitalization,  she  had  thrombophlebitis  of 
both  legs,  and  later  a brief  episode  of  severe 
dyspnea,  cough  and  pleuritic  pain.  She  was  dis- 
charged 10  weeks  after  admission  with  the  follow- 
ing drugs:  gitalin,  acetazolamide,  procainamide 

and  warfarin  sodium. 

At  home,  she  improved  and  was  able  to  do  light 
housework.  Climbing  stairs  or  lying  flat  precipi- 
tated dyspnea,  however,  and  she  continued  to  re- 
quire digitalis  and  an  oral  diuretic.  She  stopped 
taking  the  anticoagulant  and  the  procainamide. 

In  the  three  months  preceding  her  admission  to 
this  hospital,  progressive  dyspnea  and  edema  re- 
turned. Two  months  before  her  entrance,  she  com- 
plained of  episodic  left  lateral  chest  pain,  which 
radiated  to  the  sternum  and  the  left  shoulder.  The 
pain  was  not  related  to  exertion.  In  the  same 
month,  she  had  a single  episode  of  gross  hemopty- 
sis. One  month  before  her  entrance,  she  was  hos- 


pitalized in  her  home  town  because  of  dyspnea, 
cough,  generalized  weakness  and  diarrhea.  The 
sputum  was  frothy  and  occasionally  blood-tinged. 
She  denied  fever,  but  complained  of  night  sweats. 
Intermittent  chest  pain  continued.  She  was  re- 
ferred to  this  hospital  because  of  her  failure  to  im- 
prove with  penicillin  therapy.  Additional  symp- 
toms elicited  in  the  systems  review  included  grad- 
ual loss  of  hearing  and  constant  tinnitus  in  the 
right  ear,  failing  appetite  and  ready  satiety.  She 
denied  earlier  symptoms  of  rheumatic  fever,  but 
her  family  physician  had  made  the  diagnosis  of 
mitral  stenosis  during  her  initial  illness  four  years 
previously. 

The  patient’s  mother  and  two  sisters  were  said 
to  have  had  tuberculosis. 

The  physical  examination  showed  a well  nour- 
ished white  woman,  dyspneic  at  rest,  but  in  no 
acute  distress.  The  temperature  was  99.8°F.,  and 
the  pulse  was  100/min.  The  blood  pressure  was 
100/80  mm.  Hg.  One  observer  thought  there  was 
a malar  flush.  The  head,  including  the  optic  fundi, 
was  normal.  The  jugular  veins  were  distended 
and  pulsating.  A few  moist  rales  were  heard  at 
the  right  lung  base.  The  findings  in  the  left  lung 
indicated  a pleural  effusion.  The  heart  was  en- 
larged to  the  anterior  axillary  line,  and  the  right 
ventricle  was  palpably  overactive  (4+).  The  pul- 
monary closure  sound  was  accentuated  and  split. 
The  mitral  first  sound  was  distinct  but  not  loud. 
A grade  II  systolic  murmur  was  present  over  the 
lower  sternum  and  low  along  the  left  sternal  bor- 
der. The  rhythm  was  regular,  with  frequent  pre- 
mature beats.  The  medical  student  assigned  to 
the  case  recorded  hearing  an  opening  snap  and 
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a sharply  localized  grade  I apical  diastolic  murmur, 
but  these  were  not  heard  by  other  listeners.  The 
liver  was  enlarged,  firm,  tender  and  faintly  pulsa- 
tile. No  sign  of  ascites  was  elicited,  but  there  was 
pitting  edema  of  the  legs  and  sacral  area.  The 
peripheral  vessels  and  the  neurologic  examination 
were  normal. 

The  hemoglobin  level  was  14.4  Gm./lOO  ml.  The 
hematocrit  was  49  per  cent.  The  leukocyte  count 
was  7,500/cu.  mm.,  and  the  differential  count  was 
normal.  The  sedimentation  rate  was  3 mm./hr. 
by  the  Westergren  method.  The  blood  urea  nitro- 
gen was  25  mg./lOO  ml.,  and  the  creatinine  was 
1.2  mg.  per  cent.  The  carbon  dioxide  was  26.4,  the 
sodium  146,  the  potassium  4.5,  and  the  chloride 
96  mEq./L.  The  antistreptolysin  titer  was  166 
units.  The  test  for  C-reactive  protein  was  slightly 
positive  (1+). 

Two  of  three  blood  cultures  grew  out  Staphylo- 
coccus epidermidis  and  an  aerobic  spore-former, 
respectively.  The  electrocardiogram  showed  first 
degree  A-V  block,  left  ventricular  hypertrophy 
and  digitalis  effect.  A chest  roentgenogram  was 
interpreted  as  showing  left  pleural  effusion,  nor- 
mal pulmonary  vasculature  and  cardiomegaly, 
with  questionable  right  ventricular  and  right  atrial 
enlargement.  Thoracentesis  on  the  second  hospital 
day  yielded  1 150  cc.  of  a clear  amber  fluid  which 
was  sterile  and  revealed  no  acid-fast  bacilli  on 
smear. 

The  patient  was  treated  with  digitoxin  and  chlor- 
othiazide, and  was  restricted  to  a low-salt  diet, 
and  to  bed  and  chair.  Early  on  the  fourth  hospital 
day,  the  nurses  reported  that  her  pulse  was 
76/min.  and  regular,  and  that  she  said  she  felt 
comfortable.  One  hour  later,  she  was  found  dead 
in  the  bathroom,  still  seated  on  the  toilet. 

SUMMARY  OF  CLINICAL  DISCUSSION 

Dr.  Raymond  Sheets,  Internal  Medicine:  Mr. 
Bastron  will  present  the  students’  opinion. 

Mr.  R.  D.  Bastron,  junior  ward  clerk:  We  think 
this  lady  had  had  an  unrecognized  attack  of  rheu- 
matic endocarditis  or  myocarditis  in  her  child- 
hood, and  subsequently  developed  mitral  stenosis, 
with  scarring  and  thickening  of  the  cusps  and  pos- 
sibly a calcification  resulting  in  some  insufficiency. 
This  resulted  in  left  ventricular  hypertrophy,  right 
and  left  atrial  and  right  ventricular  hypertrophy, 
and  pulmonary  hypertension.  The  abnormal  elec- 
trocardiogram 12  years  before  her  admission  here 
could  be  explained  on  those  grounds.  Four  years 
before  she  came  here,  she  had  an  episode  of  con- 
gestive heart  failure,  and  her  family  physician 
made  a diagnosis  of  mitral  stenosis.  Myocarditis 
could  have  precipitated  left  ventricular  enlarge- 
ment and  congestive  heart  failure.  The  progressive 
dyspnea,  edema  and  chest  pain,  and  the  episode 
of  gross  hemoptysis  could  have  been  the  result 
of  mitral  stenosis  or  pulmonary  hypertension,  but 
we  feel  that  her  sudden  death  was  probably  a 
consequence  of  a massive  pulmonary  infarct,  since 


pulmonary  emboli  are  known  to  be  fairly  common 
in  mitral  stenosis. 

Dr.  Sheets:  Are  there  any  questions  for  Mr. 
Bastron? 

Dr.  William  Wilson,  Internal  Medicine:  I should 
like  to  know  what  evidence  of  left  atrial  enlarge- 
ment is  to  be  found  in  the  protocol. 

Mr.  Bastron:  There  isn’t  any,  but  the  other  three 
chambers  were  enlarged. 

Dr.  Sheets:  As  you  know,  not  every  CPC  case 
is  presented  as  an  unknown.  The  one  today  is  not. 
Dr.  Theilen  will  make  the  presentation  for  the 
staff. 

Dr.  E.  O.  Theilen,  Internal  Medicine:  It  very 
quickly  becomes  obvious  in  reading  over  this  pro- 
tocol that  this  woman  had  very  serious  heart  dis- 
ease, and  that  it  had  been  of  long  duration.  The 
protocol  mentions  that  physicians  who  cared  for 
her  four  years  previously  had  entertained  a diag- 
nosis of  myocarditis  and  felt  that  it  was  the  cause 
of  her  congestive  failure.  I am  always  somewhat 
reluctant  to  make  a diagnosis  of  myocarditis  except 
in  an  acute  situation,  and  I usually  make  it  with 
some  reservations,  for  often  it  is  a diagnosis  made 
by  exclusion.  As  you  probably  know,  this  was 
once  a very  common  diagnosis,  and  even  the  fi- 
brosis associated  with  coronary  artery  disease  was 
sometimes  blamed  on  inflammatory  processes.  It 
wasn’t  long  before  the  diagnosis  of  myocarditis 
fell  into  disrepute,  however,  and  there  even  were 
some  physicians  who  felt  it  probably  was  not  an 
entity.  That  was  another  example  of  the  pendu- 
lum’s swinging  back  too  far.  Certainly  myocarditis 
does  occur,  but  perhaps  it  should  not  be  called  an 
entity  because  I am  sure  it  encompasses  a num- 
ber of  diverse  disease  processes,  many  of  which 
are  rather  poorly  understood. 

One  should  not  be  content  to  make  a diagnosis 
of  myocarditis  without  attempting  also  to  establish 
its  etiology.  What  evidence  or  what  clues  can  we 
obtain  from  the  protocol  concerning  this  woman’s 
underlying  disease  process?  You  will  note  that  she 
became  ill  at  about  the  age  of  41  years,  or  rather 
I should  say  that  electrocardiographic  abnormali- 
ties were  first  noted  after  she  had  reached  the  age 
of  41.  We  don’t  know  what  sort  of  changes  those 
were,  but  they  must  have  been  fairly  significant, 
since  some  comment  was  made  about  them.  The 
protocol  does  not  mention  hypertension  or  valvular 
disease  when  she  was  41,  and  such  abnormalities 
would  have  been  relatively  easy  to  detect.  Coro- 
nary artery  disease  at  41  years  of  age  seems  un- 
likely. First  of  all,  this  was  before  the  menopause. 
The  patient  was  not  known  to  be  diabetic,  or  at 
least  no  comment  was  made  about  her  being  so. 
She  did  not  have  thyroid  disease.  If  these  rather 
common  causes  of  heart  disease  are  excluded,  what 
is  left?  How  else  can  we  explain  the  abnormal 
electrocardiogram  ? 

We  have  to  consider  the  various  myocardi- 
opathies,  and  we  might  quickly  eliminate  one  of 
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the  rare  forms,  idiopathic  myocardial  hypertrophy. 
I hesitate  to  use  the  term  idiopathic  myocardial 
hypertrophy  because  it  gives  a cloak  of  respecta- 
bility to  ignorance.  There  is  such  an  entity,  but 
we  do  not  know  its  cause.  It  is  impossible  to  ex- 
clude a diagnosis  of  familial  myocardial  hyper- 
trophy or  idiopathic  myocardial  hypertrophy  from 
the  information  given,  but  it  would  be  unlikely 
because  of  its  rarity. 

Next,  let  us  consider  another  uncommon  entity, 
endocardial  fibroelastosis.  This  is  more  common  in 
children  than  in  adults,  but  an  adult  form  of  the 
disease  is  recognized.  In  fact,  there  are  several 
forms.  The  type  which  occurs  in  this  country  is 
most  often  associated  with  proliferation  of  elastic 
tissue  in  the  subendocardial  layers,  whereas  the 
form  which  has  been  seen  in  Africa  is  most  com- 
monly associated  with  a patchy  breakdown  of 
elastic  tissue  in  the  subendocardial  layers.  I’d  ex- 
clude a diagnosis  of  endocardial  fibroelastosis  in 
this  patient  because  of  a lack  of  diagnostic  clues 
and  because  of  its  rarity. 

The  most  common  cause  of  a myocardiopathy  in 
a woman  of  this  patient’s  age  would  be  an  inflam- 
matory process  of  one  sort  or  another,  not  neces- 
sarily rheumatic.  I believe  that  most  of  the  pa- 
tients who  survive  an  attack  of  acute  rheumatic 
myocarditis  are  not  too  likely  to  get  into  trouble 
in  later  years  as  a consequence  of  degenerative 
changes  in  the  muscle  from  the  inflammation.  Let’s 
consider  nonrheumatic  myocarditis.  Acute  myo- 
carditis can  follow  bacterial  infections.  It  has  been 
reported  many  times  after  pharyngitis,  or  follow- 
ing episodes  of  acute  sinusitis.  Myocarditis  sec- 
ondary to  diphtheria  is  a classic  example.  It  has 
also  been  reported  after  numerous  viral  infections. 
The  epidemic  of  Asian  influenza  some  years  ago 
was  associated  with  a definite  increase  in  the  num- 
ber of  patients  admitted  to  this  hospital  with  myo- 
carditis. Vasculitis  associated  with  several  of  the 
collagen  diseases  may  affect  the  heart  muscle. 
Finally,  acute  changes  may  be  precipitated  by 
drug  sensitivity,  and  one  of  the  better  known  ex- 
amples is  the  reaction  sometimes  observed  fol- 
lowing the  treatment  of  amebiasis  with  emetine. 

Returning  once  again  to  the  patient’s  problems, 
I notice  that  she  had  a thrombophlebitis,  and  ap- 
parently had  a pulmonary  embolus.  You  might 
ask  whether  she  possibly  had  repeated  pulmonary 
emboli  and  may  have  developed  pulmonary  hy- 
pertension and  right  heart  failure  secondary  to 
such  embolism.  This  seems  unlikely  if  we  assume 
that  her  physicians  were  correct  in  their  interpre- 
tation of  left  ventricular  enlargement.  I should  not 
expect  to  see  this.  Furthermore,  pulmonary  em- 
bolism and  pulmonary  hypertension  probably 
would  not  have  explained  the  abnormal  electro- 
cardiogram many  years  before.  The  thrombo- 
phlebitis might  well  have  been  a coincidence  in 
this  patient,  or  perhaps  it  was  secondary  to  chronic 
passive  congestion. 


The  comment  on  myocardial  irritability  is  not 
particularly  helpful.  It  is  perfectly  true  that  a 
patient  who  has  had  non-rheumatic  myocarditis 
may  have  an  irritable  myocardium,  and  it  isn’t 
very  uncommon  for  him  to  have  numerous  pre- 
mature beats  and  various  ventricular  arrhythmias 
in  later  years,  when  all  evidence  of  activity  of 
myocarditis  has  disappeared.  In  fact,  ventricular 
arrhythmias  seem  to  be  a rather  common  cause 
of  death  in  these  patients.  But  again,  this  is  not 
specific  by  any  means,  and  any  patient  who  is  in 
congestive  failure  is  likely  to  develop  arrhythmias 
of  one  sort  or  another. 

Three  months  before  she  was  admitted  to  this 
hospital,  this  patient’s  signs  of  failure  returned. 
She  began  having  chest  pain.  She  had  hemoptysis. 
Both  of  these  conditions  would  have  been  com- 
patible with  repeated  pulmonary  embolism  and 
with  pulmonary  infarction.  A large  percentage  of 
patients  who  have  congestive  heart  failure,  per- 
haps as  many  as  25  per  cent,  may  have  thrombo- 
embolic phenomena.  Sometimes  they  are  the  re- 
sult of  thrombus  formation  in  the  right  atrium, 
and  sometimes  they  follow  peripheral  venous 
thrombosis.  Mural  thrombi  are  not  at  all  uncom- 
mon in  patients  with  myocarditis,  with  idiopathic 
myocardial  hypertrophy  or  with  subendocardial 
fibroelastosis.  I think  that  mural  thrombi  are  more 
common  in  the  left  than  in  the  right  ventricle, 
however.  Therefore,  I should  expect  systemic  em- 
bolism rather  than  pulmonary  embolism  from 
these  entities  alone.  The  student  was  perfectly 
correct  in  saying  that  the  hemoptysis  could  have 
been  explained  by  mitral  stenosis.  That  is  well 
recognized. 

A bit  later  on,  this  woman  got  into  further  dif- 
ficulties, with  increasing  weakness,  diarrhea,  loss 
of  appetite  and  tinnitus.  These  are  a bit  difficult 
to  explain,  although  here  again  I should  at  least 
consider  the  possibility  of  excessive  digitalis  ef- 
fect or  digitalis  intoxication.  A patient  who  has 
had  myocarditis  and  who  has  poor  myocardial 
function  is  much  more  likely  to  develop  signs  of 
digitalis  intoxication  on  a reasonable  dose  than  is 
the  patient  with  a healthy  myocardium.  As  a rule, 
a young  person  in  congestive  heart  failure  from 
valvular  disease  will  tolerate  digitalis  much  better 
than  will  an  old  person  with  presbycardia  or 
changes  in  the  muscle  itself.  It  is  entirely  possible 
that  digitalis  may  have  precipitated  some  of  this 
patient’s  symptoms  such  as  diarrhea  and  tinnitus, 
although  I think  later  on  we’ll  find  out  that  this 
wasn’t  true. 

The  report  on  her  physical  examination  states 
that  her  blood  pressure  was  100/80  mm.  Hg.  How 
can  I explain  this  finding?  It  suggests  to  me  that 
this  woman  had  impaired  myocardial  contractility 
and  a low  cardiac  output.  Her  increased  heart  rate 
was  probably  compensatory,  in  an  attempt  to 
maintain  an  effective  output.  There  is  one  point 
which  we  might  make  about  impaired  contractility 
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of  the  heart  in  this  case.  In  all  probability  the  pa- 
tient was  unable  to  maintain  an  effective  cardiac 
output,  and  was  hypotensive  despite  the  fact  that 
she  had  a high  filling  pressure.  Her  venous  pres- 
sure was  elevated.  This  suggests  that  her  heart 
muscle  could  not  respond  normally  to  increments 
in  filling  pressure,  and  that  it  was  operating  on 
an  abnormal  ventricular  function  curve.  I hope 
that  Dr.  Eckstein  will  comment  on  ventricular 
function  curves. 

She  developed  signs  of  tricuspid  insufficiency 
in  the  course  of  her  illness.  She  had  a systolic 
murmur  in  the  proper  location,  a pulsatile  liver 
and  pulsating  jugular  veins.  But  does  this  neces- 
sarily mean  that  she  had  a tricuspid  lesion?  It 
has  been  suggested  that  she  had  mitral  stenosis. 
Might  she  not  also  have  had  tricuspid  disease  and 
tricuspid  insufficiency?  I suppose  that  the  majority 
of  patients  in  congestive  failure  who  have  signs  of 
tricuspid  insufficiency  do  not  have  actual  disease 
of  the  valve.  The  insufficiency  is  usually  the  result 
of  right  ventricular  dilatation,  and  very  often  if 
the  congestive  heart  failure  improves,  the  signs  of 
tricuspid  insufficiency  disappear  entirely.  It  is 
said  that  a student  who  examined  this  lady  heard 
an  opening  snap  of  the  mitral  valve.  I’d  suggest 
that  the  student  may  well  have  heard  a third  heart 
sound,  and  this  might  have  been  an  exaggerated 
third  heart  sound.  Her  heart  was  dilated,  and  no 
doubt  had  limited  ventricular  distensibility.  Pa- 
tients with  limited  ventricular  distensibilty  will 
have  accentuated  or  loud  third  heart  sounds.  The 
student  said  that  he  heard  a grade  I apical  diastolic 
murmur.  Here  again,  we  cannot  reconcile  his  re- 
port with  all  of  the  other  findings.  You  will  note, 
for  example,  that  she  had  left  ventricular  hyper- 
trophy on  the  electrocardiogram.  This  wouldn’t  be 
compatible  with  a diagnosis  of  pure  mitral  steno- 
sis. Even  though  it  is  entirely  possible  for  an  oc- 
casional patient  to  have  severe  mitral  stenosis  and 
an  almost  inaudible  murmur,  I should  think  that 
if  this  woman  had  mitral  stenosis,  there  would 
have  been  more  evidence  for  it,  and  someone  else 
would  have  heard  the  murmur. 

The  protocol  states  that  two  blood  cultures  were 
positive,  and  that  one  of  the  organisms  was  Staphy- 
lococcus epidermidis.  This  bacterium  seldom 
causes  subacute  bacterial  endocarditis,  except  in 
cardiac  surgical  patients,  when  it  probably  has 
been  introduced  at  the  time  of  the  operation.  I 
suspect  that  both  of  the  positive  cultures  in  this 
patient  were  due  to  contaminants. 

Finally,  as  far  as  the  terminal  event  is  con- 
cerned, this  woman  died  suddenly  while  she  was 
seated  on  the  toilet.  This  is  not  an  uncommon  form 
of  death.  It  could  have  been  due  to  pulmonary 
embolism  or  embolism  to  the  brain  from  a mural 
thrombus  in  the  left  ventricle,  but  the  most  likely 
explanation  is  that  a rhythm  disturbance  and  ven- 
tricular fibrillation  were  precipitated  by  vagal 
stimulation  from  a Valsalva  maneuver. 


In  summary,  I should  say  that  there  isn’t  any- 
thing in  this  protocol  that  is  strongly  suggestive 
of  myocarditis,  although  it  would  be  a reasonable 
conclusion  based  on  some  of  the  pros  and  cons 
mentioned  earlier. 

Questioner:  How  is  the  left  pleural  effusion  to 
be  explained? 

Dr.  Theilen:  Most  patients  who  have  unilateral 
pleural  effusion  as  a result  of  congestive  heart 
failure  will  have  a right-sided  effusion.  In  this 
particular  case,  however,  I think  the  effusion  may 
have  been  secondary  to  pulmonary  infarction  in 
the  left  lung. 

Dr.  Sheets:  Would  you  like  to  show  the  films, 
Dr.  VanEpps? 

Dr.  Eugene  F.  VanEpps,  Radiology : The  postero- 
anterior  chest  roentgenogram  demonstrated  a left 
pleural  effusion  and  generalized  cardiac  enlarge- 
ment. Prominence  of  the  right  atrium  suggested 
that  it  was  either  enlarged  or  displaced  by  right 
ventricular  hypertrophy.  In  addition,  the  left  bor- 
der of  the  heart  was  straightened.  Did  that  have 
any  significance?  Straightening  of  the  left  heart 
border  is  most  often  seen  in  acquired  heart  dis- 
ease such  as  mitral  stenosis,  but  it  is  also  seen  in 
pericardial  effusion.  Thus,  it  wasn’t  a specific  find- 
ing. The  pulmonary  vasculature  was  prominent  in 
the  hila,  but  was  diminished  peripherally.  This  is 
seen  in  pulmonary  hypertension  from  any  cause. 
An  infarct  in  the  left  base  could  have  been  pres- 
ent, but  not  seen  because  of  the  effusion. 

A roentgenogram  two  days  later  demonstrated  a 
smaller  left  pleural  effusion  and  an  effusion  on  the 
right.  Otherwise,  there  was  no  change. 

The  question  facing  us  was,  “Is  this  a myocar- 
ditis or  a pericardial  effusion?”  We  aren’t  always 
able  to  differentiate  the  two  conditions,  even  by 
means  of  fluoroscopy,  but  fluoroscopy  is  helpful 
at  times. 

Our  impression,  then,  was  generalized  cardiac 
enlargement  with  bilateral  pleural  effusions  from 
an  unknown  cause. 

I should  like  to  add  that  we  can  indicate  the 
presence  of  pericardial  fluid  strongly  enough  to 
encourage  the  internist  to  needle  the  pericardium. 
This  is  the  best  method  of  making  the  diagnosis, 
unless  one  wants  to  use  angiocardiography. 

Dr.  Carleton  D.  Nordschow,  Pathology : At  ne- 
cropsy, this  patient  did  have  a very  large  heart. 
It  weighed  600  Gm.,  which  is  approximately  twice 
the  normal  weight.  Most  of  the  enlargement  was 
in  the  left  ventricle,  but  there  was  a lesser  degree 
of  it  in  the  right  ventricle,  and  a lesser  degree  in 
the  atrium.  Ventricular  dilatation  was  prominent, 
and  therefore  this  patient’s  heart  was  large  in  ad- 
dition to  being  thick-walled.  There  were  bilateral 
pulmonary  infarcts  of  perhaps  two  to  several 
weeks’  duration.  There  were  two  of  them,  ap- 
proximately two  inches  in  diameter,  on  the  right 
side,  and  ones  of  similar  size  on  the  left  side.  There 
was  bilateral  pleural  effusion  of  approximately 
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700  cc.,  and  ascites  of  approximately  the  same 
amount.  The  viscera  were  intensely  congested. 
There  was  a small  acoustic  neuroma,  1.5  cm.  in 
diameter,  at  the  right  eighth  nerve. 

It  is  quite  difficult  to  classify  cases  of  chronic 
myocarditis  into  discrete  categories.  There  are, 
perhaps,  three  reasons  for  this  difficulty.  Like 
many  other  tissues,  the  heart  has  a limited  num- 
ber of  ways  of  reacting  to  a particular  injurious 
agent.  When  one  has  an  opportunity  to  obtain 
tissue  for  evaluation,  the  original  etiologic  agent 
is  often  absent.  From  one  case  to  another,  the 
heart  behaves  variously  in  response  to  well  known 
agents.  Trichina,  for  example,  do  not  encyst  in 
the  heart,  and  for  this  reason  scarring  with  or 
without  a granulomatous  or  other  reaction  can 
be  found  when  there  are  no  encysted  trichina  ac- 
tually demonstrable.  The  diagnosis  becomes  diffi- 
cult in  this  instance  unless  trichina  are  found 
elsewhere,  and  then  they  are  implicated  only  by 
association.  Another  situation  presents  itself  when 
there  are  giant  cells  in  reactive  areas  in  the  heart. 
Many,  today,  feel  that  this  is  a manifestation  of 
regenerating  muscle  within  the  myocardium,  and 
not,  in  fact,  a true  granulomatous  reaction. 

For  practical  purposes,  there  are  four  general 
categories  of  myocarditis.  One,  known  as  the  fetal 
form,  occurs  in  newborn  children.  It  is  very  rare. 
The  second  category  is  myocarditis  associated  with 
any  of  the  known  infectious  agents,  whether  bac- 
terial, viral  or  what  not.  The  third  type  is  called 
isolated  or  Fiedler’s  myocarditis.  It  may  be  called 
idiopathic,  since  it  has  been  thought  due  to  any 
of  a number  of  organisms — parasitic,  bacterial  or 
viral — or  to  any  of  a number  of  agents  to  which 
the  patient  may  be  hypersensitive,  one  of  the  most 
popular  being  sulfadiazine.  The  last  type  includes 
the  cases  with  very  specific  causes  such  as  rheu- 
matic disease,  syphilitic  gummata  or  tuberculosis, 
which  are  recognizable  morphologically. 

It  is  hard  to  state  the  true  incidence  of  myo- 
carditis. One  method  used  in  determining  it  is  to 
tabulate  the  number  of  myocarditis  cases  that  are 
found  in  a large  number  of  autopsies.  This  task 
has  been  undertaken  at  a few  large  institutions. 
The  largest  series  that  I have  found  was  one  in 
which  90  bona  fide  cases  of  myocarditis  had  been 
discovered  in  1,000  autopsies.  The  peak  incidence 
had  occurred  in  patients  of  the  30-70  yr.  age  group, 
and  the  peak  was  between  60  and  70  years.  Since 
that  is  the  very  age  group  in  which  arteriosclerosis 
is  prominent,  one  is  faced  with  difficulty  in  inter- 
preting old  scars  with  or  without  an  inflammatory 
reaction,  and  in  deciding  which  was  more  impor- 
tant or  which  contributed  more,  arteriosclerosis 
or  the  previous  inflammatory  damage.  The  prob- 
lem of  morphologic  diagnosis,  from  the  gross 
standpoint,  is  just  as  difficult  at  the  autopsy  table 
as  it  was  clinically.  Often,  one  is  presented  with 
simply  a hypertrophied  and  irregularly  scarred 
heart.  The  findings  could  just  as  well  be  those  of 
atherosclerosis.  The  diagnosis,  from  a morphologic 


standpoint,  rests  upon  the  microscopic  demonstra- 
tion of  an  inflammatory  reaction,  and  a large  num- 
ber of  microscopic  sections  are  often  required. 

The  microscopic  examination  revealed  extensive 
myocardial  and  endocardial  fibrosis  in  the  patient 
under  discussion  today,  with  a partially  organized 
mural  thrombus  in  the  left  ventricle.  Coronary 
atherosclerosis  was  present,  but  minor  in  degree. 
Through  the  use  of  many  microscopic  sections,  it 
was  decided  that  small  foci  of  chronic,  non-case- 
ative,  granulomatous  inflammation  were  causative. 
A stainable  etiologic  agent  was  not  demonstrable. 
The  cardiac  valves  were  quite  uninvolved,  though 
the  process  was  extensive,  being  present  in  both 
ventricles. 

Death  was  thought  to  have  been  due  to  cardiac 
malfunction.  Additional  associated  and  incidental 
findings  are  tabulated  in  the  diagnostic  summary: 
myocarditis,  non-specific,  granulomatous;  infarcts 
of  lungs,  recent;  infarct  of  spleen,  small,  old; 
pleural  effusion,  bilateral;  ascites;  congestion  of 
viscera;  neurilemmoma,  eighth  nerve,  right;  chole- 
cystitis, chronic,  with  cholecystolithiasis. 

Dr.  Lee  Forker,  Internal  Medicine:  Was  there 
any  evidence,  at  autopsy,  of  tricuspid  insufficiency? 
Was  the  valve  ring  enlarged? 

Dr.  Nordschow:  No. 

Dr.  Henry  E.  Hamilton,  Internal  Medicine:  Had 
the  patient  a myocarditis  that  had  smoldered  for 
12  years? 

Dr.  N ordschow : I don’t  know.  From  her  clinical 
history,  I think  one  can  be  relatively  certain  that 
she  had  had  it  for  at  least  four  years.  She  certainly 
had  a tremendous  amount  of  scar  tissue,  but  I can 
no  more  than  guess  at  how  long  her  myocarditis 
had  been  present. 

Dr.  Hamilton:  You  mentioned  that  in  a large 
series  the  incidence  at  autopsy  was  about  9 per 
cent.  Were  those  records  from  a general  hospital 
or  from  a heart  hospital? 

Dr.  Nordschow:  They  were  from  a general  hos- 
pital. In  a hospital  the  size  of  ours,  I imagine  they 
would  represent  approximately  21/->  years’  experi- 
ence. 

Dr.  George  R.  Zimmerman,  Pathology:  Did  that 
9 per  cent  include  rheumatic  myocarditis? 

Dr.  N ordschow : All  of  the  specific  forms  of  myo- 
carditis had  been  separated  out  previously.  The 
figure  cited  included  none  of  the  rheumatic,  syph- 
ilitic and  tuberculous  forms  of  myocarditis. 

Dr.  Hamilton:  Is  our  incidence  that  high,  or  are 
we  just  missing  the  diagnosis?  What  is  the  score? 

Dr.  Nordschow:  Ours  is  not  that  high,  and  per- 
haps we  are  missing  it.  In  this  particular  report, 
the  authors  emphasize  that  when  but  a few  sec- 
tions of  the  patient’s  myocardium  are  examined, 
myocarditis  is  often  missed.  Fifteen  to  25  sections 
are  deemed  necessary  to  show  myocarditis  con- 
clusively. 

Dr.  Sheets:  Dr.  Eckstein,  Dr.  Theilen  asked  you 
to  try  to  apply  Sarnoff’s  curves  to  this  woman’s 
situation. 
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Dr.  John  W.  Eckstein , Internal  Medicine:  At  a 
constant  heart  rate,  there  is  a relationship  between 
the  pressure  filling  the  heart  and  the  amount  of 
work  which  the  heart  does.  In  its  simplest  form, 
the  relationship  is  expressed  as  a single  curve, 
sometimes  called  a Starling  curve,  with  mean 
atrial  pressure  on  the  abscissa  and  stroke  work 
on  the  ordinate.  (Stroke  work  = stroke  volume  x 
mean  blood  pressure.)  The  original  type  of  heart- 
lung  preparations  from  which  this  Starling  curve 
was  obtained  had  descending  limbs.  The  heart  was 
said  to  be  in  failure  when  stroke  work  fell  while 
filling  pressure  increased. 

From  experiments  in  intact  animals,1  and  par- 
ticularly from  the  experiments  of  Sarnoff,2  we 
know  that  the  heart  can  increase  or  decrease  its 
work  output  in  two  ways.  It  can  increase  output 
by  increasing  the  filling  pressure  according  to  the 
classic  “Starling”  relationship.  It  can  also  increase 
output  by  contracting  more  completely,  or  pos- 
sibly by  filling  to  a greater  extent  at  a constant 
filling  pressure — i.e.,  by  increasing  its  contractility 
or  its  diastolic  distensibility.  In  this  way,  one  might 
say  that  the  heart  “shifts  its  gears”  to  a new  level 
of  function.  Thus,  there  may  be  a Starling  curve 
for  any  situation.  This  concept  of  a “family”  of 
Starling  curves  was  introduced  by  Sarnoff,2  and 
it  has  done  much  to  clarify  thinking  on  the  mat- 
ter of  cardiac  failure.  Normally,  the  level  of  car- 
diac function — the  curve  on  which  the  heart  oper- 
ates— is  determined  by  autonomic  nervous  system 
activity.3  The  sympathetic  increases  function,  and 
the  parasympathetic  decreases  it. 

I like  to  view  the  patient  in  cardiac  failure  as 
one  who  has  lost  his  ability  to  function  at  any  of 
the  higher  levels.  He  isn’t  capable  of  “shifting 
gears”  when  the  demand  for  blood  increases.  His 
heart  operates  on  a low  function  curve.  The  only 
way  in  which  output  can  increase,  so  as  to  main- 
tain an  adequate  flow  of  blood  to  the  body,  is  for 
venous  filling  pressure  to  increase.  This  stretches 
the  heart  more  during  diastole,  and  it  then  pumps 
out  a normal  volume  because  of  increased  filling. 

Such  a heart  operates  farther  out  on  a lower 
curve.  The  mechanisms  which  increase  filling  pres- 
sure result  in  venous  congestion,  which  in  turn 
gives  rise  to  many  of  the  symptoms  of  cardiac 
failure.  I like  to  consider  the  excess  aldosterone 
production,  renal  retention  of  sodium,  peripheral 
venous  constriction  and  increased  blood  volume 
as  compensatory  mechanisms  which  the  body 
brings  into  play  to  increase  the  filling  pressure, 
and  thus  to  maintain  a normal  output  in  the  pres- 
ence of  a reduced  cardiac  reserve. 

The  foregoing  has  been  a rather  superficial  dis- 
cussion of  myocardial  function  and  ventricular 
failure.  When  Dr.  Theilen  spoke  of  “loss  of  con- 
tractility,” he  meant,  in  the  broad  sense,  loss  of 
cardiac  reserve. 

Dr.  Sheets:  Dr.  Eckstein,  you  make  it  sound 
very  simple. 

What  about  myocarditis  in  children,  Dr.  Ehmke? 


Dr.  Dorothy  Ehmke,  Pediatrics:  Since  we’ve 
been  talking  primarily  about  what  we  pediatricians 
call  a primary  myocardial  disease,  I should  like 
to  bring  it  to  your  attention  that  in  the  pediatric 
age  group  there  are  several  other  entities  which 
are  often  confused  with,  or  at  least  should  be  con- 
sidered in  the  differential  diagnosis  of,  idiopathic 
myocarditis.  One  of  them  is  glycogen  storage  dis- 
ease of  the  heart.  In  that  disease,  the  age  at  onset 
is  somewhere  between  two  and  six  months,  and 
the  clinical  picture  is  dominated  initially  by  a 
greatly  enlarged  heart,  but  relatively  few  symp- 
toms. There  is  usually  only  a very  slight  murmur, 
if  any  at  all,  and  signs  of  congestive  heart  failure 
in  such  patients  are  relatively  rare.  Unfortunately 
there  are  few  other  physical  signs  that  are  helpful 
in  alerting  one  to  this  diagnosis.  On  the  electro- 
cardiogram, there  is  evidence  of  left  ventricular 
hypertrophy,  with  S-T  segment  and  T-wave 
changes.  Sudden  death  without  congestive  failure 
almost  always  occurs  before  the  child  reaches  one 
year  of  age. 

Another  condition  which  we  must  consider  is 
aberrant  origin  of  the  left  coronary  artery.  Strictly 
speaking,  this  is  a congenital  malformation  of  the 
vasculature,  rather  than  a disease  entity,  but  it  is 
usually  included  in  this  differential  diagnosis  be- 
cause of  the  type  of  clinical  picture  that  it  causes 
in  infants,  where  it  is  primarily  seen.  Once  again 
the  cardiomegaly  is  extreme,  and  these  infants 
have  episodes  that  resemble  anginal  attacks  in 
adults.  They  usually  occur  in  infants  between  two 
and  six  months  of  age,  and  death  usually  ensues 
before  one  year  of  age.  Electrocardiograms  are 
characterized  by  deep  inversion  of  the  T waves 
in  standard  leads  and  left  precordial  leads.  In 
addition,  there  may  be  deep  Q waves  in  lead  I 
and  left  chest  leads.  Congestive  failure  is  rare, 
and  if  present  it  is  a terminal  event. 

Another  disease  that  we  should  think  about  is 
medial  necrosis  of  the  coronary  arteries.  This  is 
an  extremely  rare  condition,  but  a very  severe 
one.  Infants  who  have  it  usually  die  before  three 
months  of  age.  In  addition  to  the  coronary  arter- 
ies, the  pulmonary  and  renal  vessels  are  likely  to 
be  involved. 

We  then  come  to  idiopathic  myocarditis,  a dis- 
ease that  is  not  so  rare  in  children  as  are  the  other 
three  that  I have  talked  about.  The  clinical  pic- 
ture is  characterized  by  a sudden  onset  of  con- 
gestive failure.  These  children  can  be  perfectly 
well,  and  within  a few  hours  become  severely 
ill.  Once  in  a while,  one  obtains  a history  indi- 
cating that  the  child  had  a respiratory  infection 
shortly  before  the  onset  of  illness,  but  such  usually 
is  not  the  case.  Patients  have  severe  dyspnea, 
pallor,  cyanosis  and  occasionally  a hacking  cough. 
These  usually  improve  as  the  congestive  failure 
is  treated.  It  is  sometimes  difficult  to  decide  wheth- 
er a respiratory  infection  is  present,  and  if  so, 
whether  it  is  the  cause  or  is  the  result  of  the  myo- 
carditis. The  patients  have  all  the  signs  and  symp- 
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toms  of  congestive  failure.  Definite  cardiac  en- 
largement is  present,  and  the  heart  sounds  are 
muffled.  A gallop  rhythm  without  a murmur  is 
often  noted.  Electrocardiograms  may  be  helpful. 
Low-voltage  and  conduction  disturbances  are  more 
common  in  this  condition  than  in  the  others  that 
have  been  mentioned.  Evidence  of  severe  left  ven- 
tricular hypertrophy  is  not  common.  The  facts  that 
Dr.  Theilen  recited  in  relation  to  digitalis  intoxi- 
cation in  adults  with  idiopathic  myocarditis  apply 
to  children  with  this  disease.  They  appear  un- 
usually sensitive  to  digitalis.  Many  times,  they  will 
be  able  to  accept  only  very  small  dosages,  rather 
than  the  usual  ones  for  children  of  similar  ages. 

The  other  condition  to  be  considered  in  the  dif- 
ferential diagnosis  is  subendocardial  fibroelastosis. 
About  50  per  cent  of  the  children  who  have  this 
entity  present  symptoms  in  the  first  six  months 
of  life.  This  fact  is  helpful  as  one  tries  to  distin- 
guish between  idiopathic  myocarditis  and  subendo- 
cardial fibroelastosis  in  early  life,  since  by  far  the 
largest  number  of  children  under  one  year  of  age 
who  fall  into  congestive  failure  from  primary  myo- 
cardial disease  have  subendocardial  fibroelastosis. 

Dr.  VanEpps:  Isn’t  it  common  for  acute  myo- 
carditis in  infants  and  children  to  run  its  course, 
with  death  resulting  in  12-24  hrs.? 

Dr.  Ehmke:  In  any  of  the  conditions  that  I have 
described,  sudden  death  is  not  uncommon. 

Dr.  Sheets:  I wonder  whether  membrane  dis- 
ruption of  the  myofibril  would  explain  some  of 
the  symptoms  of  toxicity  to  digitalis.  Other  symp- 
toms of  digitalis  toxicity  are  not  necessarily  due 
to  the  effects  of  the  drug  on  the  myocardium,  are 
they? 

Dr.  Theilen:  Dr.  Sheets  is  quite  right  in  stating 
that  the  toxic  effects  of  digitalis  are  not  confined 
to  the  myocardium,  and  may  also  involve  the 
central  nervous  system.  In  fact,  degenerative 
changes  have  been  demonstrated  in  the  central 
nervous  system  after  excessive  doses  of  digitalis. 
Neurologic  disturbances  are  relatively  common. 

Dr.  Sheets:  How  do  you  decide  how  much  digi- 
talis to  give  a patient  who  has  myocarditis? 


Dr.  Theilen:  That  frequently  is  a difficult  prob- 
lem. Such  a patient  may  need  digitalis  desperately, 
and  yet  may  be  quite  sensitive  to  it.  I think  one 
should  be  conservative.  It  is  better  to  err  a bit  on 
the  side  of  under-digitalization  than  to  give  the 
drug  to  the  point  of  toxicity.  As  a general  rule, 
these  patients  will  be  served  best  if  they  are 
digitalized  over  a period  of  several  days,  rather 
than  of  a few  hours.  In  addition,  one  should  keep 
in  mind  the  fact  that  a patient’s  requirement  for 
maintenance  dosage  may  vary.  A dose  that  is 
therapeutic  today  may  well  be  toxic  some  months 
later. 

SUMMARY  OF  NECROPSY  FINDINGS 

Myocarditis,  non-specific,  granulomatous 
Myocardial  fibrosis,  extensive,  focal  and  diffuse, 
left  and  right  ventricle 

Endocardial  fibrosis  with  partially  organized 
mural  thrombus,  left  ventricle 

Myocardial  hypertrophy  and  dilatation 
Pulmonary  infarcts,  recent,  bilateral 
Splenic  infarct,  small,  old 
Pleural  effusion,  bilateral 
Ascites,  600  cc. 

Visceral  congestion 

Acoustic  neuroma,  right 

Chronic  cholecystitis  and  cholecystolithiasis. 

CLINICAL  DIAGNOSES 

Myocarditis  with  heart  failure 
Pulmonary  infarction. 

STUDENTS’  DIAGNOSES 

Mitral  stenosis 
Mitral  insufficiency 
Myocarditis 
Pulmonary  embolus. 
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Coming  Meetings 


IOWA 


CONTINENTAL  U.  S. 


Jan.  8-9 


Jan.  10-11 


Feb.  12-15 


Feb.  21-22 


Obstetrics  & Gynecology  (S.U.I.  Dept,  of 
Obstetrics  & Gynecology,  Maternal  & Child 
Health  Div.  of  State  Dept,  of  Health,  and 
Iowa  Obstetrical  & Gynecological  Soc.).  Uni- 
versity Hospitals,  Iowa  City. 

Medical  Postgraduate  Conference — Obstetrics 
and  Gynecology.  S.U.I.  College  of  Medicine, 
Iowa  City 

Refresher  Course  for  the  General  Practitioner 
(S.U.I.  College  of  Medicine  and  the  Iowa 
Chapter  of  the  American  Academy  of  General 
Practice).  Medical  Amphitheater,  University 
Hospitals,  Iowa  City 

Annual  Meeting  of  the  Sioux  Valley  Medical 
Association.  Sheraton-Martin  Hotel,  Sioux 
City 


Jan.  9 
Jan.  12 
Jan.  12 
Jan.  12-13 

Jan.  13-19 

Jan.  15 


Los  Angeles  Pediatric  Society.  Ambassador 
Hotel,  Los  Angeles 

Postgraduate  Course  on  Pediatric  Surgery. 

Children’s  Hospital,  San  Francisco 
Diabetes  and  Thyroid.  Presbyterian  Medical 
Center,  San  Francisco 

Psychiatry  in  Medical  Practice  (University  of 
Southern  California).  San  Bernardino  County 
General  Hospital,  San  Bernardino 
Ninth  Annual  General  Practice  Review.  Uni- 
versity of  Colorado  School  of  Medicine,  Den- 
ver 

Radiation  Therapy  of  Brain  Tumors  Supple- 
menting Surgery  (Neosho  County  Medical 
Society  and  The  University  of  Kansas  School 
of  Medicine).  The  Southeast  Kansas  Tuber- 
culosis Hospital,  Chanute,  Kansas 
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Jan.  16-18 

Jan.  17-18 
Jan.  17-19 

Jan.  18 
Jan.  18-19 
Jan.  19 
Jan.  20-25 
Jan.  21-23 
Jan.  21-25 
Jan.  21-25 


Jan.  25-27 

Jan.  26-27 
Jan.  27 

Jan.  28-Feb.  1 
Jan.  28-Feb.  1 
Jan.  28-Feb.  1 
Feb.  2 
Feb.  2-5 


Feb.  4-5 
Feb.  6-9 
Feb.  7-8 


Feb.  7-9 
Feb.  8-9 

Feb.  9-10 
Feb.  11-13 

Feb.  11-15 
Feb.  11-15 


Feb.  12-14 
Feb.  14-15 

Feb.  14-16 
Feb.  15-16 
Feb.  15-17 
Feb.  16-17 


Eleventh  Postgraduate  Course — Diabetes  in 
Review:  1963  Clinical  Conference  (American 
Diabetes  Association  and  The  New  England 
Diabetes  Association).  Statler  Hilton  Hotel, 
Boston 

Obstetrics  and  Gynecology.  University  of  Ne- 
braska College  of  Medicine,  Omaha 
Postgraduate  Course  on  Clinics  in  Medical  and 
Surgical  Specialities.  University  of  California, 
San  Francisco 

American  Society  of  Facial  Plastic  Surgery. 
Hotel  Elysee,  New  York  City 
American  Society  for  Surgery  of  the  Hand. 
Americana  Hotel,  Miami  Beach 
Arteriosclerosis.  Presbyterian  Medical  Center, 
San  Francisco 

American  Academy  of  Orthopaedic  Surgeons. 
Americana  Hotel,  Miami  Beach 
American  College  of  Surgeons.  Sectional  Meet- 
ing, Phoenix 

American  Thoracic  Society.  University  of 
California  Medical  Center,  San  Francisco 
Diseases  of  the  Blood  Vessels  and  Problems  of 
Thromboembolism — Diagnosis  and  Treatment 
(American  College  of  Physicians).  Cornell  Uni- 
versity Medical  College  and  The  New  York 
Hospital,  New  York  City 

Postgraduate  Course  on  the  Potential  of 
Women.  University  of  California,  San  Fran- 
cisco 

First  Conference  on  Pediatric  Anesthesia. 
Children’s  Hospital,  Los  Angeles 
Homicide  and  Suicide,  and  the  Medico-Legal 
Aspects  of  Psychiatry.  Neurological  Hospital, 
Kansas  City,  Missouri 

Vaginal  Approach  to  Pelvic  Surgery.  Cook 
County  Graduate  School  of  Medicine,  Chicago 
Varicose  Veins.  Cook  County  Graduate  School 
of  Medicine,  Chicago 

Proctoscopy  and  Sigmoidoscopy.  Cook  County 
Graduate  School  of  Medicine,  Chicago 
Dermatology.  Presbyterian  Medical  Center, 
San  Francisco 

Fifty-ninth  Annual  Congress  on  Medical 
Education  (Council  on  Medical  Education  and 
Hospitals  of  the  AMA,  the  Advisory  Board 
for  Medical  Specialties  and  the  Federation  of 
State  Medical  Boards  of  the  U.  S.).  Palmer 
House,  Chicago 

Advanced  Electrocardiology.  University  of 
Nebraska  College  of  Medicine,  Omaha 
American  College  of  Radiology.  Drake  Hotel, 
Chicago 

Two  Common  Killers:  Cardiovascular  Disease 
and  Cancer  (Regional  Postgraduate  Institute 
sponsored  by  the  California  Medical  Associa- 
tion in  cooperation  with  Loma  Linda  Univer- 
sity School  of  Medicine).  El  Mirador  Hotel. 
Palm  Springs,  California 
Society  of  University  Surgeons.  Seattle 
Fourth  Annual  Congress  of  the  Professions 
(Michigan  Association  of  the  Professions). 
Jack  Tar  Hotel,  Lansing,  Michigan 
Recent  Advances  in  Drug  Therapy.  University 
of  California,  San  Francisco 

Eleventh  Annual  Session  of  the  Institute  on 
Metabolic  Research.  Highland-AIameda  County 
Hospital,  Oakland,  California 

Modern  Physiological  Concepts  of  Cardio- 
vascular Disease  (American  College  of  Phy- 
sicians). Presbyterian  Medical  Center,  San 
Francisco 

Medical  Surgical  Clinical  Symposia:  Feb.  11, 
Endocrinology;  Feb.  12,  Medical  Problems  in 
Surgical  Patients;  Feb.  13,  Psychiatry;  Feb. 
14,  Gastroenterology;  Feb.  15,  Pulmonary  Dis- 
ease. University  of  Kansas  Medical  Center, 
Kansas  City,  Kansas 

Growth  and  Development — Management  of 
Common  Behavior  Disturbances.  Medical  Col- 
lege of  Georgia,  Augusta 

Recognition  and  Treatment  of  Psychoneurotic 
Disorders  by  the  General  Practitioner.  Uni- 
versity of  Nebraska  College  of  Medicine, 
Omaha 

American  Society  of  Clinical  Pathologists. 
New  Orleans 

Clinics  in  Neurology.  University  of  California, 
San  Francisco 

American  College  of  Physicians.  Hotel  Del 
Coronado,  Coronado,  California 

Eighth  Spring  Postgraduate  Meeting  of  the 
Los  Angeles  County  Medical  Association. 
Statler  Hilton  Hotel,  Los  Angeles 


Feb.  18-20 

Feb.  18-Mar.  1 
Feb.  19 

Feb.  21-23 
Feb.  25-Mar.  1 
Feb.  25-Mar.  1 

Feb.  25-Mar.  1 
Feb.  27 

Feb.  27-Mar.  1 
Feb.  28-Mar.  1 

Feb.  28-Mar.  3 
Feb.  28-Mar.  3 


Radiology  and  Radioactive  Isotopes.  University 
of  Kansas  Medical  Center,  Kansas  City, 
Kansas 

Surgical  Technic.  Cook  County  Graduate 
School  of  Medicine,  Chicago 
Prevention  and  Treatment  of  Athletic  Injuries 
(Neosho  County  Medical  Society  and  the 
University  of  Kansas  School  of  Medicine). 
The  Southeast  Kansas  Tuberculosis  Hospital, 
Chanute,  Kansas 

Proctology  and  Sigmoidoscopy.  University  of 
California  at  Los  Angeles 

Course  for  Physicians  in  General  Practice. 
University  of  California,  San  Francisco 
Management  of  Common  Fractures  and  Dis- 
locations. Cook  County  Graduate  School  of 
Medicine,  Chicago 

General  Surgery.  Cook  County  Graduate 
School  of  Medicine,  Chicago 
Midwinter  Symposium  on  Heart  Disease  (Los 
Angeles  County  Heart  Association).  Ambas- 
sador Hotel,  Los  Angeles 

Management  of  Trauma.  University  of  Colo- 
rado Medical  Center,  Denver 
Useful  Laboratory  Examinations  and  Their 
Interpretation.  University  of  Nebraska  College 
of  Medicine,  Omaha 

Thirteenth  Annual  Convention  of  the  Ameri- 
can College  of  Cardiology  (Joint  meeting  with 
the  Los  Angeles  County  Heart  Association). 

Ambassador  Hotel,  Los  Angeles 

College  of  American  Pathologists.  Rice  Hotel, 

Houston,  Texas 


Jan.  25-Feb.  6 


Feb.  20-24 

Feb. 20-24 
Feb.  23-27 

Feb.  20-Mar.  2 
Mar.  16-Apr.  7 


Apr.  12-May  4 


Apr.  16-24 

Apr.  18-20 

May  2-5 
May  7 


ABROAD 

Operation:  Surgical  Specialties  (West  Indies 
Congress  of  the  International  College  of  Sur- 
geons). Cruising  aboard  the  S.S.  Santa  Rosa; 
clinical  meetings  in  Puerto  Rico,  Jamaica, 
Haiti,  Venezuela,  Netherland  West  Indies. 
For  arrangements  contact  International  Trav- 
el Service,  Inc.,  116  South  Wabash  Avenue, 
Chicago  3 

International  Congress  on  Diseases  of  the 
Chest  (Council  on  International  Affairs, 
American  College  of  Chest  Physicians).  New 
Delhi,  India.  Write:  Mr.  Murray  Kornfeld. 
Executive  Director,  112  E.  Chestnut  Street, 
Chicago  11 

Seventh  International  Congress  on  Diseases  of 
the  Chest  (American  College  of  Chest  Phy- 
sicians). New  Delhi,  India 

Pan  American  Doctors’  Club.  Hacienda  San 
Miguel  Regia,  Huasca,  Hidalgo,  Mexico. 
Write:  Dr.  Robert  E.  Reagen,  Secretary,  232 
Windsor  Rd.,  Benton  Harbor,  Michigan 
Clinical  Postgraduate  Program  (UCLA  Uni- 
versity Extension  and  the  School  of  Medicine, 
in  cooperation  with  the  National  Autonomous 
University  of  Mexico  School  of  Medicine). 
Mexico  City.  Write;  Continuing  Education  in 
Medicine  and  Health  Sciences,  UCLA  Medical 
Center,  Los  Angeles  24 

Clinical  Postgraduate  Program  in  Israel  and 
Greece  (UCLA  in  cooperation  with  Hebrew 
University  Hadassah  Medical  School,  Tel- 
Hashomer  Hospital  and  Beilinson  Hospital). 
Jerusalem  and  Tel  Aviv,  Israel;  Athens  and 
Epidaurus,  Greece.  Write:  Continuing  Educa- 
tion in  Medicine  and  Health  Sciences,  UCLA 
Medical  Center,  Los  Angeles  24 
Clinical  Postgraduate  Program  in  Japan  and 
Hong  Kong  (UCLA  in  cooperation  with  Tokyo 
University  School  of  Medicine,  the  Atomic 
Bomb  Casualty  Commission  at  Hiroshima, 
Hong  Kong  University  School  of  Medicine 
and  the  Hong  Kong  Department  of  Health). 
Write:  Continuing  Education  in  Medicine  and 
Health  Sciences,  UCLA  Medical  Center,  Los 
Angeles  24 

International  Meeting  on  Foreign  Immunology, 
Medicine  and  Pathology  (3rd),  and  Inter- 
national Meeting  on  Forensic  Immunology  and 
Toxicology  (1st).  London.  Write:  Joseph  W. 
Spelman,  M.D.,  Philadelphia  Dept,  of  Public 
Health,  13th  and  Wood  Streets,  Philadelphia  7 
European  Congress  of  Neurosurgery.  Rome. 
Write:  Beniamino  Guidetti,  M.D.,  viale  Uni- 
versita,  30,  Rome 

Hawaii  Medical  Association.  Princess  Kaiulani 
Hotel,  Honolulu 

World  Health  Organization.  Palais  des  Na- 
tions, Geneva,  Switzerland.  Write:  World 

Health  Organization,  Office  of  the  Director- 
General,  Palais  des  Nations,  Geneva,  Switzer- 
land 

(Continued  on  page  44) 


A New  Year's  Wish 

During  this  New  Year  of  Nineteen  Sixty-Three, 
May  you  have 

Enough  happiness  to  keep  you  sweet, 

Enough  trials  to  keep  you  strong, 

Enough  sorrow  to  keep  you  human, 

Enough  hope  to  keep  you  happy, 

Enough  failure  to  keep  you  humble, 

Enough  success  to  keep  you  eager, 

Enough  friends  to  give  you  comfort, 

Enough  wealth  to  meet  your  needs, 
Enough  enthusiasm  to  look  forward, 

Enough  faith  to  banish  depression, 

Enough  determination  to  make  each  day 
better  than  yesterday! 


What  a Way  to  Get  Rich! 

This  is  the  time  of  year  when  the  business  or 
professional  man  balances  his  books,  determines 
what  his  costs  have  been,  and  learns  what  his 
return  has  been  from  his  investment  and  from  his 
efforts.  Thus  a recent  article  entitled  “The  Cost  of 
Doing  Business,”  by  Smith  and  Holland,*  in  the 
rhode  island  medical  journal,  is  particularly  time- 
ly and  should  be  of  interest  to  every  physician. 

A questionnaire  had  been  sent  to  each  of  850  of 
the  physicians  who  practice  in  Rhode  Island,  ask- 
ing for  complete  breakdowns  of  their  costs  for  the 
year.  Since  signatures  were  not  asked  for,  the 
identities  of  those  who  cooperated  are  unknown. 
The  Rhode  Island  Medical  Society  consists  of  316 
general  practitioners  and  684  specialists,  and  as  far 
as  possible,  the  forms  were  not  sent  to  retired  or 
semi-retired  or  to  full-time  salaried  practitioners. 
Two  hundred  six  questionnaires  were  returned — 
60  from  generalists  and  146  from  specialists,  repre- 
senting a little  over  24  per  cent  of  the  total. 

The  questionnaire  concerned  “Other  Business 
Deductions”  as  reported  on  tax  returns  filed  with 
the  Internal  Revenue  Service  in  April,  1962.  The 
replies  indicated  that  the  median  costs  of  items  list- 
ed on  the  doctors’  federal  tax  returns  for  the  cal- 
endar year  1961  were  as  follows: 

Besides  the  questions  concerning  costs  of  doing 
business,  each  physician  was  asked  for  the  num- 

* Smith,  O.  F.,  and  Holland,  T.  J.,  Jr.:  Cost  of  doing  busi- 
ness. RHODE  island  m.  j.,  45:505-508,  (Oct.)  1962.  (The  first- 
named  author  is  a doctor  of  medicine,  and  the  second  is  presi- 
dent of  Medical  Management  of  Rhode  Island.) 


Generalists 

Specialists 

Schedule  C-2*  

. . $3,000.00 

$ 4,683.00 

Salaries  

. . 3,200.00 

4,000.00 

Rent  

. . 1,400.00 

1,800.00 

Business  interest 

175.00 

250.00 

Business  taxes 

250.00 

350.00 

Depreciation 

. . 1,200.00 

1,500.00 

Repairs 

250.00 

275.00 

Insurance  

290.00 

290.00 

Legal  and  professional 
services  

75.00 

150.00 

Total  

. . $9,840.00 

$13,298.00 

ber  of  hours  he  worked  each  week.  The  median  for 
general  practitioners  was  72  hrs.,  and  for  special- 
ists 73  hrs./week.  The  range  extended  from  eight 
hours  for  a semi-retired  practitioner  to  116  hrs.  for 
a busy  specialist. 

An  analysis  of  the  mean  costs  shown  in  the 
above  tabulation  raises  certain  questions  about 
their  accuracy.  Whether  in  Rhode  Island  or  in 
Iowa,  certainly  very  few  physicians  can  rent  offices 
for  $120  to  $150  per  month.  The  authors  state  that 
the  office  space  occupied  by  a doctor  in  their  state 
commands  a price  in  excess  of  $3.50/sq.  ft./year.  It 
would  seem  that  there  must  be  considerable  varia- 
tion in  the  breakdowns  of  costs  in  the  income  tax 
returns  of  physicians  in  different  geographical 
areas. 

From  the  records  of  the  Internal  Revenue  Serv- 
ice for  1960,  listed  under  Medical  and  Other  Health 
Services,  the  authors  deduced  that  the  cost  of  do- 
ing business  for  physicians,  surgeons  and  oculists 
was  41.5  per  cent  of  gross  receipts,  if  they  work  as 
sole  proprietors.  If  41.5  per  cent  is  the  correct  fig- 
ure for  their  average  cost  of  doing  business,  the 
typical  general  practitioner  in  Rhode  Island  has  a 
gross  income  of  $23,686.00,  and  a net  income  of 
$13,747.00.  Using  the  same  41.5  per  cent  for  the 
specialists,  we  find  that  the  average  one  of  them 
has  a gross  income  of  $32,045.00  and  a net  of 
$18,747.00. 

As  every  doctor  knows,  it  is  from  his  net  income 
that  he  pays  interest  and  repays  principal  on  his 
home  mortgage,  the  real  estate  taxes  on  his  resi- 
dence, his  personal  property  tax  and  his  Iowa  mon- 
eys and  credits  tax.  It  is  also  from  this  net  income 
that  he  pays  his  federal  and  state  income  taxes, 
and  makes  contributions  to  his  church,  to  his  col- 
lege, to  the  United  Campaign  and  to  numerous  oth- 
er charities.  The  authors  point  out  that  vacations 
with  pay,  hospitalization  and  health  insurance, 
social  security,  life  insurance  and  retirement  funds 
aren’t  provided  to  him,  as  they  are  provided  to 
employed  men  and  women.  If  he  is  to  have  them, 
or  their  equivalent,  he  must  pay  for  them  himself 
from  his  net  income  after  taxes. 

Smith  and  Holland  conclude  their  article  with 
the  following  pertinent  remarks:  “To  those  who 
still  insist  that  the  doctor  is  an  affluent  member  of 

* Schedule  C-2  includes  miscellaneous  expenses  such  as 
telephone,  automobile,  office  supplies,  drugs,  laundry,  etc. 
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society  today,  we  would  say,  ‘Look  around!’  We 
would  further  sound  a note  of  caution  lest  young 
people  be  discouraged  from  pursuing  the  exacting 
discipline  of  medicine  by  unthinking  meddling  in 
its  economics.” 


Bronchiolitis  in  Infancy 

An  infant  ill  with  bronchiolitis  is  a challenging 
responsibiity  to  the  attending  physician,  and  any 
contribution  to  a better  understanding  of  this  con- 
dition is  welcomed  by  all  who  treat  sick  babies. 
Such  a contribution  has  been  made  by  Heycock 
and  Noble,*  who  have  treated  1,230  cases  of  bron- 
chiolitis at  Sunderland  Children’s  Hospital,  in  Sun- 
derland, England,  from  1S54  to  1961.  Sunderland  is 
a city  of  just  under  200,000  population  on  the  west 
coast,  just  below  the  border  with  Scotland. 

At  the  Sunderland  Hospital,  there  is  an  epidemic 
of  bronchiolitis  each  winter  which  lasts  two  to 
three  months,  and  it  is  during  that  epidemic  period 
that  70  per  cent  of  each  year’s  cases  are  admitted. 
The  epidemic  is  regularly  concurrent  with  an  epi- 
demic of  common  colds  in  the  adult  population.  Of 
the  1,230  babies  admitted  with  bronchiolitis,  8E0 
were  six  months  of  age  or  younger.  The  overall 
mortality  rate  for  the  entire  series  was  5.5  per  cent, 
but  27  of  the  68  deaths  occurred  within  six  hours 
of  the  patients’  admission  to  the  hospital. 

From  their  extensive  experience,  Heycock  and 
Noble  are  of  the  opinion  that  bronchiolitis  in  in- 
fancy begins  as  a virus  infection  of  the  upper  respi- 
ratory tract.  They  predicate  their  assumption  on  the 
presence  of  common  colds  in  the  infants’  families, 
and  also  from  the  fact  that  older  children  who  are 
exposed  to  the  babies  with  bronchiolitis  in  the  hos- 
pital wards  develop  common  colds.  They  think  it 
probable  that  various  viruses  are  responsible  for 
bronchiolitis,  just  as  various  viruses  are  responsi- 
ble for  the  common  cold. 

The  concept  proposed  by  these  British  pedi- 
atricians is  that  the  virus  enters  the  upper  respi- 
ratory tract,  causing  the  signs  and  symptoms  of  a 
common  cold,  and  then  spreads  to  the  lower  bron- 
chial tree,  producing  acute  bronchiolitis.  The  signs 
elicited  on  auscultation  of  the  lungs  vary  from 
coarse  rhonchi  to  crepitant  rales,  depending  upon 
whether  obstruction  or  exudation  is  predominant. 
An  expiratory  wheeze  is  invariably  heard.  The 
authors  feel  that  acute  bronchiolitis  is  the  most 
common  type  of  acute  infection  of  the  lower  respi- 
ratory tract  in  infants,  and  that  no  clear-cut  distinc- 
tion can  be  made  between  bronchiolitis  and  bron 
chopneumonia. 

The  higher  mortality  in  the  youngest  infants  is 
attributed  to  the  relatively  greater  degree  of  ob- 
struction produced  by  exudate  in  the  small-caliber 
bronchi.  In  the  older  youngsters,  from  one  to  two 
years  of  age,  the  same  infection  causes  nothing 
more  than  a wheezy  bronchitis  that  reaches  its 

* Heycock,  J.  B.,  and  Noble,  T.  C.:  1230  cases  of  acute  bron- 
chiolitis in  infancy.  British  m.  j.,  2:879-881,  (Oct.  6)  1962. 


highest  incidence  at  the  height  of  the  annual  bron- 
chiolitis epidemics. 

Though  the  initial  infection  is  thought  to  be 
caused  by  viruses,  the  British  physicians  believe 
that  secondary  bacterial  infection  is  almost  inevi- 
table. It  is  thought  that  the  bacterial  invaders  are 
already  present  in  the  upper  respiratory  tract,  and 
that  from  there  they  enter  the  mucous  membranes 
of  the  bronchi  and  bronchioles.  Because  of  this  in- 
evitable hazard,  the  authors  recommend  broad- 
spectrum  antibiotics  in  all  cases  of  bronchiolitis 
and  for  the  treatment  of  common  colds  in  young 
infants,  particularly  during  epidemic  periods. 

In  the  treatment  of  infants  at  the  Sunderland 
Hospital,  all  babies  showing  cyanosis  and  restless- 
ness were  put  in  an  oxygen  tent  with  a flow  of  6-8 
L./min.,  an  amount  found  sufficient  to  help  them 
over  the  period  of  acute  hypoxia.  Deaths  occurred 
in  babies  who  showed  signs  of  heart  failure,  rather 
than  acute  hypoxia.  All  babies  were  given  anti- 
biotics, most  of  them  receiving  tetracycline  for 
about  seven  days.  Some  infants  were  given  in- 
jections of  penicillin  in  addition  to  oral  tetracy- 
cline. Initial  feedings  of  glucose  were  given,  and 
milk  was  usually  offered  after  48  hours.  Adrenal 
steroids  were  administered  to  only  32  patients,  all 
critically  ill,  in  an  endeavor  to  reduce  their  bron- 
chospasm.  Steroids  appeared  to  benefit  some  of  the 
infants,  but  13  of  the  32  died  in  spite  of  this  treat- 
ment. Bronchodilator  drugs  proved  of  little  value 
in  the  acute  stages  of  the  disease.  Digitalis  was  not 
given  until  there  were  signs  and  symptoms  indic- 
ative of  heart  failure. 

The  Britons’  concept  of  bronchiolitis  is  not  sig- 
nificantly different  from  the  views  held  in  this 
country.  Most  clinicians  administer  broad-spectrum 
antibiotics  to  such  babies,  not  because  of  any  ex- 
pected influence  upon  the  viral  infection  but  for 
the  treatment  of  secondary  bacterial  infection. 
Babies  with  bronchiolitis  are  usually  placed  under 
oxygen  as  soon  as  the  diagnosis  has  been  made, 
and  this  therapy  is  not  deferred  until  cyanosis  is 
present  and  restlessness  is  apparent.  The  major 
threat  to  the  infant  with  bronchiolitis  is  anoxia  and 
exhaustion. 

An  essential  part  of  therapy  is  saturation  of  the 
inspired  air  with  moisture,  to  prevent  the  drying 
of  exudates  in  the  inflamed  bronchi.  This  is  provid- 
ed by  spray  mist  under  the  oxygen  tent.  It  is  sur- 
prising that  this  aspect  of  the  treatment  hasn’t  even 
been  mentioned  by  the  British  authors.  Since  fluid 
and  calorie  intakes  are  usually  completely  inade- 
quate in  these  babies,  hydration  by  the  administra- 
tion of  parenteral  fluids  is  an  important  part  of 
treatment. 

An  infant  with  a respiratory  infection  who  de- 
velops an  unproductive  cough  and  wheezing  res- 
pirations has  bronchiolitis,  not  bronchial  asthma, 
and  it  should  be  recognized  that  within  a few  hours 
his  condition  can  become  critical.  These  babies 
should  be  ordinarily  hospitalized,  given  the  benefit 
of  antibiotic  therapy  and  placed  under  oxygen  with 
adequate  moisture.  Fortunately,  the  vast  majority 


36 


Journal  of  Iowa  Medical  Society 


January,  1963 


of  them  show  marked  improvement  within  24  to  48 
hours,  and  their  signs  and  symptoms  ordinarily 
clear  up  within  a week  after  they  enter  the  hos- 
pital. 


Parkinsonism 

It  is  estimated  that  there  are  at  least  1,200,000 
patients  with  Parkinson’s  disease  in  this  country, 
and  it  is  a reasonable  assumption  that  almost  every 
physician  has  one  or  more  such  people  under  his 
care.  Although  it  is  recognized  that  degeneration 
of  the  basal  ganglia  is  the  cause  of  the  disease,  the 
explanations  for  many  of  the  unusual  symptoms 
aren’t  yet  entirely  satisfactory.  Two  recent  articles 
in  the  literature  should  provide  the  physician  with 
a better  understanding  of  the  disease  and  should 
assist  him  in  his  efforts  to  help  his  patients. 

Martin,  Hurwitz  and  Finlayson,*  three  British 
physicians,  have  had  an  opportunity  to  observe 
130  cases  of  parkinsonism  that  resulted  from  an 
epidemic  of  encephalitis  in  the  years  1919  to  1925. 
Most  of  the  patients  have  been  in  the  Highlands 
Hospital  for  many  years,  and  the  majority  of  them 
have  advanced  symptoms  of  the  disease.  The 
British  authors  divided  the  symptoms  of  parkin- 
sonism into  two  rather  distinct  categories.  The 
positive  symptoms  of  muscular  rigidity,  tremor  and 
involuntary  movements  are  thought  to  be  release 
phenomena,  due  to  the  overactivity  of  a nervous 
structure  that  has  been  released  from  the  control 
normally  exerted  by  a higher  center.  The  negative 
or  deficiency  symptoms  are  often  unrecognized, 
and  are  due  to  a loss  of  function  by  the  active  nerv- 
ous structure  or  its  afferent  fibers.  The  negative 
symptoms  include:  (1)  disorders  of  postural  fixa- 
tion; (2)  disorders  of  equilibrium  and  righting;  (3) 
disorders  of  locomotion;  (4)  disorders  of  phonation 
and  articulation;  and  (5)  a heterogenous  group 
collectively  referred  to  as  “akinesia.” 

The  authors  ascribe  the  disorders  of  postural  fix- 
ation, of  equilibrium  and  righting,  and  of  locomo- 
tion to  an  interference  with  the  central  nervous 
system  connections,  which  are  necessary  for  nor- 
mal postural  reactions.  Disorders  of  phonation  and 
articulation,  they  attribute  to  muscular  rigidity. 
Lack  of  facial  expression  and  a decrease  in  the 
swing  of  the  arm  as  the  patient  walks  are  examples 
of  akinesia,  and  are  thought  to  be  secondary  to 
muscular  rigidity.  A thorough  study  of  the  obser- 
vations by  the  British  authors  will  give  one  a bet- 
ter understanding  of  parkinsonism,  and  will  sharp- 
en his  own  observation  of  patients  with  the  disease. 

Doshay,**  the  director  of  the  Parkinson  Labora- 
tory at  Columbia-Presbyterian  Medical  Center, 
emphasizes  that  rigidity  is  the  major  concern  in 

* Martin,  J.  P.,  Hurwitz,  L.  J.,  and  Finlayson,  M.  H.:  Nega- 
tive symptoms  of  basal  ganglion  disease,  lancet,  2:1-8,  (July 
7)  and  2:62-66,  (July  14)  1962. 

**  Doshay,  L.  J.:  Method  and  value  of  exercise  in  Parkin- 
son’s disease,  new  encland  j.  med.,  2 6 7:297-299.  (Aug.  8) 
1962. 


patients  with  parkinsonism,  and  that  if  neglected  it 
results  in  crippling  deformities  and  disabilities. 
He  declares  that  the  deformities  and  disabilities 
are  not  due  to  rigidity  of  the  muscles  per  se,  but 
rather  are  consequences  of  an  atrophy  of  disuse 
that  has  been  brought  about  by  a failure  to  exer- 
cise the  rigid  muscles.  Thus,  there  is  a vicious  cir- 
cle causing  greater  atrophy  and  eventually  fibrosis, 
with  contracture  and  deformity  of  the  affected 
parts. 

The  New  York  physician  states  that  there  are 
few  diseases  in  which  the  personal  effort  of  the 
patient  plays  such  a vital  part  in  the  treatment. 
Particularly  in  stationary  phases  of  the  disease, 
work,  exercise  and  various  other  forms  of  physical 
activity  are  more  important  than  physiotherapy 
and  medication. 

He  proposes  certain  basic  rules  for  the  patient 
with  Parkinson’s  disease.  He  must  lift  his  toes 
upward  with  each  step.  When  walking  or  turning, 
he  must  keep  his  legs  12  to  15  inches  apart.  For 
greater  safety  in  turning  and  to  prevent  falling,  the 
patient  should  take  short  steps,  with  his  feet  wide- 
ly separated.  To  overcome  fear  of  close  places,  he 
should  practice  walking  into  tight  corners  of  the 
room.  He  should  practice  rapid,  short  excursions 
backward,  forward,  to  the  right  and  to  the  left,  in 
an  effort  to  maintain  good  body  balance.  He  should 
swing  his  arms  forcefully  as  he  walks.  In  getting 
out  of  a chair,  he  should  move  rapidly,  but  in  sit- 
ting down  he  should  move  slowly,  with  his  body 
bent  forward.  The  patient  should  be  encouraged 
to  do  as  much  for  himself  as  he  can,  and  his  family 
should  assist  him  only  in  activities  that  he  is  en- 
tirely incapable  of  doing  unaided. 

He  should  carry  out  special  exercises  designed 
to  prevent  contractures  of  the  neck,  shoulder,  fin- 
gers, adductors  of  the  thigh,  and  knees  and  ankles. 
He  can  prevent  difficulties  in  speech  by  forcefully 
using  his  lips  in  talking  and  by  reading  aloud. 
Writing  difficulties  can  be  minimized  by  frequent 
practice  with  a blackboard  and  a scratch  pad. 

Even  in  advanced  cases,  every  effort  should  be 
made  to  keep  the  patient  mobilized,  and  to  restore 
and  conserve  function.  The  doctor  should  see  the 
patient  frequently — at  least  once  a month,  if  possi- 
ble— to  bolster  his  morale,  to  encourage  him  to 
remain  active,  and  to  advise  him  in  his  efforts  to 
overcome  his  specific  difficulties. 
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Regional  Enteritis 

Regional  enteritis  is  a disease  of  the  small  intes- 
tine which  occurs  mainly  in  young  adults.  It  is 
ordinarily  limited  to  the  distal  portion  of  the  ileum, 
but  it  may  involve  any  region  of  the  intestinal 
tract.  The  characteristic  lesions  are  granulomatous 
and  ulcerating,  and  are  accompanied  by  necrosis 
and  scar-tissue  formation.  The  clinical  course  is 
usually  progressive  and  chronic,  or  there  may  be 
exacerbations  and  remissions.  As  the  disease  pro- 
gresses, complications  are  frequent  and  surgical 
intervention  is  frequently  necessary. 

The  individual  physician  sees  few  patients  with 
regional  enteritis,  and  it  is  helpful  to  him  to  have 
the  benefit  of  the  experience  of  physicians  in  medi- 
cal centers  who  have  treated  a large  number  of  pa- 
tients with  the  disease.  A group  at  the  Mayo  Clinic* 
has  recently  made  a study  of  all  patients  who  un- 
derwent abdominal  operations  for  regional  enteritis 
there  during  the  11-year  period  1945-1955,  inclu- 
sive. 

In  that  length  of  time,  257  patients  with  regional 
enteritis  underwent  abdominal  operations  at  the 
Mayo  Clinic.  They  were  as  evenly  divided  between 
the  sexes  as  possible — 129  males  and  128  females. 
The  youngest  patient  was  10  years  of  age;  the 
oldest  was  71  years  old;  65  per  cent  were  under  31 
years  of  age;  and  only  six  patients  were  past  50 
years  of  age.  Ninety-one  of  the  257  patients  had 
had  no  general  abdominal  procedures  prior  to  their 
initial  definitive  surgery  at  the  Clinic.  Of  the  166 
patients  who  had  had  previous  abdominal  opera- 
tions, 42.3  per  cent  had  had  definitive  surgical 
treatment,  either  a by-pass  procedure,  a resection 
or  both.  In  this  group  who  had  had  previous  sur- 
gery, the  preoperative  diagnosis  had  been  acute 
appendicitis  in  65  (39  per  cent),  regional  enteritis 
having  been  discovered  at  the  operation.  In  25  of 
the  patients  who  had  undergone  appendectomy, 
a fecal  fistula  or  abdominal  abscess  had  developed 
following  the  operation. 

In  the  group  of  257  patients  subjected  to  abdom- 
inal surgery,  the  indication  for  operation  was  in- 
testinal obstruction  in  120;  abdominal  mass  in  92; 
internal  fistula  in  40;  external  fistula  in  36;  mal- 
nutrition and  a down-hill  course  on  medical  man- 
agement in  24;  perforation  in  8;  hemorrhage  in  2; 
and  miscellaneous  conditions  in  4 patients.  Of  the 
91  patients  who  had  had  no  previous  abdominal 
surgery,  the  indications  for  operation  were  sig- 
nificantly different  from  those  in  the  166  who  had 
had  previous  abdominal  surgery.  There  were  fewer 
patients  with  fistulas,  and  the  percentage  of  pa- 
tients operated  upon  because  of  failure  to  maintain 
a normal  nutritional  state  was  much  higher.  The 
average  duration  of  symptoms  in  those  who  had  had 
prior  surgery  was  5.5  years.  Among  the  91  patients 
who  had  not  had  abdominal  surgery  prior  to  defini- 
tive treatment  at  the  Clinic,  the  average  duration 
of  symptoms  was  3.3  years. 

* Barber,  K.  W.,  Waugh,  J.  M.,  Behrs,  O.  H.,  and  Sauer, 
W.  G.:  Indications  for  and  results  of  surgical  treatment  of 
regional  enteritis,  anw.  suhg.,  156:472-482,  (Sept.)  1962. 


In  the  group  of  91  patients  who  had  no  previous 
surgery,  19  (21  per  cent)  required  a second  opera- 
tion because  of  recurrence;  six  patients  required 
a third  operation;  and  two  of  the  group  were  op- 
erated upon  a fourth  time.  The  five-year  follow-up 
study  of  the  91  patients  revealed  that  two  of  them 
died  in  the  postoperative  period;  seven  died  during 
the  follow-up  period;  and  five  could  not  be  traced. 
Among  the  77  surviving  patients,  65  were  in  good 
health;  eight  were  in  fair  health;  and  four  were 
in  poor  health. 

In  the  group  of  166  patients  who  had  had  previ- 
ous surgery  and  were  operated  upon  at  the  Clinic, 
30  required  an  additional  operation  because  of  re- 
currence; nine  required  an  operation  because  of  a 
second  recurrence;  and  two  underwent  surgery 
because  of  a third  recurrence.  The  follow-up  study 
covering  at  least  five  years,  and  averaging  10  years, 
showed  that  six  patients  had  died  postopera tively; 
19  had  died  during  the  follow-up  period;  and  13 
could  not  be  traced.  Of  the  128  patients  followed, 
101  were  in  good  health;  21  were  in  fair  health; 
and  six  were  in  poor  health. 

The  criteria  for  the  diagnosis  of  a recurrence  of 
the  disease  consisted  of:  (1)  failure  to  maintain 
normal  weight;  (2)  a nutritional  state  that  failed 
to  respond  to  intensive  medical  management;  and 
(3)  the  presence  of  gastrointestinal  bleeding,  ab- 
dominal fistulas  or  masses.  Roentgenologic  con- 
firmation of  the  diagnosis  was  required.  The  au- 
thors pointed  out  that  not  all  patients  with  recur- 
rence following  operation  required  a second  opera- 
tion. Some  could  be  controlled  by  medical  means, 
and  surgery  could  be  reserved  for  the  treatment  of 
complications. 

According  to  the  Mayo  group,  the  natural  course 
of  regional  enteritis  is  one  of  progression  to  a 
chronic  phase,  with  many  associated  complications, 
most  of  which  require  surgical  treatment.  The 
treatment  of  choice  is  conservative  resection,  with 
end-to-end  anastomosis,  and  in  their  judgment  the 
patients  should  be  operated  upon  earlier  than  is 
the  common  practice — before  perforation  occurs. 
The  removal  of  high-lying  skip  lesions,  or  radical 
excision  of  bowel,  isn’t  ordinarily  necessary,  and 
every  effort  should  be  made  to  conserve  the  ileo- 
cecal valve  and  proximal  ascending  colon. 


Fatal  Accidents  and  Elderly  Drivers 

In  a study  made  recently  by  the  Iowa  State 
Highway  Commission  and  the  State  Department 
of  Public  Safety  of  fatal  auto  accidents  in  1961, 
it  was  found  that  455  (58.3  per  cent)  of  the  780 
drivers  had  been  at  fault.  Of  the  drivers  under  25 
years  of  age,  64.4  per  cent  were  blamed;  of  those 
between  65  and  74  years  of  age,  64.4  per  cent  were 
blameworthy;  and  of  those  75  or  more  years  of 
age,  70.7  per  cent  were  judged  responsible.  Sixty- 
five  thousand  Iowans  beyond  70  hold  current 
drivers’  licenses,  and  7,000  of  them  are  beyond  80 
years  of  age. 
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Presidents  Page 


Nineteen  sixty-three,  I certainly  hope  will  be  a productive,  satis- 
fying and  enjoyable  twelve  months  for  every  member  of  the  Iowa 
Medical  Society,  and  I want  to  extend  my  best  wishes  for  the  New 
Year  to  all  of  you. 

Surely,  it  will  be  a busy  year  for  organized  medicine  in  Iowa.  The 
state  legislature  is  to  convene  on  January  14,  the  Congress  is  to  re- 
sume work  on  about  the  same  date,  and  both  of  those  bodies  will  be 
considering  measures  of  vital  interest  to  all  physicians.  I urge  all 
of  you  to  follow  developments  carefully,  and  to  stand  ready  to  pre- 
sent the  doctors’  point  of  view  to  the  lawmakers  from  your  respec 
tive  districts  whenever  necessity  requires  or  opportunity  offers. 

Particularly  to  physicians  who  are  IMS  committee  chairmen  from 
whom  reports  are  expected,  or  who  will  have  resolutions  for  pres- 
entation to  the  IMS  House  of  Delegates,  I want  to  issue  a special 
reminder.  The  IMS  Annual  Meeting  is  to  be  very  early  this  year — 
April  7-10,  and  the  deadline  for  submitting  committee  reports  for 
publication  in  the  handbook  of  the  house  of  delegates  has  had  to 
be  set  at  February  1 — fifteen  days  earlier  than  usual. 

Resolutions  to  be  presented  to  the  House  of  Delegates  are,  for  the 
first  time,  also  to  be  printed  in  the  handbook,  and  should  also  be 
at  the  IMS  headquarters  office  no  later  than  February  1.  Of  course 
resolutions  can  be  submitted  later,  for  distribution  to  the  delegates 
in  mimeographed  form  at  the  start  of  the  meeting,  but  members  of 
the  various  county  medical  societies  will  recognize  the  definite  ad- 
vantage of  getting  their  proposals  into  the  handbook,  so  that  they 
can  be  studied  and  discussed  thoroughly  before  they  are  acted  upon. 


President 


Free  Floating  Pigmented  Cyst 
In  the  Anterior  Chamber 


RALPH  L.  HADLUND,  M.D. 
Waterloo 


A free-floating  cyst  of  the  anterior  chamber  is 
a rare  occurrence.  Businelli  reported  the  first  case 
of  a free-floating  pigmented  cyst  in  the  anterior 
chamber  in  1868.  Subsequent  to  that  time,  approx- 
imately 40  cases  have  been  reported  in  the  litera- 
ture. 

The  cysts  are  characterized  as  either  solid  or 
cystic  and  translucent.  They  are  usually  brown- 
ish or  light  yellow  in  color,  and  are  spherical  or 
kidney  shaped.  The  pigmented  bodies  float  freely 
in  the  anterior  chamber,  and  settle  by  gravity  to 
the  most  dependent  part  of  the  eye.  The  cyst  may 
collapse  and  reform  spontaneously. 

There  are  numerous  theories  as  to  the  origin 
of  these  cysts,  the  most  common  being:  (a)  from 
remnants  of  the  pupillary  membrane  (Apetz), 
particularly  the  solid  type;  and  (b)  from  detached 
flocculi  at  the  pupillary  margin  (Fuchs),  with 
reference  to  the  cystic  type. 

Most  authors  conclude  that  the  cysts  are  con- 
genital in  origin,  that  in  the  majority  of  cases  they 
are  asymptomatic,  and  that  no  treatment  is  indi- 
cated. 

Bock  (1888)  recorded  that  the  cyst  wall,  in  his 
patient’s  case,  was  composed  of  several  layers  of 
cells  resembling  posterior  epithelial  cells  of  the 
iris,  a finding  corroborated  by  Lewis  (1932)  and 
Evans  (1936).  Other  reported  pathologic  findings 
include  tissue  similar  to  iris  stroma,  and  a clear 
vesicle  having  no  definite  structure,  and  containing 
an  aggregation  of  pigment  granules. 

REPORT  OF  CASE 

R.  A.  C.,  a 20-year-old  Caucasian  male,  first  came 
to  me  in  October,  1961,  complaining  of  a “worm” 


in  his  right  eye.  He  had  been  aware  of  a gradually 
enlarging  pigmented  cyst  in  his  eye  for  10  years, 
and  it  had  frequently  floated  across  the  visual 
axis,  obscuring  his  vision  momentarily.  A phy- 
sician whom  the  patient  had  consulted  previously, 
William  LaMotte,  Jr.,  M.D.,  of  Wilmington,  Dela- 
ware disclosed  in  a letter  that  in  December,  1959, 
the  cyst  had  measured  3.0  x 0.5  mm. 

Ocular  examination,  upon  the  patient’s  admis- 
sion to  the  hospital,  revealed  that  his  visual  acuity 
in  each  eye  was  20/20  without  correction.  The  left 
eye  appeared  normal  in  all  respects.  The  right 
cornea  was  clear,  and  the  anterior  chamber  was 
deep.  A free-floating,  translucent,  dark  brown  cyst 
approximately  1.0  x 4.0  mm.  was  lying  in  the  in- 
ferior angle.  Upon  motion  of  the  eye,  this  cyst 
would  float  freely  about  the  anterior  chamber 
and  then  settle  with  gravity.  The  iris  was  normal 
in  structure  and  appearance.  No  cysts  were  noted 
around  the  pupillary  border,  and  the  lens  was 
clear.  The  filtration  angle  and  ciliary  body  ap- 
peared normal  when  examined  with  a Goldman 
three-mirror  gonioprism. 

On  January  26,  1962,  the  cyst  was  removed  un- 
der local  anesthesia.  A fornix-based  conjunctival 
flap  was  prepared  superiorly,  a limbal  grove  was 
made,  and  one  corneoscleral  suture  was  preplaced. 
The  anterior  chamber  was  entered  ab  externally, 
and  the  incision  was  enlarged  with  scissors  to  a 
length  of  4 mm.  When  the  incision  had  been  made, 
the  cyst  floated  into  the  wound  and  ruptured  as 
the  wound  edges  were  closed.  All  remnants  of  the 
cyst  were  washed  from  the  anterior  chamber  with- 
out inserting  any  instruments  into  the  chamber. 
The  preplaced  suture  was  then  tied,  and  the  con- 
junctival flap  was  sutured  over  the  wound. 

The  patient’s  recovery  from  surgery  was  un- 
eventful, and  three  weeks  later  the  unaided  visual 
acuity  in  his  right  eye  was  20/20. 

Laboratory  examination  of  the  tissue  removed 
at  surgery  revealed  a pigmented  fleck  of  crumpled 
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Figures  I and  2.  Two  views  indicating  different  positions  of  the  cyst  in  the  anterior  chamber. 


tissue  that  was  too  thin  to  section.  Microscopic  ex- 
amination revealed  a clump  of  pigmented  gran- 
ules. 

The  final  examination  of  this  patient  was  on 
June  12,  1962,  at  which  time  his  visual  acuity  was 
20/20.  Gonioscopic  examination  revealed  no  evi- 
dence of  residual  cyst  or  pigment  deposit. 

In  summary,  this  has  been  a report  of  a case  of  a 
free-floating  pigmented  cyst  of  the  anterior  cham- 
ber in  an  eye  without  previous  evidence  of  injury 
or  disease.  The  cyst  was  removed  without  compli- 
cation. 
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1962— A Year  of  Medical  Development 


The  year  1962  was  one  of  vast  development  in 
a wide  field  of  medical  sciences,  a poll  of  the 
specialty  sections  of  the  American  Medical  Associ- 
ation has  revealed. 

There  may,  in  fact,  have  been  several  “break- 
throughs”— but  because  of  the  growing  complexity 
and  intertwining  of  medical  knowledge  it  could 
take  some  time  to  uncover  these. 

This  was  nowhere  better  exemplified  than  in  the 
field  of  genetics  where,  in  the  footsteps  of  Drs. 
F.  H.  C.  Crick,  M.  H.  F.  Wilkins  and  J.  D.  Watson, 
this  year’s  Nobel  Prize  winners  in  medicine,  the 
long-heralded  breakdown  of  the  genetic  code  is 
firmly  underway.  Breaking  the  code  could  be  a 
gigantic  step  into  the  future  for  medicine,  but  first 
more  knowledge  will  have  to  be  developed. 

The  code,  intertwined  in  a thread-like  molecule 
of  deoxyribonucleic  acid  (DNA),  dictates  all 
growth  and  life  functions  from  the  nucleus  of 
every  living  cell. 

It  is  reasoned  that  if  this  molecule  is  out  of 


kilter,  it  may  create  a chemical  imbalance  in  the 
body,  leading  to  defects  or  weaknesses.  If  an  in- 
dividual’s code  could  be  studied,  then  discovery 
of  such  imbalances  might  be  possible  and  correc- 
tions might  be  made,  perhaps  by  drugs  or  perhaps 
by  juggling  the  code  itself. 

But  knowing  the  code  is  not  enough.  There  must 
also  be  an  understanding  of  other  complex  un- 
knowns of  body  chemistry,  and  such  understanding 
will  probably  require  more  years  of  research. 

Advances  in  genetics,  however,  were  not  only  in 
the  field  of  deciphering  DNA’s  code.  Dr.  Robert 
Gutherie  of  the  University  of  Buffalo  devised  a 
blood  test  to  determine  at  birth  whether  an  infant 
suffers  from  phenylketonuria  (PKU).  This  dis- 
ease, caused  by  a chemical  imbalance,  prevents 
the  body  from  breaking  down  certain  food  acids 
which  can  cause  irreparable  brain  damage.  If  this 
abnormality  is  discovered  early  enough,  damage 
can  be  averted  through  control  of  the  diet. 

Another  development  which  may  lead  to  a gen- 
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eral  breakthrough  in  medicine  was  the  discovery 
for  the  first  time  of  a drug  capable  of  curing  a 
virus  disease.  Until  now,  such  diseases  could  only 
be  prevented  by  vaccines.  At  the  AMA  annual 
meeting  in  Chicago,  Dr.  Herbert  E.  Kaufman  of 
the  University  of  Florida  offered  proof  that  appli- 
cation of  the  drug  5-iodo-deoxyuridine  kills  off  the 
herpes  simplex  virus  which  invades  the  cornea  of 
the  eye  and  may  cause  blindness. 

Viruses  work  their  destruction  within  living 
cells.  Until  now  the  only  way  to  eliminate  such 
viruses  was  to  destroy  the  cells,  and  in  doing  so  to 
cause  as  much  harm  as  the  virus.  But  Dr.  Kauf- 
man’s findings  offer  hope  that  other  virus  cures  will 
be  found. 

Another  developing  field  in  1962  was  that  of 
medical  transplants — replacing  worn  and  diseased 
human  parts  with  those  of  another  person.  The 
stumbling  block  to  such  operations  has  always 
been  the  body’s  usual  refusal  to  accept  the  tissues 
of  another  person,  unless  that  person  were  an 
identical  twin.  Attempts  to  break  down  this  reac- 
tion by  heavy  radiation  or  extremely  strong  drugs 
have  been  partially  successful,  but  such  methods 
often  produce  harm. 

Proof  in  1962  that  the  thymus  gland  is  the  seat 
of  the  body’s  defense  mechanism,  which  rejects 
transplants,  triggered  hope  that  in  the  not  too 
distant  future  manipulation  of  the  gland  and  its 
secretions  may  make  possible  successful  trans- 
plants. Although  some  success  has  been  achieved 
with  kidney  transplants,  the  only  consistent  suc- 
cess has  been  with  cornea  transplants,  where  there 
is  practically  no  blood  supply  and  thus  no  built-in 
immunity. 

New  technics  also  spurred  advances  in  other 
fields  of  surgery.  Specialists  developed  two  meth- 
ods of  stimulating  failing  hearts.  One  process  uses 
an  electrical  shock  to  make  the  heart  continue 
beating.  Another  uses  chemical  stimulators,  im- 
planted within  the  heart  muscle. 

Also  several  methods  were  devised  to  increase 
the  flow  of  blood  to  the  heart  muscle.  It  was  found 
that  bits  of  spleen,  which  are  rich  in  blood  vessels, 
will  take  root  when  grafted  to  the  muscle  and  thus 
increase  the  supply.  Also  pioneered  was  the  diver- 
sion of  a chest  artery  to  the  heart  muscle. 

Significant  in  the  field  of  ear  surgery  was  de- 
velopment of  surgical  means  for  replacing  vital 
middle  ear  parts  with  plastic  or  stainless  steel. 

Hypothermia,  cooling  of  the  body,  was  given 
wider  use  by  surgeons  during  the  year,  particularly 
when  operating  on  vital  organs  such  as  the  heart 
and  brain.  Super  cold,  at  nearly  400  degrees  below 
freezing,  became  a medical  tool  during  the  year. 
Using  a hollow,  needle-like  device  at  this  tem- 
perature, Dr.  Irving  S.  Cooper  of  New  York  City 
freezes  a small  area  deep  within  the  brain.  By  this 
means  he  is  able  to  stop  the  tremor  and  rigidity 
associated  with  Parkinson’s  disease. 

Another  freezing  technic,  devised  by  Dr.  Owen 


Wangensteen  of  the  University  of  Minnesota, 
showed  promise  in  the  treatment  of  peptic  ulcers. 
A balloon  with  tube  attached  is  placed  in  the  pa- 
tient’s stomach  and  inflated  with  a coolant. 

Meanwhile,  experiments  with  dogs  may  open 
the  way  to  other  surgical  technics  aimed  at  curing 
cancerous  organs,  ulcers  and  other  ills.  It  was 
shown  that  stomachs,  spleens,  intestines  and  other 
organs  could  be  taken  out  of  dogs,  given  radical 
treatment  even  with  radiation  that  otherwise 
would  kill  the  dogs,  and  reimplanted. 

As  in  preceding  years,  much  of  the  effort  in  drug 
development  was  directed  at  cancer.  No  one  drug 
proved  completely  successful,  but  several — notably 
thio-tepa,  Methotrexate  and  5-fluorouracil — may 
point  the  way  toward  possible  breakthroughs  in 
the  field. 

Some  gains  were  noted  with  the  use  of  super- 
toxic doses  of  drugs — doses  which  normally  would 
be  fatal.  It  was  found  that  these  could  be  used  in 
certain  sections  of  the  body  if  these  sections  were 
“tied  off”  from  the  regular  blood  supply  and  kept 
alive  with  heart-lung  machines. 

Another  drug — ethionamide — showed  its  merit 
in  fighting  tuberculosis,  especially  in  view  of  the 
increasing  resistance  by  the  tubercle  bacilli,  which 
causes  the  disease,  to  present  medications. 

Other  developments  included  new  type  penicil- 
lins more  efficient  against  drug-resistant  bacteria 
and  less  likely  to  cause  allergic  reactions  in  pa- 
tients. 

There  were  also  several  “pluses”  in  the  field  of 
vaccines.  The  new  measles  vaccine  was  showing 
good  results  in  field  tests,  although  it  is  not  yet  on 
the  market.  Also,  the  way  was  possibly  open  for 
development  of  a German-measles  vaccine,  with 
isolation  for  the  first  time,  of  the  rubella  virus. 
This  disease,  if  contracted  by  a mother  in  early 
pregnancy,  may  result  in  the  birth  of  a defective 
child. 

Also  developed  and  being  tested  is  a vaccine 
which  promises  success  in  malaria  immunization. 

The  Sabin  oral  polio  vaccine  got  its  first  wide- 
scale  use,  and  by  year’s  end  had  created  somewhat 
of  a storm.  There  were  reports  of  a few  cases  of 
type  III  polio  following  inoculation  with  the  Sabin 
type  III  vaccine.  However,  Dr.  Albert  Sabin  said 
his  studies  showed  no  evidence  that  the  cases  were 
linked  with  his  vaccine.  At  any  rate,  the  incidence 
of  polio  appeared  headed  for  an  all-time  low. 

Public  health  in  1962  was  less  concerned  with 
breakthroughs  than  with  breakdowns.  Smallpox 
created  a scare  and  brought  to  light  the  fact  that 
millions  in  America  probably  have  no  immunity 
to  the  disease.  Taking  note  of  the  “dangerous  low” 
in  smallpox  protection,  the  AMA  urged  physicians 
and  their  patients  to  help  rebuild  the  nation’s  level 
of  immunity  to  the  disease.  Venereal  disease,  sup- 
posed to  be  on  its  way  out  five  years  ago,  was 
making  a strong  comeback,  as  was  tetanus,  an 
easily  preventable  disease. 


THE  DOCTOR'S  BUSINESS 


£*  AWIHAT'ONS 


The  Retirement  Act  of 

HOWARD  D.  BAKER 
Waterloo 

Enactment  of  the  Self-Employed  Individuals  Tax 
Retirement  Act  of  1962  was  recently  announced, 
and  since  its  passage  there  has  been  a flurry  of 
interest  among  physicians  who  are  anxious  to  avail 
themselves  of  its  promised  advantages  right  away. 

THERE  IS  NO  NEED  TO  HURRY 

A new  law  such  as  this  always  contains  a num- 
ber of  provisions  that  are  capable  of  various  in- 
terpretations, and  it  is  unwise  for  anyone  to  guess 
at  which  one  the  administering  agency  (the  In- 
ternal Revenue  Service,  in  this  instance)  will 
choose.  A few  months  after  its  enactment,  an 
official  analysis  is  made  and  regulations  are  formu- 
lated and  published. 

Since  this  Act  didn’t  take  effect  until  January  1, 

1963,  and  since  participants  can  take  full  advantage 
of  their  1983  deductions  if  they  initiate  retirement 
plans  at  any  time  up  to  December  31,  1983,  there 
is  no  need  for  hasty  action. 

"DON'T  CALL  ME;  I'LL  CALL  YOU" 

Without  a doubt,  many  “promoters”  of  pension 
and  profit-sharing  plans  for  the  self-employed  will 
be  working  aggressively,  even  before  publication 
of  the  final  regulations.  If  you  are  approached  by 
such  an  individual,  don’t  let  him  stampede  you  into 
action.  There  will  be  ample  time  after  the  rules 
have  been  announced,  and  after  a 10-year  wait,  a 
few  more  months  won’t  be  critical. 

SOME  BASIC  CONSIDERATIONS 

The  two  most  important  decisions  for  you  to 
make,  at  this  time,  are: 

1.  “Am  I in  a position  to  make  the  required  in- 
vestment each  year,  and  to  forego  the  use  of  the 
accumulated  funds  for  an  extended  period?”  Gen- 
erally speaking,  participation  in  a plan  under  this 
Act  will  require  an  annual  investment  of  $2,500, 
and  will  require  that  the  accumulation  remain 
intact  until  you  reach  59  V2  years  of  age.  Regardless 
of  tax  savings,  if  you  are  not  in  a position  to  make 

Mr.  Baker  is  a partner  in  Professional  Management  Mid- 
west. and  manager  of  its  Retirement  Planning  Department. 

He  majored  in  accounting  and  business  administration  at 
S.U.I.,  and  was  an  agent  of  the  U.  S.  Bureau  of  Internal 
Revenue  for  3 V2  years  before  forming  his  present  association 
in  1953. 


such  a commitment,  this  kind  of  plan  will  serve 
no  useful  purpose  for  you. 

2.  “How  much  will  such  a plan  cost  or  save  me?” 
This  question  should  be  answered  thoroughly  and 
in  detail.  You  should  consider  the  contributions 
that  you  will  be  required  to  make  on  behalf  of 
your  employees,  the  expense  of  establishing  the 
program,  the  costs  of  administering  it  each  year, 
and  the  final  costs  of  liquidating  it. 

When  you  have  found  out  that  a plan  is  feasible, 
then  you  must  decide  what  sort  of  plan  is  most 
advantageous  for  you.  Generally  speaking,  a pen- 
sion plan  requires  a fixed  annual  contribution, 
whereas  a profit-sharing  plan  permits  some  flex- 
ibility of  contributions.  On  this  basis,  profit-sharing 
plans  seem  likely  to  be  preferable,  if  the  regula- 
tions governing  them  parallel  those  controlling  the 
profit-sharing  pension  plans  of  corporations. 

Since  one  of  the  major  tax-saving  devices  is  to 
be  the  deferral  of  taxes  on  the  earnings  of  the 
fund,  as  opposed  to  deferral  of  taxes  on  the  limited 
contributions,  it  would  seem  that  one  should 
choose  the  investment  medium  offering  maximum 
growth.  It  would  appear  that  any  “fixed-dollar” 
accumulation  plan  such  as  insurance,  annuities  or 
bonds  would  offer  only  a minimum  tax  advantage. 
But  a choosing  among  the  investment  media  should 
be  postponed  until  the  interpretive  and  adminis- 
trative regulations  have  been  issued. 

SUMMARY 

Thus,  it  is  our  feeling  that  you  should  postpone 
action  until  you  have  been  told  all  of  the  rules, 
and  until  you  have  made  a careful  and  thorough 
study  of  your  particular  needs.  Waiting  a few 
months  won’t  cost  you  anything. 

Rather  than  submit  to  the  confusion  of  having 
several  random  proposals  submitted  to  you  by 
salesmen  who  are  primarily  interested  in  their 
own  commissions,  why  not  first  have  an  impartial 
study  made  of  your  situation  and  of  the  various 
plans  that  are  available?  Then  you  can  approach 
the  salesman  who  can  offer  you  what  you  want 
and  need! 
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Iowa  Health  Groups  Are  Finding 

New  Avenues  for  Cooperation 


Doctors  of  medicine  and  the  other  professionals 
in  the  field  of  health  care  have  always  striven,  as 
individuals  and  as  members  of  their  separate  or- 
ganizations, to  safeguard  or  to  restore  the  health 
of  their  fellow  citizens,  but  they  are  now  joining 
their  societies  in  order  to  promote  endeavors — 
independent  or,  where  necessary,  governmental — 
to  prevent  illness  and  improve  the  care  of  the  sick. 
New  media  and  new  projects  for  interprofessional 
cooperation  are  being  developed  in  rapid  succes- 
sion. 

THE  IOWA  INTERPROFESSIONAL  ASSOCIATION 

The  first  grouping  of  representatives  of  health 
professions  in  this  state,  the  Iowa  Interprofessional 
Association,  was  founded  as  far  back  as  the  1930’s, 
and  its  members  at  present  are  the  Iowa  Medical 
Society,  the  Iowa  Dental  Association,  the  Iowa 
Veterinary  Medical  Association,  the  Iowa  Pharma- 
ceutical Association,  the  Iowa  Nurses  Association 
and  the  Iowa  Hospital  Association,  the  personnels 
of  which  total  somewhere  in  the  neighborhood  of 
10,000.  Until  recently  the  IIA  was  active  princi- 
pally at  the  state  level,  holding  meetings  once  or 
twice  a year  and  enlisting  support  for  projects 
through  the  local  chapters  of  its  member  societies. 
Now,  however,  the  doctors,  pharmacists,  dentists, 
nurses,  veterinarians  and  hospital  administrators 
have  begun  setting  up  similar  composite  organiza- 
tions in  some  of  the  counties,  and  expect  to  estab- 
lish more  of  them. 

Originally,  the  IIA  was  a means  of  enlisting 
interdisciplinary  support  for  undertakings  of  spe- 
cial concern  to  professionals  in  just  one  or  two  of 
the  health  fields.  There  were  many  of  these.  The 


dentists  wanted  fluoridation  of  public  water  sup- 
plies (to  prevent  tooth  decay,  it  should  be  noted, 
rather  than  to  put  money  in  their  own  pockets). 
The  veterinarians,  just  as  unselfishly,  sought  sup- 
port for  their  efforts  to  eradicate  brucellosis,  bo- 
vine tuberculosis  and  other  diseases  transmissible 
from  animals  to  man.  The  doctors  were  anxious 
to  prevent  the  passage  of  laws  that  would  danger- 
ously restrict  the  use  of  animals  for  laboratory  re- 
search. Through  the  IIA,  the  health  professions 
united  in  support  of  these  and  similar  points  of 
view. 

Beginning  two  or  three  years  ago,  however,  the 
IIA  has  rapidly  become  something  more  than  a 
forum  for  the  exchange  of  opinions.  It  has  started 
projects  that  are  of  equal  concern  to  all  of  the 
member  professions.  During  the  recent  Cuban 
crisis,  in  cooperation  with  the  State  Office  of 
Civilian  Defense,  the  IIA  has  reactivated  the  coun- 
ty committees  it  first  established  three  years  ago 
to  lead  at  the  local  level  in  providing  care  for  peo- 
ple injured  in  a nuclear  attack,  or  in  a tornado, 
fire,  train  wreck  or  other  lesser  catastrophe.  In 
each  of  the  99  Iowa  counties,  a doctor  of  medicine 
is  the  chairman,  and  representatives  of  all  of 
the  other  five  professions  have  agreed  to  serve. 
Virtually  complete  listings  of  these  committees 
were  published  on  pages  810-814  of  the  December, 
1962,  issue  of  the  journal  of  the  iowa  medical 

SOCIETY. 

A noteworthy  example  of  the  preparations  be- 
ing made  locally  for  the  care  of  mass  casualties 
can  be  found  in  the  article  “Color  Coding  in  Dis- 
aster Planning,”  from  the  Park  Hospital  and  Clinic 
at  Mason  City,  which  appears  on  pages  1-4  in  this 


(January,  1963)  issue  of  the  journal.  The  tech- 
nics described,  or  modifications  of  them,  will  fa- 
cilitate the  diagnosing  of  accident  victims’  diffi- 
culties and  the  routing  of  patients  to  physicians 
and  other  personnel  best  trained  and  equipped  to 
care  for  them  with  a minimum  of  delay  and  con- 
fusion. 

Since  these  activities  will  be  efficient  only  if 
they  are  tried  out  frequently,  the  IIA  urges  the 
county  disaster-care  committees  to  conduct  “dry 
runs”  every  few  months,  just  as  fire  drills  are 
performed  in  schools  and  hospitals.  These  are  nec- 
essary precautions,  both  in  peace  and  war! 

Another  project  for  which  all  of  the  health  pro- 
fessionals have  seen  a great  need  is  the  recruit- 
ment of  young  people.  The  IIA  has  prepared  and 
printed  a brochure  detailing  career  opportunities 
in  all  of  the  member  organizations’  fields,  and  is 
making  copies  of  it  available  to  high  school  stu- 
dents. It  set  up  booths  at  recent  meetings  of  the 
Iowa  Education  Association  to  introduce  the  book- 
let to  teachers — in  particular  to  academic  and  vo- 
cational counselors  in  the  high  schools — and  at 
the  Iowa  State  Fair  it  has  put  it  directly  into  the 
hands  of  as  many  young  people  as  possible. 

A second  interdisciplinary  group  with  which 
Iowa  doctors  are  working  is  the  Joint  Council  on 
Care  of  the  Aged,  where  physicians,  dentists, 
nursing-home  operators  and  hospital  adminis- 
trators are  represented.  The  Joint  Council  gath- 
ered data  for  use  at  the  White  House  Conference 
on  Aging  that  was  held  a year  ago  this  month, 
and  since  then  it  has  continued  its  efforts  to  col- 
lect information  about  the  numbers  and  the  needs 
of  the  elderly  Iowans  who  cannot  provide  altogeth- 
er satisfactorily  for  themselves. 

During  recent  months,  both  the  Iowa  Interpro- 
fessional Association  and  the  Joint  Council  on 
Care  of  the  Aged  have  been  means  for  a contin- 
uing exchange  of  ideas  and  for  reaching  agree- 
ment among  professionals  in  the  health  fields 
about  the  best  way  of  helping  elderly  people  meet 
their  health  needs.  The  seven  organizations  in 
these  two  groups  are  united  in  advocating  medical 
aid  to  the  near-needy  aged  through  an  immediate 
implementation  of  the  Kerr-Mills  Act  in  Iowa  and 
most  of  them  prefer  the  use  of  a fiscal-agent  mech- 
anism. Under  such  an  arrangement,  the  State  De- 
partment of  Social  Welfare  would  have  final  au- 
thority regarding  the  eligibility  of  applicants  for 
assistance,  but  claims  from  those  who  provide 
health-care  services  to  them  would  be  paid  through 
a non-governmental  instrumentality  such  as  Blue 
Cross-Blue  Shield. 

DOCTORS  OF  MEDICINE  AND  OSTEOPATHIC 
PHYSICIANS  AND  SURGEONS 

For  about  a year  and  a half,  a group  known  as 
the  M.D./D.O.  Liaison  Committee  has  met  fre- 
quently to  facilitate  cooperation  between  doctors 
of  medicine  and  osteopaths  with  comparable  train- 
ing and  modes  of  practice.  Under  a plan  approved 


by  the  Iowa  Medical  Society’s  House  of  Delegates 
and  the  governing  body  of  the  Iowa  Society  of 
Osteopathic  Physicians  and  Surgeons,  doctors  of 
medicine  may  cooperate  in  the  care  of  patients 
with  osteopaths  who  are  fully  licensed  to  prac- 
tice medicine  and  surgery,  who  have  been  en- 
dorsed for  such  cooperation  by  ISOPS,  and  who 
have  been  approved  both  by  the  medical  societies 
of  the  counties  where  they  work  and  by  the  IMS 
Judicial  Council.  The  use  of  this  recognition  pro- 
cedure started  two  months  ago. 

The  osteopaths  have  always  been  a compara- 
tively small  group,  and  since  doctors  of  medicine 
refused  to  teach  in  their  schools  as  long  as  the 
“osteopathic  lesion”  and  other  scientifically  un- 
demonstrable  theories  were  insisted  upon,  the  col- 
leges of  osteopathy  became  undesirably  inbred. 
It  is  hoped  that  Iowa  may  soon  have  a composite 
licensure  board  for  these  two  professions,  em- 
powered to  assess  the  instruction  given  at  the  med- 
ical and  osteopathic  schools  where  the  candidates 
for  licenses  have  received  their  training,  and  that 
doctors  of  medicine  may  begin  taking  some  of  the 
teaching  posts  in  the  osteopathic  colleges. 

M.D.'S  AND  GOVERNMENTAL  HEALTH  DEPARTMENTS 

Cooperation  between  doctors  of  medicine  and 
the  Iowa  State  Department  of  Health  doesn’t  con- 
stitute news,  for  it  has  always  been  good.  But  it 
is  being  stepped  up.  With  teaching  materials  pro- 
vided by  the  federal  Department  of  Health,  Educa- 
tion and  Welfare,  physicians  and  the  State  Health 
Department’s  public  health  nurses  began  last  win- 
ter to  instruct  groups  of  citizens  in  medical  self- 
help,  with  the  aim  of  eventually  having  one  or 
more  trained  people  in  each  household  to  care  for 
the  injured  and/or  to  attend  women  in  childbirth 
in  case  death-dealing  nuclear  radiation,  impas- 
sable roads  or  some  other  difficulty  prevents  phy- 
sicians from  rendering  such  services.  As  of  June 
30,  1962,  the  course  had  been  given  to  62  classes 
throughout  the  state,  or  to  a total  of  1,250  en- 
rollees.  Those  figures  are  small,  but  the  project 
had  been  under  way  for  no  more  than  four  months 
at  the  end  of  last  June. 

The  State  Health  Department  recently  estab- 
lished a Division  of  Health  Mobilization,  and  hired 
a man  to  head  it.  The  new  Division  is  to  start  op- 
eration immediately,  and  one  of  its  responsibili- 
ties will  be  to  coordinate  and  promote  instruction 
in  medical  self-help.  Additional  physicians  will  be 
needed  as  instructors. 

Space  doesn’t  permit  mention  of  all  the  other 
undertakings  in  which  doctors  of  medicine  are 
working  with  governmental  agencies  and  private 
groups,  but  one  of  the  newer  and  more  noteworthy 
of  them  is  the  experimental  “homemaker  service” 
in  Polk  County,  where  the  other  participants  are 
the  City-County  Health  Department  and  the  Des 
Moines  Council  of  Social  Agencies. 

New  projects  of  all  these  sorts  are  being  initiated 
every  year,  and  Iowa  doctors  are  glad  to  cooperate 
in  them. 


BOOK  REVIEWS 

Fundamental  Skills  in  Surgery,  by  Thomas  F.  Neal- 
on,  Jr.,  M.D.  (Philadelphia,  W.  B.  Saunders  Com- 
pany, 1962.  $8.50) . 

In  the  preface  to  his  text,  the  author  tells  that  de- 
scriptions of  most  of  the  simple  technical  procedures 
which  the  embryonic  physician  or  surgeon  is  ex- 
pected to  perform  are  scattered  about  in  the  literature. 
His  purpose — and  he  has  accomplished  it  quite  ad- 
mirably— is  to  assemble  directions  for  these  procedures 
in  one  volume,  along  with  many  useful  little  tricks. 

This  book  on  fundamental  skills  includes  chapters 
on  “Care  of  the  Surgical  Patient,”  “Instruments,” 
“Operating  Room  Conduct,”  “Sutures,”  “Dressings,” 
“Anesthesia,”  “Trauma,”  Infection,”  “Burns,”  “Minor 
Surgery  of  Skin  and  Superficial  Tissues,”  “Infants 
and  Children,”  a number  of  chapters  on  “Regional 
Body  Problems,”  “Circulation  and  Electrolytes,”  etc. 
The  book  is  well  illustrated  by  drawings  and  photo- 
graphs. 

This  volume  should  be  helpful  to  any  surgeon,  but 
is  a must  for  internes,  surgical  residents  and  general 
practitioners. — Ralph  A.  Dorner,  M.D. 


An  Atlas  of  Head  and  Neck  Surgery,  by  John  M. 
Lore,  Jr.,  M.D.  (Philadelphia,  W.  B.  Saunders  Com- 
pany, 1962.  $25.00). 

Dr.  Lore  is  an  otolaryngologist  with  considerable 
formal  training  in  general  surgery.  The  text  includes 
operative  procedures  that  under  special  circumstances 
might  be  considered  general  surgery,  ophthalmologic 
surgery,  otolaryngologic  surgery,  plastic  surgery, 
neurosurgery  or  vascular  surgery.  An  attempt  is  made 
to  encompass  in  one  volume  all  such  related  proce- 
dures of  the  head  and  neck. 

The  value  of  such  a work  must  be  judged  on  the 
basis  of  the  accuracy  of  the  text  and  the  technical  com- 
petency of  the  illustrations.  Both,  in  this  case,  are 
excellent.  The  atlas  includes  sections  on  anatomy  and 
general  and  specific  operative  procedures.  The  illus- 
trations by  Robert  Wabnitz,  director  of  medical  illus- 
trations at  the  University  of  Rochester  Medical  Cen- 
ter, Rochester,  New  York,  are  accurate  representa- 
tions of  the  anatomy  involved,  and  understandable 
delineations  of  the  operative  steps. 

The  author,  the  artist  and  the  publisher  are  to  be 
commended  for  this  handsome  volume.  You  will  find 
the  atlas  a tangible  aid  in  your  head  and  neck  sur- 
gery. — John  T.  Bakody,  M.D. 


Clinical  Diagnosis  by  Laboratory  Methods,  Thirteenth 
Edition,  by  Israel  Davidsohn,  M.D.,  and  Benjamin  B. 
Wells,  M.D.,  Ph.D.  (Philadelphia,  W.  B.  Saunders 
Company,  1962.  $16.50). 

This  standard  textbook  enters  its  thirteenth  edition 
as  an  endeavor  of  multiple  authorship.  Yet,  it  retains 
the  excellent  depth  of  application  to  clinical  medicine, 
as  well  as  an  orderly  manner  of  presentation. 

The  usual  and  expected  subjects  are  adequately 
presented,  and  besides,  some  new  subjects  have  been 
added,  ones  which  will  provide  the  reader  with  fur- 
ther tools  for  clinical  application.  Among  these  are 
the  use  of  statistics,  a consideration  of  isotopes,  and 
a discussion  of  hospital  epidemiology. 

The  text  is  well  written,  the  bibliography  is  en- 
tirely adequate,  and  the  format  is  good.  In  my  opinion, 
this  classic  continues  to  be  the  best  in  its  field. — 
Marion  E.  Alberts,  M.D. 


Gynecology,  by  Langdon  Parsons,  M.D.,  and  Sheldon 

C.  Sommers,  M.D.  (Philadelphia,  W.  B.  Saunders 

Company,  1962.  $20.00) . 

This  large  and  very  inclusive  reference  text  on 
gynecology  is  unique  in  several  respects.  It  is  the 
product  of  the  joint  efforts  of  a seasoned  and  experi- 
enced gynecologist  and  teacher  and  a general  pa- 
thologist. 

It  has  a refreshing  approach  in  that  it  divides  the 
material  into  seven  “ages  of  women,”  beginning  with 
infancy  and  childhood,  and  concluding  with  the  post- 
menopausal era  and  geriatric  gynecology.  This  ar- 
rangement necessitates  a certain  amount  of  repetition 
and  increases  the  size  of  the  book,  of  course,  but  I 
think  it  adds  materially  to  its  usefulness  as  a reference 
text. 

The  authors  have  very  wisely  included  a section  on 
marriage  counseling  which  is  excellent.  It  is  refresh- 
ing to  see  adequate  recognition  given  to  this  very  im 
portant  phase  of  medical  practice.  The  general  prac- 
titioner as  well  as  the  gynecologist  will  find  this  sec- 
tion extremely  useful. 

The  presentation  of  information  on  clinical  disorders 
in  question-and-answer  form  facilitates  the  presenta- 
tion of  a maximum  amount  of  data  in  a minimum  of 
time.  The  busy  and  harassed  private  practitioner  will 
especially  appreciate  this  feature. 

The  authors  have  wisely  included  a very  complete 
discussion  of  tumors  and  diseases  of  the  breast.  Cer- 
tainly, whether  he  actively  treats  breast  tumors  or 
not,  the  gynecologist  is  in  a position  to  examine  and 
evaluate  more  breasts  than  is  a member  of  any  other 
segment  of  the  profession. 

The  problems  of  the  geriatric  gynecologic  patient 
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are  approached  in  a positive  rather  than  in  a negative 
manner.  The  author’s  feeling  that  everything  possible 
should  be  done  to  enable  such  a woman  to  enjoy  life 
to  its  fullest,  regardless  of  her  age,  will  be  warmly 
assented  to  by  all  experienced  clinicians. 

This  book  is  large,  it  is  expensive,  and  to  some  ex- 
tent it  is  repetitious.  It  will  be  of  limited  value  to  the 
average  general  practitioner,  but  certainly  it  belongs 
in  every  medical  library. — Cecil  W.  Seibert,  M.D. 

BOOKS  RECEIVED 


June  14-16 
June  23-28 

June  23-28 

June  27-29 

June  27-29 


Society  of  Obstetricians  and  Gynaecologists 
of  Canada.  Delawana  Inn,  Ontario 

World  Commission  on  Cerebral  Palsy.  Copen- 
hagen. Write:  P.  Hoeg  Albrethsen,  Samfundet 
for  Vanfore,  Esplanaden  34,  Copenhagen  K 

International  Society  for  Rehabilitation  of  the 
Disabled.  Copenhagen.  Write  the  Society,  701 
First  Avenue,  New  York  City 

International  Congress  on  Alimentary  and  Di- 
gestive Allergy.  Vichy,  France.  Write:  Pierre 
Lignon,  24  boul  des  Capucines,  Paris  9 

Neurosurgical  Society  of  America.  London. 
Write:  Courtland  H.  Davis,  Jr.,  M.D.,  Bowman 
Gray  School  of  Medicine,  Winston-Salem, 
N.  C. 


SYNOPSIS  OF  ROENTGEN  SIGNS,  by  Isadore  Meschan, 
MD,  with  the  assistance  of  R.  M.  F.  Farrer-Meschan, 
M.D.  (Philadelphia,  W.  B.  Saunders  Company,  1962.  $11.00). 

BEDSIDE  DIAGNOSIS,  SIXTH  EDITION,  by  Charles  Seward, 
M.D.  (Baltimore,  The  Williams  & Wilkins  Company,  1962. 
$7.00). 


July  2-4  Ciba  Foundation  Symposium  on  Cellular  In- 
jury. London.  Write:  Ciba  Foundation,  41 

Portland  Place,  London  W1 

July  23-27  International  Society  of  Chemotherapy.  Stutt- 
gart, Germany.  Write:  Clemens  A.  Hockethat, 
VA  Hospital,  13th  and  Harrison  Streets,  Oak- 
land, California 


MEDICAL  RESIDENT'S  MANUAL,  by  Frank  B.  Flood, 
M.D.,  Richard  J.  Kennedy,  M.D.,  and  William  J.  Grace, 
M.D.  (New  York,  Appieton-Century-Crofts,  Div.  of  Mere- 
dith Publishing  Company,  1962.  $4.95). 

HARE-LIPS  AND  THEIR  TREATMENT,  by  A.  B.  LeMesurier, 
M.D.  (Baltimore,  The  Williams  & Wilkins  Company,  1962. 
$7.00). 

SYNOPSIS  OF  GENITOURINARY  DISEASE,  SEVENTH 
EDITION,  by  Austin  I.  Dodson,  Jr.,  M.D.,  and  J.  Edward 
Hill,  M.D.  (St.  Louis,  The  C.  V.  Mosbv  Company,  1962. 
$7.75.) 


Coming  Meetings 

(Continued  from  page  33) 

May  23-25  International  Society  of  Colon  and  Rectal  Dis- 
eases. Athens.  Write:  Harry  E.  Bacon,  M.D., 
Temple  University  Medical  Center,  Phila- 
delphia 40 

May  28-June  2 Second  Asia  and  Oceania  Congress  of  En- 
docrinology. Sydney,  Australia.  Write:  P.  J. 
Claringbold,  M.D.,  University  of  Sydney 

June  2-5  Canadian  Ophthalmological  Society.  Royal 

York  Hotel,  Toronto 

June  9-15  International  Hospital  Congress.  Paris.  Write: 

J.  C.  J.  Burkens,  M.D.,  International  Hospital 
Federations,  24/6  London  Bridge  Street,  Lon- 
don, SE1 


Aug.  9-15 
Sept.  1-7 
Sept.  2-6 

Sept.  16-20 
Sept.  19-21 


International  Congress  on  Nutrition.  Edin- 
burgh, Scotland.  Write:  Alexander  Adler,  30 
Park  Avenue,  New  York  16 

International  Congress  on  Orthopaedic  Sur- 
gery and  Traumatology.  Vienna.  Write:  Karl 
Chiari,  Grillparzerstrasse  14,  Vienna  1 

International  Congress  on  Clinical  Pathology. 

Mexico  City.  Write:  E.  Cervera  B.,  M.D., 

Asociacion  Mexicana  de  Laboratorio  Clinico, 
Durango  213,  Mexico  7,  D.F. 

Ciba  Foundation  Guest  Symposium  on  Mother- 
Infant  Interaction.  London.  Write:  Ciba  Foun- 
dation, 41  Portland  Place,  London  W1 

Congress  of  the  International  Society  of  Car- 
diovascular Surgery.  Rome,  Italy.  Write:  H. 
Haimovici,  M.D.,  862  Park  Avenue,  New  York 
21 


Oct.  American  Society  of  Plastic  and  Reconstruc- 

tive Surgery.  Hawaiian  Village  Hotel,  Hono- 
lulu. Write:  T.  Ray  Broadbent,  M.D.,  Secre- 
tary, 508  E.  South  Temple,  Salt  Lake  City 

Nov.  5-13  Ninth  Congress  of  the  Pan-Pacific  Surgical 
Association.  Honolulu.  Write:  F.  J.  Pinkerton, 
M.D.,  Director  General,  Pan-Pacific  Surgical 
Association,  Suite  236,  Alexander  Young  Build- 
ing, Honolulu  13,  Hawaii 

Nov.  13-Dec.  10  First  Pan-Pacific  Mobile  Educational  Lecture 
Seminar.  New  Zealand,  Australia,  Thailand, 
the  Philippines,  Hong  Kong  and  Japan.  Write: 
F.  J.  Pinkerton,  M.D.,  Director  General,  Pan- 
Pacific  Surgical  Association,  Suite  236,  Alex- 
ander Young  Building,  Honolulu  13,  Hawaii 


Actions  of  the  AMA  House  of 
Delegates  at  Los  Angeles 


F.  J.  L.  BLASINGAME,  M.D., 

Health  care  for  the  aged,  medical  ethics,  grad- 
uate medical  education,  expansion  of  the  AMA 
Board  of  Trustees  and  a study  of  the  sections  and 
scientific  program  of  the  AMA  were  among  the 
major  subjects  acted  upon  by  the  House  of  Dele- 
gates at  the  American  Medical  Association’s  Six- 
teenth Clinical  Meeting  held  November  25-28  in 
Los  Angeles. 

In  keynoting  the  Association’s  attitude  toward 
Social  Security  health  care  for  the  aged,  Dr. 
George  M.  Fister,  of  Ogden,  Utah,  AMA  president, 
told  the  opening  session  of  the  House:  “We  will 


Executive  Vice  President 

not  compromise  on  the  fundamental  principles  in 
which  we  believe  and  for  which  we  have  fought  in 
the  past  with  courage  and  good  judgment.  We  will 
not  jeopardize  our  position  either  by  indicating  a 
willingness  to  consider  a compromise  which  would 
damage  our  basic  principles,  or  by  hasty  action 
which  might  be  misinterpreted.” 

Dr.  Fister  urged  the  entire  medical  profession  to 
understand  the  basic  issues  in  this  struggle  so  that 
they  can  recognize  the  difference  between  com- 
promise and  surrender.  “The  people  will  respond 
to  the  truth,”  he  said,  “and  it  is  imperative  that  we 
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as  individuals  and  as  an  organization  see  that  they 
get  the  truth.” 

The  House  reaffirmed,  without  compromise  or 
change,  the  Association’s  present  policy  of  op- 
position to  the  King-Anderson  type  of  legislation 
and  support  for  the  Kerr-Mills  program.  In  so  do- 
ing, it  also  approved  in  principle  the  following 
suggested  amendments  to  the  Kerr-Mills  Law: 

1.  Remove  the  requirement  that  both  Old  Age 
Assistance  (OAA)  and  Medical  Assistance  for  the 
Aged  (MAA)  programs  be  administered  by  the 
same  agency; 

2.  Provide  flexibility  in  the  administration  of  the 
income  limitations  proposed  under  state  law  so 
that  a pei’son  who  experiences  a major  illness  may 
qualify  for  benefits  if  the  expense  of  that  illness, 
in  effect,  reduces  his  money  income  below  the 
maximum  provided; 

3.  Include  a provision  in  the  law  requiring  state 
administering  agencies  to  seek  expert  advice  from 
physicians  or  medical  societies  through  medical 
advisory  committees;  and 

4.  Provide  for  “free  choice”  of  hospital  and 
doctor  under  state  programs. 

At  the  same  time,  the  House  also  endorsed  in 
principle  four  proposed  amendments  to  the  In- 
ternal Revenue  Code,  designed  to  assist  in  financ- 
ing the  medical  and  hospital  expenses  of  the  aged. 
These  amendments  would:  liberalize  tax  deduc- 
tions for  medical  expenses  of  dependents  over  age 
65;  remove  the  1 per  cent  drug  limitation  and  in- 
clude drugs  as  medical  expenses;  permit  taxpayers 
over  age  65  to  receive  full  tax  benefit  for  medical 
expenses  by  use  of  the  carry-forward  and  carry- 
back principle,  and  provide  a tax  credit  for  medical 
expenses  paid  by  the  over  age  65  taxpayer,  pro- 
portionate to  the  relation  between  his  medical  ex- 
pense and  taxable  income. 

The  House  also  approved  a status  report  which 
concluded  with  this  statement:  “It  is  our  strong 
conviction  that  the  legislative  situation,  the  ex- 
panding health  insurance  and  prepayment  cover- 
age, the  impi'oving  economic  status  of  the  aged,  and 
the  many  other  factors  cited  in  this  report  require 
that  we  face  the  1963-1964  Congressional  cam- 
paign without  defeatism  or  complacency  and  with 
pride  in  the  progress  that  has  occurred.  Finally,  it 
is,  above  all,  essential  that  our  position  not  be  un- 
dermined by  the  adoption  of  any  policies  that  com- 
promise our  basic  principles.” 

In  considering  seven  so-called  “pledge”  resolu- 
tions involving  professional  freedom,  the  House 
adopted  a substitute  resolution  urging  that  all 
physicians  be  encouraged  to  support  the  position 
taken  by  the  House  of  Delegates  in  June,  1961. 
That  policy  statement  said:  “The  House  of  Dele- 
gates invites  attention  to  the  fact  that  the  medical 
profession  is  the  only  group  which  can  render 
medical  care  under  any  system,  and  that  the  med- 
ical profession  is  best  qualified  to  determine  how 
the  best  medical  care  can  be  delivered. 


“The  House  of  Delegates  believes  that  the  med- 
ical profession  will  see  to  it  that  every  person  re- 
ceives the  best  available  medical  care  regardless 
of  his  ability  to  pay,  and  it  further  believes  that  the 
profession  will  render  that  care  according  to  the 
system  it  believes  is  in  the  public  interest  and  that 
it  will  not  be  a willing  party  to  implementing  any 
system  which  is  detrimental  to  the  public  welfare.” 

MEDICAL  ETHICS 

The  AMA  Judicial  Council  submitted  a report 
containing  new  opinions  on  the  medical  ethics  in- 
volved in  physician  ownership  of  drug  stores,  drug 
repackaging  houses  and  drug  companies,  dispens- 
ing of  glasses  by  ophthalmologists,  and  advertising 
practices  of  medical  laboratories.  The  House  de- 
cided that  the  questions  of  physician  ownership  of 
drug  stores,  drug  repackaging  houses  and  drug 
companies,  and  the  dispensing  of  glasses  by  oph- 
thalmologists, should  not  be  acted  upon  at  this  time. 
Those  opinions  were  returned  to  the  AMA  Judicial 
Council  for  further  study  and  report.  The  House 
approved  the  portion  of  the  report  relating  to  ad- 
vertising practices  of  medical  laboratories,  and 
agreed  that  the  propriety  of  such  practices  should 
be  determined  at  the  local  level,  in  compliance 
with  the  new  opinion.  The  House  also  approved 
the  rules  of  procedure  adopted  by  the  AMA  Ju- 
dicial Council  for  disciplinary  action  in  cases  where 
the  Association  now  has  original  jurisdiction  as 
conferred  by  the  June,  1962,  change  in  the  Bylaws. 

INTERNS  AND  RESIDENTS 

A special  report  on  the  compensation  of  interns 
and  residents,  which  was  published  in  the  October 
27  issue  of  jama,  was  presented  to  the  House  by 
the  Council  on  Medical  Education  and  Hospitals 
and  the  Council  on  Medical  Service.  The  report 
was  submitted  as  information  only,  with  a request 
for  further  study,  comments  and  suggestions.  The 
House  urged  that  all  delegates,  hospital  staffs  and 
medical  societies  discuss  the  report  and  forward  all 
suggestions  to  the  two  Councils  in  time  to  influence 
the  form  of  the  report  to  be  presented  for  action 
at  the  June,  1963,  meeting. 

In  another  action  on  graduate  medical  education, 
the  House  approved  a report  on  internships  and 
hospital  services  in  which  the  Council  on  Medical 
Education  and  Hospitals  recommended  numerous 
changes  in  the  Essentials  of  an  Approved  Intern- 
ship. The  House  declared  that  “their  acceptance 
will  further  strengthen  the  educational  values  of 
the  internship  and  advance  American  medicine’s 
contribution  to  worthy  goals  of  international  edu- 
cational exchange.” 

The  House  modified  one  Council  recommenda- 
tion to  read  as  follows:  “In  order  to  maintain  high 
standards  of  education  and  better  assure  the  pa- 
tients’ welfare,  at  least  25  per  cent  of  the  total 
house  staff  (interns  and  residents)  of  a hospital 
should  be  graduates  of  accredited  United  States 
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or  Canadian  medical  schools.  When  United  States 
and  Canadian  graduates  represent  a lesser  portion 
of  the  house  staff  for  two  successive  years,  this 
will  warrant  that  serious  consideration  be  given 
to  disapproving  the  internship.” 

The  House  instructed  the  Council  on  Medical 
Education  and  Hospitals  to  exert  every  possible 
effort  and  influence  so  that  all  hospitals  with  ap- 
proved house-officer  training  programs  accept  a 
reasonable  number  of  foreign  medical  school 
graduates. 

AMA  BOARD  OF  TRUSTEES 

The  House,  by  a vote  of  130  to  48,  adopted 
changes  in  the  Constitution  and  Bylaws  which 
would  have  implemented  the  June,  1962,  recom- 
mendations of  the  Ad  Hoc  Committee  on  the 
Board  of  Trustees,  including  expansion  of  the 
Board  from  11  to  15  members.  However,  the 
Judicial  Council  later  informed  the  House  that  the 
affirmative  votes  necessary  to  amend  the  Consti- 
tution should  have  totalled  at  least  144,  or  two- 
thirds  of  the  216  voting  delegates  registered  at  the 
Wednesday  session.  The  House  then  adopted  a 
motion  to  vote  on  the  proposed  Constitutional 
amendments,  in  accord  with  the  changes  made  in 
the  Bylaws,  at  the  opening  session  of  the  June, 
1963,  meeting. 

SECTIONS  AND  SCIENTIFIC  PROGRAM 

A report  by  the  Committee  to  Study  the  Scien- 
tific Sections,  recommending  major  changes  in  the 
organizational  structure  and  scientific  program  of 
the  Association,  was  presented  to  the  House  by 
the  Board  of  Trustees.  However,  because  of  many 
requests  for  delay  in  approval,  the  House  instruct- 
ed the  Speaker  to  appoint  an  ad  hoc  committee 
composed  of  members  of  the  House,  and  including 
representatives  of  the  sections,  to  study  the  sub- 
ject and  report  next  June. 

MISCELLANEOUS  ACTIONS 

In  considering  a wide  variety  of  resolutions,  and 
annual  and  supplementary  reports,  the  House 
also: 

Instructed  the  Board  of  Trustees  to  use  every  in- 
fluence in  their  command  to  have  the  Hill-Burton 
Law  amended  in  such  a manner  as  to  eliminate  all 
categorical  grants,  eliminate  the  term  “diagnostic 
and  treatment  centers”  from  any  listings  in  the 
act,  and  prevent  federal  funds  being  awarded  un- 
der existing  law  as  a grant  to  closed-panel  med- 
ical corporations  to  build  diagnostic  and  treatment 
centers. 

Declared  that  it  is  both  the  responsibility  and 
duty  of  the  AMA  to  submit  testimony  before  Con- 
gress on  the  subject  of  research  appropriations  in 
the  health  field. 

Urged  state  and  county  medical  societies  to  con- 
tinue promoting  the  aggressive,  consistent  develop- 
ment of  Blue  Shield  senior  citizen  programs. 


Encouraged  medical  societies  and  physicians  to 
provide  cooperation  and  leadership  in  the  formula- 
tion and  operation  of  regional  hospital  planning 
bodies. 

Approved  Essentials  of  Acceptable  Schools  for 
Inhalation  Therapy  Technicians,  Cytotechnology 
and  Medical  Technology  and  of  Approved  Resi- 
dencies in  Pediatric  Cardiology. 

Recommended  that  a Board  report  and  two  reso- 
lutions dealing  with  the  “Liberty  Amendment ” be 
re-referred  to  the  Council  on  Legislative  Activities 
for  further  study. 

Warned  against  the  dangerously  low  level  of 
immunization  for  smallpox,  and  urged  physicians 
and  their  patients  to  maintain  the  needed  protec- 
tion. 

Pointed  out  that  state  and  county  medical  so- 
cieties should  collaborate  with  departments  of 
public  health  in  the  interest  of  community  health, 
always  keeping  in  mind  the  need  for  a proper 
balance  between  local  public  health  programs  and 
the  private  practice  of  medicine. 

Authorized  the  Board  of  Trustees  to  investigate 
the  feasibility  of  establishing  a physicians’  pension 
plan  and  to  present  a plan  for  the  implementation 
of  such  a program  to  the  House  in  June. 

Instructed  the  Board  of  Trustees  to  study  the 
feasibility  of  regional  clinical  sessions,  taking  into 
consideration  the  already  established  regional 
meetings  of  medical  specialty  groups  and  the 
Academy  of  General  Practice. 

Commended  the  Council  on  National  Security 
and  its  Committee  on  Disaster  Medical  Care  for 
initiating  a visitation  program  with  committees  on 
emergency  medical  service  of  state  medical  so- 
cieties. 

Expressed  appreciation  and  thanks  to  the  Wom- 
an’s Auxiliary  for  its  impressive  accomplishments 
in  behalf  of  our  free  society. 

AMA-ERF 

The  delegates  learned  from  a report  by  the 
American  Medical  Association  Education  and  Re- 
search Foundation  that  one  out  of  every  ten  med- 
ical students  in  the  U.  S.  is  now  benefiting  from 
the  new  student  loan  program.  Since  its  inception 
nine  months  ago,  the  program  has  granted  loans 
totaling  more  than  nine  million  dollars  to  3,042 
medical  students  and  1,787  interns  and  residents, 
with  applications  being  received  at  a rate  of  150 
per  week.  It  also  was  announced  that  the  Merck 
Sharp  & Dohme  pharmaceutical  company  is  mak- 
ing a second  matching  grant  of  $100,000  in  support 
of  the  loan  fund.  The  AMA-ERF  also  received  con- 
tributions totaling  $440,583  from  physicians  in  five 
states  for  financial  aid  to  medical  schools. 

REGISTRATION 

Final  registration  at  the  meeting  reached  a total 
of  10,908,  including  5,209  physicians. 


Nearly  every  physician,  at  one  time  or  another, 
is  faced  with  a child  or  an  adult  who  has  a social- 
ly-handicapping hearing  loss,  and  for  whom  little, 
if  anything,  can  be  done  medically  or  surgically. 
The  question  then  often  arises,  “Would  amplifica- 
tion help?” 

Unfortunately,  one  can’t  answer  that  question 
simply  by  suggesting  to  the  patient  or  his  parents 
that  a hearing  aid  be  purchased  or  even  tried.  On 
the  contrary,  the  decision  as  to  whether  or  not  a 
hearing  aid  should  be  suggested,  as  well  as  the 
selection  and  “fitting”  of  the  aid  itself,  requires 
very  careful  thought.  Ideally,  it  should  be  based 
on  tests  administered  under  laboratory-type  con- 
ditions. 

There  are  scores  of  hearing  aids  on  the  market. 
One  aid  may  be  better  suited  than  another  for  a 
given  patient.  In  fact,  in  many  cases  perhaps  only 
one  or  two  aids  can  render  a substantial  benefit, 
relatively  speaking,  to  the  patient  with  a hearing 
loss.  In  some  cases  no  aid  will  help  him,  and  he 
should  be  so  informed. 

The  Committee  on  the  Conservation  of  Hearing  for  the  State 
of  Iowa,  which  is  presenting  a series  of  articles  in  the  jour- 
nal, consults  with  and  advises  all  agencies  interested  in  the 
problems  of  hearing  impairment.  Its  services  are  available  to 
industry,  agriculture,  education  and  to  the  broad  spectrum  of 
public  health  and  welfare  services  within  the  state. 

The  Committee  has  been  officially  sponsored  by  the  Iowa 
State  Department  of  Health  since  1957.  However  it  was  first 
formed  in  1949,  and  has  been  continuously  active  under  the 
leadership  of  Dr.  Dean  M.  Lierle,  head  of  the  Department  of 
Otolaryngology  and  Maxillofacial  Surgery  at  S.U.I.  From  the 
first,  the  Committee  has  been  interdisciplinary  in  composition 
and  purpose. 

The  Committee  presently  consists  of:  C.  M.  Kos,  M.D. 
(chairman),  otologist  in  private  practice,  Iowa  City:  Joseph 
Wolvek  (executive  secretary),  consultant,  Hearing  Conserva- 
tion Services,  State  Department  of  Public  Instruction,  Des 
Moines:  M.  G.  Barillas,  assistant  director  for  Special  Services 
Division  of  Vocational  Rehabilitation,  Des  Moines,  Iowa; 
L.  E.  Berg,  superintendent,  Iowa  School  for  the  Deaf,  Council 
Bluffs;  Dale  S.  Bingham,  consultant.  Speech  Therapy  Serv- 
ices, State  Department  of  Public  Instruction,  Des  Moines: 
Paul  Chestnut,  M.D.,  private  practitioner  and  member  of 
AAPG,  Winterset;  James  F.  Curtis,  Ph.D.,  head,  Department 
of  Speech  Pathology  and  Audiology,  S.U.I. , Iowa  City;  Mad- 
elene  M.  Donnelly,  M.D.,  director.  Division  of  Maternal  and 
Child  Health,  State  Department  of  Health,  Des  Moines;  Joseph 
Giangreco,  assistant  superintendent,  Iowa  School  for  the 
Deaf,  Council  Bluffs;  Malcolm  Hast,  Ph.D.,  Department  of 
Speech  Pathology  and  Audiology,  S.U.I.,  Iowa  City;  Byron 
Merkel,  M.D.,  otolaryngologist  in  private  practice  and  mem- 
ber of  Academy  of  Otolaryngology  and  Ophthalmology,  Des 
Moines;  William  Prather,  Ph.D.,  Department  of  Speech  Pathol- 
ogy and  Audiology,  S.U.I.,  Iowa  City;  Mrs.  Jeanne  Smith, 
Department  of  Otolaryngology  and  Maxillofacial  Surgery, 
S.U.I.,  Iowa  City;  Edmund  Zimmerer,  M.D.,  commissioner, 
State  Department  of  Health,  Des  Moines. 


AMPLIFICATION  WONT  HELP  EVERY  PATIENT 

A hearing  aid  is,  of  course,  no  more  than  its 
name  implies — a device  by  which  one’s  hearing  is 
helped,  but  not  necessarily  returned  to  “normal.” 
Many  people  are  misled  into  thinking  that  a hear- 
ing aid  is  a panacea.  If  returning  one’s  hearing  to 
“normal”  were  merely  a matter  of  amplifying 
sound  to  compensate  for  the  degree  of  loss,  then 
perhaps  a hearing  aid  would  be  the  final  answer. 

Unfortunately,  degree  of  loss  varies  as  a func- 
tion of  frequency.  Since  speech  contains  sounds 
within  a range  of  frequencies  (approximately  500 
to  2,000  cycles  per  second),  some  sounds  in  speech 
stimuli  may  be  louder,  or  heard  better,  than  other 
sounds,  the  total  or  partial  effect  being  that  of  dis- 
torted and  perhaps  unintelligible  speech.  To  com- 
plicate this  problem,  not  only  does  one’s  loss  vary 
as  a function  of  frequency,  but  the  response  char- 
acteristics (output)  of  the  hearing  aid  itself  (pri- 
marily of  the  receiver)  will  vary  as  a function  of 
frequency,  and  some  frequencies,  therefore,  will  be 
amplified  more  than  others. 

It  follows  that,  depending  upon  the  degree  and 
type  of  loss,  some  patients  will  benefit  substantial- 
ly more  than  other  patients  from  amplification  per 
se,  and  that  such  benefit  is  further  dependent  upon 
the  specific  characteristics  of  each  hearing  aid. 
These  characteristics  include  not  only  the  fre- 
quency responses,  but  also  the  acoustic  gain  and 
output,  the  type  of  receiver,  and  possibly  various 
other  features  such  as  tone  controls,  compression 
circuits,  receiver  inserts,  etc.  The  result  is  that  the 
selection  of  a hearing  aid  requires  very  careful 
study,  not  only  as  regards  amplifying  sounds  to  the 
proper  degree  but  also  reproducing  them  in  such 
a way  that  they  will  be  as  meaningful  as  possible. 

HEARING-AID  FITTINGS 

Where,  then,  might  a potential  candidate  for 
amplification  be  referred?  Some  otologists  provide 
this  service  themselves.  If  they  do  not,  they  are 
able  to  refer  the  patient  to  any  one  of  a number  of 
“hearing  centers,”  where  hearing  evaluations  and 
“hearing-aid  fittings”  are  performed  by  audiol- 
ogists. 

The  expression  hearing-aid  fitting  is  somewhat 
of  a misnomer.  Actually  the  hearing  aid  is  not 
fitted  to  meet  the  individual’s  specific  hearing  loss 
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to  the  same  degree  of  precision  that  eye  glasses 
are  fitted  to  correct  an  impairment  of  vision.  Rather, 
on  the  basis  of  a comprehensive  hearing  evalua- 
tion performed  under  laboratory  conditions,  a de- 
cision is  made  as  to  whether  just  one  ear  or  both 
ears  should  be  “aided.”  Then,  from  a large  stock 
of  various  makes  and  models  of  hearing  aids, 
which  different  manufacturers  and  dealers  have 
provided  to  the  otologist  or  “hearing  center,”  sev- 
eral devices  with  various  settings,  receivers,  etc., 
are  tried  on  the  patient,  and  each  aid  is  evaluated 
by  means  of  speech  audiometry  under  controlled 
sound  conditions. 

Following  such  an  evaluation,  an  aid  or  aids 
may  be  recommended  to  the  patient.  The  center 
does  not  sell  hearing  aids;  it  only  recommends 
them.  The  patient  then  visits  his  nearest  dealer  to 
purchase  the  recommended  aid.  Impressions  for 
earmolds  may  be  made  at  the  center,  or  by  the 
dealer. 

COUNSELING  IS  ESSENTIAL 

An  important  part  of  such  hearing-aid  evalua- 
tions is  the  counseling  that  the  patient  receives 
with  respect  to  his  or  her  adjustment  to  the  aid. 
Advice  is  also  given  about  the  care  to  be  given  the 
device,  about  its  proper  usage,  and  about  the  need, 
if  any,  that  the  patient  has  for  further  remedial 
or  rehabilitative  help,  such  as  auditory  training, 
speech  reading,  etc.  Often  the  center  will  have  its 
own  on-going  rehabilitative  programs  for  the  hard- 
of-hearing,  or  if  not,  it  will  be  able  to  refer  the 
patient  to  someone  or  some  organization  that  does. 

SUMMARY 

A hearing  aid  plays  a very  important  role  in  any 
hearing  conservation  program.  It  is  essential, 
therefore,  that  the  selection  of  a hearing  aid  be 
given  serious  consideration  and  thought,  and  that 
the  patient  be  given  every  opportunity  to  derive 
maximum  benefit  from  his  aid  through  proper 
selection,  counseling,  and  aural  rehabilitation. 


Sioux  Valley  Medical  Association 
Annual  Meeting,  Sioux  City 

Wednesday , February  20 

Hospitality  Room,  Sheraton  Martin  Hotel 

7 : 00  p.m.  Refreshments,  courtesy  of  Physicians  & Hos- 
pitals Supply  Co. 

Old  Time  Movies;  Music.  Wives  expected 
Thursday,  February  21 

Auditorium,  Nurses’  Home,  Lutheran  Hospital 
8:30  a.m.  Registration 

9:00  a.m.  Laboratory  Application  of  Clinical  Prob- 
lems— James  Brown,  M.D.,  pathologist, 
Sioux  City;  William  Stanage,  M.D.,  surgeon, 
Yankton,  South  Dakota 
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9:20  a.m.  Control  of  Digitalis  Intoxication— W.  O. 

Read,  Ph.D.,  University  of  South  Dakota 
Medical  School 

9:40  a.m.  Role  of  Emotional  Stress  in  the  Production 
of  Congenital  Malformation — W.  F.  Geber, 
Ph.D.,  University  of  South  Dakota  Medical 
School 

10:30  a.m.  Commonly  Missed  Medical  Diagnoses — 

R.  C.  Larimer,  M.D.,  Sioux  City 
11:00  a.m.  Urologic  Problems  in  General  Practice— 
John  Macfarlane,  Sioux  City 
11:20  a.m.  New  Drugs  in  Obstetrics  & Gynecology — 
Edward  Hagen,  M.D.,  Sioux  City 
11:40  a.m.  Warts — Herbert  Leiter,  M.D.,  Sioux  City 
12: 00  noon  Lunch — Hospital  Dining  Room 

Sheraton  Martin  Hotel 

1:30  p.m.  Movie:  Gastric  Freezing — Department  of 

Surgery,  University  of  Minnesota  Medical 
School 

2:00  p.m.  Office  Gynecology  Today — Edwin  J.  De- 
Costa,  Northwestern  University 

2:30  p.m.  Newer  Concepts  in  Treatment  of  Shock, 
Part  I — Richard  Lillehei,  M.D.,  University 
of  Minnesota 

3: 15  p.m.  Hysterectomy:  Then  and  Now,  When  and 
How — Dr.  DeCosta 

3:45  p.m.  Newer  Concepts  in  Treatment  of  Shock, 
Part  II — Dr.  Lillehei 

5:30  p.m.  Social  Hour,  courtesy  of  the  Cusack-Har- 
mon  Drug  Company 

7:00  p.m.  Banquet — Speaker,  George  W.  Knabe,  Jr., 
M.D.,  Department  of  Pathology,  University 
of  South  Dakota  Medical  School,  “Project 
Hope  in  Peru.” 

Dancing:  Darrel  Warner’s  Orchestra 
Friday,  February  22 
Sheraton  Martin  Hotel 

9:00  a.m.  Movie:  Emotional  Factors  in  General  Prac- 
tice— Geigy  Pharmaceuticals 

9:30  a.m.  Gastroenteritis — Donal  Dunphy,  M.D.,  head 
of  the  Department  of  Pediatrics,  S.UJ.  Col- 
lege of  Medicine 

10: 00  a.m.  Energizers,  Tranquilizers  or  Neither,  Part  I 
— Jackson  A.  Smith,  M.D.,  clinical  director 
of  the  Illinois  State  Psychiatric  Institute, 
Chicago  (sponsored  by  the  South  Dakota 
Mental  Health  Association). 

10:45  a.m.  Hiatus  Hernia  and  Esophagitis — F.  F.  Paus- 
tian,  M.D.,  University  of  Nebraska 
11: 15  a.m.  Energizer,  Tranquilizer  or  Neither,  Part  II 
— Dr.  Smith 

12: 00  noon  Luncheon — Panel  discussion  by  Drs.  Paus- 
tian,  Dunphy  and  Smith 

1:00  p.m.  Movie:  Ophthalmology  for  General  Prac- 
tice 

2: 15  p.m.  Problems  of  the  Newborn — Dr.  Dunphy 

3: 00  p.m.  Diverticulitis,  a Potentially  Grave  Problem 
— Dr.  Paustian 

3:30  p.m.  Movie:  Office  Surgery — Samuel  D.  Kron, 
M.D. 


Annual  Refresher  Course  for 
General  Practitioners 

Again  for  the  eighth  year,  a Refresher  Course 
for  General  Practitioners  will  be  held  at  Univer- 
sity Hospitals,  in  Iowa  City,  February  12  through 
15.  The  Academy  will  grant  26 V2  hours  of  Cat- 
egory I credit  for  this  course,  which  it  is  to  spon- 
sor in  cooperation  with  the  S.U.I.  College  of  Med- 
icine. The  registration  fee  will  be  $40  for  the  com- 
plete course,  or  $15  per  day,  for  non-members. 
Members  of  the  AAGP  will  be  charged  a fee  of 
$10  for  either  a single  day  or  for  the  entire  course. 
Luncheon  tickets  are  included  in  the  non-mem- 
ber’s fee,  and  AAGP  members  may  purchase 
luncheon  tickets  for  $1  each  at  the  registration 
desk. 

We  hope  many  members  will  take  this  op- 
portunity to  go  back  to  school  for  the  four  days, 
and  get  up-to-date  on  the  latest  medical  informa- 
tion. Again,  the  schedule  of  lectures  will  be  well 
balanced  and  of  interest  to  all  GP’s. 

On  Thursday  night,  February  14,  members  of 
the  Iowa  Chapter  of  AAGP  will  again  be  hosts  to 
the  medical  students  and  participating  faculty 
members  at  the  Elks  Club  in  Iowa  City.  Marion 
Laboratories  will  again  sponsor  the  social  hour  at 
6:30,  with  the  usual  wonderful  oysters  on  the  half 
shell  and  liquid  refreshment.  The  speaker  for  the 
evening  will  be  Mr.  J.  V.  Rowe,  of  Waterloo,  pub- 
lic relations  representative  for  Sunray-DX  Oil 
Company,  and  his  subject  will  be  “How’m  I Doin’?” 
Members  of  the  Academy  may  purchase  banquet 
tickets  when  they  register  for  the  course. 

Tuesday,  February  12 

8: 15  a.m.  Registration 

8: 45  a.m.  Welcome  and  Orientation — Robert  C.  Har- 
din, M.D.,  dean  of  the  S.U.I.  College  of 
Medicine;  John  A.  Gius,  M.D.,  director  of 
Postgraduate  Studies;  and  Eugene  Smith, 
M.D.,  president  of  the  Iowa  Chapter  of 
AAGP. 

MEDICINE 

9:00  a.m.  “Air  Purifiers  and  Ragweed  Hay  Fever”— 
P.  M.  Seebohm,  M.D. 

9:20  a.m.  “Renin,  Angiotensin  and  Aldosterone” — 
F.  M.  Aboud,  B.Ch. 

9:40  a.m.  Panel — Management  of  the  Patient  With  a 
Nodular  Thyroid — E.  L.  DeGowin,  M.D., 


chairman;  R.  E.  Hodges,  M.D.;  E.  E.  Mason, 
M.D.;  R.  D.  Liechty,  M.D. 

10: 45  a.m.  “Commonly  Overlooked  Causes  of  Abdom- 
inal Pain”— W.  B.  Galbraith,  M.D. 

11:05  a.m.  “Treatment  of  Patients  With  Chronic  Py- 
elonephritis”— J.  P.  Sanford,  M.D. 

11:25  a.m.  Panel — Diagnosis  and  Treatment  of  Viral 
Diseases — I.  M.  Smith,  M.D.,  chairman; 
J.  P.  Sanford,  M.D.;  A.  P.  McKee,  M.D.; 
E.  M.  Berglund,  B.A.;  J.  M.  Layton,  M.D. 

12:30  p.m.  Luncheon 

1:30  p.m.  “Pulmonary  Tuberculosis:  Outpatient  Man- 
agement”— Isaac  Horowitz,  M.D. 

1:50  p.m.  “Pitfalls  in  Diagnosis  of  Allergic  Contact 
Dermatitis” — R.  M.  Caplan,  M.D. 

2:10  p.m.  Panel — New  Concepts  of  Pathogenesis  and 
Treatment  of  Congestive  Heart  Failure — 
L.  E.  January,  M.D.,  chairman;  J.  W.  Eck- 
stein, M.D.;  E.  O.  Theilen,  M.D.;  W.  M.  Kir- 
kendall,  M.D. 

3:10  p.m.  “The  Problem  of  the  Patient  With  Chronic 
Peptic  Ulceration” — J.  A.  Clifton,  M.D. 

3: 45  p.m.  Small  Group  Conferences 

1.  Hypertension — W.  R.  Wilson,  M.D.,  and 
Annette  Fitz,  M.D. 

2.  Renal  Disease — W.  M.  Kirkendall,  M.D., 
and  H.  L.  Nash,  M.D. 

3.  Coronary  Heart  Disease  and  Peripheral 
Atherosclerosis — W.  C.  Connor,  M.D., 
and  M.  L.  Armstrong,  M.D. 

4.  Chest  Diseases — G.  N.  Bedell,  M.D., 
P.  M.  Seebohm,  M.D.,  and  Isaac  Horo- 
witz, M.D. 

5.  Diabetes  Mellitus — D.  B.  Stone,  M.D., 
R.  E.  Cech,  M.D.,  and  J.  D.  Brown,  M.D. 

6.  Hematology — R.  F.  Sheets,  M.D.,  and 
Helen  Vodopick,  M.D. 

7.  G.I.  and  Liver — R.  D.  Eckhardt,  M.D., 
K.  A.  Hubei,  M.D.,  and  R.  B.  Talley, 
M.D. 

8.  Cardioscope  Demonstration — E.  O. 
Theilen,  M.D.,  June  Fisher,  M.D.,  and 
F.  W.  Fletcher,  M.D. 

Wednesday,  February  13 
PEDIATRICS PSYCHIATRY — NEUROLOGY 

9:00  a.m.  “Difficulties  in  the  Diagnosis  of  Cerebral 
Palsy  in  Early  Childhood” — Gerald  Solo- 
mons, M.D. 

9:30  a.m.  “The  Adolescent  and  Acne” — C.  E.  Rad- 
cliffe,  M.D. 

10: 15  a.m.  “Vaccines  and  Viral  Diseases”— A.  J.  Steig- 
man,  M.D. 
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11:00  a.m.  Panel — Brucellosis — J.  C.  Taylor,  M.D.; 

T.  H.  Kent,  M.D.;  I.  H.  Borts,  M.D.;  W.  F. 
McCulloch,  M.P.H. 

12:30  p.m.  Luncheon 

1:30  p.m.  Panel — Recognition  and  Management  of 
Anxiety— P.  E.  Huston,  M.D.;  R.  L.  Jenkins, 
M.D.;  W.  S.  Moeller,  M.D.;  J.  S.  Ward,  M.D. 
3:15  p.m.  “Treatable  Forms  of  Peripheral  Neurop- 
athy”—W.  E.  Bell,  M.D. 

3: 45  p.m.  “Electrodiagnostic  Determinations  in  Clin- 
ical States” — R.  W.  Fincham,  M.D.,  and  M.  W. 
VanAllen,  M.D. 

4: 15  p.m.  “Toxic  Reactions  to  Drug  Therapy” — A.  L. 
Sahs,  M.D. 

8: 00-9: 30  p.m.  Symposium  on  Practical  Therapeutics 
C.  E.  Radcliffe,  M.D.,  moderator,  and  a 
selected  panel 

Thursday,  February  14 

OBSTETRICS  & GYNECOLOGY 

9:00  a.m.  “Current  Concepts  of  the  Management  of 
the  Pregnant  Rh-Sensitized  Patient”— C.  P. 
Goplerud,  M.D.,  and  J.  C.  Taylor,  M.D. 

9:30  a.m.  “Endometrial  Carcinoma — Controversial  As- 
pects”—W.  C.  Keettel,  M.D. 

10:00  a.m.  “Midtrimester  Fetal  Death” — W.  F.  Howard, 
M.D. 

10:45  a.m.  Perinatal  Mortality  Conference — C.  A.  White, 
M.D.,  moderator;  Madelene  Donnelly,  M.D.; 
Jack  Moyers,  M.D.;  F.  W.  Stamler,  M.D.; 
R.  B.  Kugel,  M.D.;  J.  C.  Taylor,  M.D.;  C.  P. 
Goplerud,  M.D.;  Sharon  North,  R.N. 

11:30  a.m.  Recent  Advances  in  Obstetrics  and  Gynecol- 
ogy 

“Use  of  ‘Friedman  Curve’  in  Evaluation 
of  Labor” — L.  J.  Dunn,  M.D. 

“Use  of  Dilute  Neosynephrine  in  Gynecol- 
ogy and  Obstetrics” — W.  C.  Keettel,  M.D. 
“Evaluation  of  Newer  Pregnancy  Tests” — 
J.  T.  Bradbury,  M.D. 

“Use  and  Abuse  of  Progestins” — J.  P. 
Jacobs,  M.D. 

12:00  noon  Question  and  Answer  Period 
12:30  p.m.  Luncheon 

1:45  p.m.  “Premarital  Examination” — B.  M.  Kretz- 
schmar,  M.D.,  and  A.  S.  Norris,  M.D. 

2:15  p.m.  “Postpartum  Psychological  Problems” — John 
Clancy,  Ch.B. 

2:45  p.m.  “Use  of  Sparteine  in  Obstetrics” — W.  F. 

Howard,  M.D.,  and  L.  J.  Dunn,  M.D. 

3:15  p.m.  “Appendicitis  in  Pregnancy” — J.  P.  Jacobs, 
M.D.,  S.  E.  Ziffren,  M.D.,  and  J.  M.  Layton, 
M.D. 

4: 00  p.m.  Small  Group  Conferences 

1.  Local  Anesthesia  in  Obstetrics — C.  A. 
White,  M.D. 

2.  Incompetent  Cervix — L.  J.  Dunn,  M.D. 

3.  Use  of  Forceps  (Manikin) — W.  C.  Keet- 
tel, M.D. 

4.  Fetal  Distress,  Fetal  EKG — R.  M. 
Kretzchmar,  M.D. 

5.  Infertility — J.  T.  Bradbury,  Sc.D.,  and 
J.  P.  Jacobs,  M.D. 

6.  Obstetrics  Ward  Rounds  (Limited  to  20) 
— C.  P.  Goplerud,  M.D. 


7.  General  Dermatologic  Problems — R.  G. 
Carney,  M.D. 

6:  00  p.m.  Social  Hour  and  Dinner — Elks  Club,  525  E. 

Washington  Street — Speaker,  Mr.  J.  V. 
Rowe,  Waterloo,  public  relations  represent- 
ative of  the  Sunray-DX  Oil  Company: 
“How’m  I Doin’?” 

Friday , February  15 
SURGERY 

9: 00  a.m.  “Principles  Underlying  the  Emergency 
Treatment  of  Acute  Trauma” — R.  T.  Tid- 
rick,  M.D. 

9:25  a.m.  “The  Management  of  Respiratory  Problems 
in  Acute  Trauma” — W.  K.  Hamilton,  M.D. 

10: 00  a.m.  “Management  of  Acute  Trauma  to  the  Eye” 
— R.  C.  Watzke,  M.D. 

10:  40  a.m.  “The  Management  of  Acute  Trauma  to  the 
Male  Genitalia” — D.  A.  Culp,  M.D. 

11:00  a.m.  Panel — Early  Treatment  of  Fractures  of  the 
Spine — S.  E.  Ziffren,  M.D.,  moderator;  C.  B. 
Larson,  M.D.;  Russell  Meyers,  M.D.;  G.  E. 
Perret,  M.D.;  Michael  Bonfiglio,  M.D. 

12:30  p.m.  Luncheon 

2:00  p.m.  Panel  Discussion  (Physicians  are  invited  to 
submit  their  surgical  problems  for  con- 
sideration. They  are  asked  to  bring  x-rays 
or  other  visual  aids  to  illustrate  them.)  — 
J.  A.  Buckwalter,  M.D.,  surgery;  D.  A.  Culp, 
M.D.,  urology;  J.  A.  Donaldson,  M.D., 
otolaryngology;  C.  B.  Larson,  M.D.,  ortho- 
pedics; F.  C.  Blodi,  M.D.,  ophthalmology; 
J.  L.  Ehrenhaft,  M.D.,  chest  surgery;  G.  E. 
Perret,  M.D.,  neurosurgery;  M.  S.  Law- 
rence, M.D.,  vascular  surgery. 

3: 40  p.m.  Small  Group  Conferences 

1.  General  Surgery — J.  A.  Gius,  M.D. 

2.  General  Surgery — S.  E.  Ziffren,  M.D. 

3.  Anesthesia — W.  K.  Hamilton,  M.D. 

4.  Urology  (male  infertility) — R.  G.  Bunge, 
M.D. 

5.  Otolaryngology — J.  A.  Donaldson,  M.D. 

6.  Orthopedics — C.  B.  Larson,  M.D. 

7.  Ophthalmology — P.  J.  Leinfelder,  M.D. 


Have  You  Informed  Us  of  Your 
Change  of  Address? 

Postal  regulations  on  second  class  mail 
have  become  more  stringent.  Under  a new 
ruling,  we  must  pay  ten  cents  per  piece  for 
undeliverable  second  class  mail,  but  worst  of 
all,  if  you  don’t  happen  to  reside  or  practice 
at  the  precise  mailing  address  which  we  have 
for  you,  your  journal  will  not  be  delivered. 
We  urge  promptness  on  the  part  of  all 
journal  readers  in  notifying  us  of  address 
changes! 


AMA  Commends  AAMA 

Physicians  really  do  appreciate  the  work  of 
their  medical  assistants.  They  even  appreciate 
their  official  organization. 

To  prove  it,  members  of  the  American  Medical 
Association’s  House  of  Delegates  at  the  1962  Clin- 
ical Meeting  in  Los  Angeles  officially  patted  med- 
ical assistants  on  the  back  and  offered  to  support 
their  organization. 

A special  resolution  spelled  out  the  thanks  of 
the  medical  profession.  This  resolution  stated  that 
the  AMA  appreciated  the  work  of  the  American 
Association  of  Medical  Assistants  “for  the  dedi- 
cated and  unselfish  assistance  and  work  in  the 
combined  goal  of  the  two  organizations  in  con- 
tinually striving  to  improve  the  character  of  med- 
ical standards.” 

Further,  the  AMA  resolution  emphasized  that 
the  AMA  “wholeheartedly  endorses  the  program 
and  functions  of  the  American  Association  of  Med- 
ical Assistants  and  encourages  every  physician 
who  has  in  his  employ  or  under  his  supervision 
medical  assistants  who  are  eligible  for  membership 
in  the  American  Association  of  Medical  Assistants 
to  urge  all  these  assistants  not  only  to  join  the 
American  Association  of  Medical  Assistants  but  to 
actively  participate  in  their  programs.” 

The  above  resolution  was  presented  to  the  AMA 
House  of  Delegates  and  passed  on  November  28, 
1962.  The  Iowa  Association  of  Medical  Assistants 
greatly  appreciates  this  encouraging  vote  of  con- 
fidence, and  we,  too,  extend  our  invitation  to  mem- 
bership to  any  eligible  medical  assistant.  Our  mem- 
bership chairman,  Mrs.  Marlene  Mitchell,  3004 
Davenport  Avenue,  Davenport,  will  be  happy  to 
answer  questions  regarding  eligibility  for  mem- 
bership. 

IAMA  members  are  proud  to  be  a part  of  our 
national  organization,  and  to  have  contributed  to 
its  growth.  In  six  short  years,  AAMA  has  seen 
tremendous  growth,  and  its  potential  is  unlimited. 
Four-fifths  of  these  United  States  are  now  either 
chartered  by  AAMA  or  are  in  the  process  of  or- 
ganizing, and  our  present  national  membership  is 
over  10,000.  Our  educational  programs  on  local, 
state  and  national  levels  are  exceptional.  Through 
these  programs — both  technical  and  cultural — - 
medical  assistants  have  improved  themselves  and 
their  ability  to  perform  their  duties  so  well  that 
the  position  of  medical  assistant  has  earned  the 
respectable  title  of  “profession,”  and  we  proudly 


take  our  place  in  the  business,  civic  and  cultural 
activities  of  our  respective  communities. 

— Helen  G.  Hughes 


Social  Security  Tax  Increase 

In  your  financial  planning  for  the  new  year, 
don’t  forget  to  allow  for  another  increase  in  Social 
Security  taxes. 

For  an  employee,  the  tax  goes  up  from  3 Vs  to 
3%  per  cent  on  the  first  $4,800  of  salary  or  wages. 
That  is  matched  by  his  or  her  employer.  This 
means  that  the  maximum  tax  in  a year  rises  from 
$150  to  $174  each  for  employer  and  employee,  an 
increase  of  16  per  cent. 

There  is  a similar  increase  in  the  tax  on  the  first 
$4,800  of  earnings  of  a self-employed  person.  The 
rate  rises  from  4.7  to  5.4  per  cent.  Thus,  the  maxi- 
mum tax  increases  by  nearly  15  per  cent — -from 
$225.60  to  $259.20. 

MORE  TO  COME 

The  increase,  effective  with  the  first  pay  check 
in  January,  is  the  ninth  since  the  Social  Security 
program  was  adopted,  and  two  more  boosts  are 
scheduled  even  if  the  law  is  left  as  it  is.  The  rate 
on  employer  and  on  employee  is  due  to  rise  to  4 Vs 
per  cent  in  1966,  and  to  4%  per  cent  in  1968.  The 
rate  for  a self-employed  person  will  go  to  6.2  per 
cent  in  1966  and  to  6.9  per  cent  in  1968. 

Any  increases  in  benefits,  of  course,  would  re- 
quire boosts  in  rates  beyond  those  now  scheduled. 
The  bill  to  provide  hospital  care  for  the  aged  under 
Social  Security  that  was  defeated  in  the  last  ses- 
sion of  Congress  would  have  boosted  the  rate  on 
employee  and  employer  by  V4  of  1 per  cent,  and 
the  rate  on  the  self-employed  by  % of  1 per  cent.  It 
also  would  have  applied  the  entire  tax  on  the  first 
$5,200  of  earnings,  instead  of  $4,800! 


The  Iowa  Association  of  Medical  Assist- 
ants extends  its  best  wishes  for  1963  to  all 
members  of  the  Iowa  Medical  Society, 
their  Medical  Assistants,  and  to  the  staff 

of  THE  JOURNAL  OF  THE  IOWA  MEDICAL 

society,  in  sincere  appreciation  for  the 
many  kindnesses  and  assistance  given  to 
the  organization. 
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STATE  DEPARTMENT  OF  HEALTH 


COMMISSIONER 


Iowa  Public  Health  Nursing  Services 

as  of  October  I,  1962 

The  accompanying  map  shows  the  various  types 
of  public  health  nursing  programs  in  each  of  the 
counties  of  Iowa,  with  the  numbers  of  nurses  in 
each  service  exclusive  of  college  nurses  and  nurses 
in  industry. 

It  will  be  noted  that  there  are  12  counties  in 
which  no  public  health  nursing  service  is  avail- 
able from  any  local  source.  A limited  amount  of 
service  is  given  to  these  areas,  as  well  as  to  other 
areas,  by  nurses  employed  on  a statewide  basis 
by  the  Iowa  State  Department  of  Health  and  the 
State  Services  for  Crippled  Children.  Services 


given  by  the  state  agencies  to  the  local  areas  re- 
late primarily  to  activities  associated  with  com- 
municable disease  control,  and  in  the  interest  of 
children  handicapped  by  orthopedic,  heart  and  di- 
abetic conditions. 

County  public  health  nurses  are  employed  by 
boards  of  supervisors  in  cooperation  with  the 
Iowa  State  Department  of  Health.  These  nurses 
provide  a generalized  service  embracing  any 
health  problems  that  may  befall  a family,  regard- 
less of  its  financial  circumstances.  Communicable 
disease,  maternity,  infant,  pre-school  and  school 
health,  and  chronic  disease  service  (including  tu- 
berculosis, venereal  disease,  cancer,  heart  and  or- 
thopedic nursing)  are  of  concern  to  her.  Her  chief 
objective  is  prevention  of  illness  and  promotion 
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of  health.  She  is  also  available  to  give  therapeutic 
and  rehabilitation  nursing  services.  She  works 
with  physicians  and  dentists,  and  coordinates  her 
activities  with  those  of  other  agencies  to  prevent 
duplication  of  effort  and  service. 

The  visiting-nurse  organizations  give  generalized 
public  health  nursing  service  within  the  limits  of 
the  cities  in  which  they  are  located.  Their  service 
is  generalized  and  similar  to  that  of  the  county 
public  health  nurses,  except  that  in  most  of  these 
agencies  considerably  more  patient  care  is  given. 
Their  service  to  schools  is  usually  limited  to  paro- 
chial schools,  since  in  most  of  the  cities  where 
visiting  nurse  organizations  exist,  public  school 
nursing  is  done  by  nurses  employed  by  boards  of 
education. 

The  school  nurses  employed  by  boards  of  educa- 
tion for  the  most  part  give  service  to  school-age 
children.  The  modern  concept  of  school  nursing 
includes  cooperation  with  medical,  social,  school 
and  community  groups  in  planning  a coordinated 
health  program  for  the  school  children,  in  addi- 
tion to  the  provision  of  nursing  care  for  minor 
ailments  in  schools  and  visiting  the  homes  of  chil- 
dren with  communicable  diseases  or  physical  de- 
fects. 

Other  services  given  by  public  health  nurses 
of  official  or  non-official  agencies  are  modifications 
of  the  three  types  that  have  been  described.  Some 
may  be  limited  to  a special  condition  or  age  group, 
but  the  basic  principles  relating  to  prevention  of 
disease  and  to  promotion  and  restoration  of  health 
apply  to  all  public  health  nursing,  wherever  it  is 
practiced. 

The  demand  for  public  health  nursing — especial- 
ly for  the  generalized  services — has  increased 
far  beyond  what  the  available  public  health  nurses 
can  provide.  We  must  look  to  local  communities 
to  provide  recruits  for  the  nursing  profession,  if 
the  supply  is  to  meet  and  keep  up  with  the  increas- 
ing demand. 


Booklet  on  Epilepsy 

Progress  in  treating  epilepsy — a puzzling  disor- 
der affecting  nearly  two  million  Americans — is 
leading  to  a new  public  understanding  and  accept- 
ance of  people  with  epilepsy,  according  to  a bro- 
chure issued  recently  by  the  U.  S.  Public  Health 
Service. 

epilepsy — hope  through  research  explores  many 
widely-held  misconceptions  about  epilepsy,  includ- 
ing questions  regarding  heredity,  intelligence,  and 
personality.  Problems  often  faced  by  people  with 
epilepsy  or  their  families  are  also  discussed,  such 
as  education,  employment,  driving  a car,  and  many 
others. 

The  brochure  explains  how  drugs  discovered  in 
the  last  quarter  century  can  control  seizures  in 
about  80  per  cent  of  persons  with  epilepsy.  More- 
over, research  studies  now  underway  may  result 
in  better  ways  to  control  and  even  prevent  sei- 


zures. Research  at  the  National  Institute  of  Neuro- 
logical Diseases  and  Blindness  and  other  research 
institutes  here  and  abroad  is  described. 

EPILEPSY — HOPE  THROUGH  RESEARCH  is  listed  as 

Public  Health  Service  Publication  No.  938  and 
Health  Information  Series  No.  105.  Single  copies 
may  be  obtained  without  charge  from  the  Informa- 
tion Office,  National  Institute  of  Neurological  Dis- 
eases and  Blindness,  Bethesda  14,  Maryland. 
Quantity  orders  are  $15.00  per  hundred  from  the 
Superintendent  of  Documents,  Government  Print- 
ing Office,  Washington  25,  D.  C. 


Morbidity  Report  for  Month 
of  November,  1962 


1962 

Diseases  Nov. 

1962 

Oct. 

1961 

Nov. 

Most  Cases  Reported 
From  These  Counties 

Diphtheria 

1 

2 

0 

Woodbury 

Scarlet  fever 

198 

179 

142 

Johnson,  Polk 

Typhoid  fever 

0 

0 

0 

Smallpox 

0 

0 

0 

Measles 

295 

251 

191 

Des  Moines,  Hardin,  Win- 
nebago 

Whooping  cough 

7 

0 

8 

Clinton 

Brucellosis 

3 

4 

1 1 

Jasper,  Louisa,  Woodbury 

Chickenpox 

Meningococcic 

303 

1 16 

153 

Des  Moines,  Dubuque, 
O'Brien,  Polk,  Scott 

meningitis 

2 

0 

1 

Linn,  Polk 

Mumps 

86 

84 

91 

Clay,  Scott 

Poliomyelitis 

Infectious 

0 

2 

1 

hepatitis 
Rabies  in 

29 

44 

96 

Black  Hawk,  Scott,  Tama, 
Woodbury 

animals 

9 

24 

22 

Linn 

Malaria 

0 

0 

0 

Psittacosis 

0 

0 

0 

Q fever 

0 

0 

0 

Tuberculosis 

23 

21 

33 

For  the  state 

Syphilis 

65 

90 

59 

For  the  state 

Gonorrhea 

102 

1 14 

95 

For  the  state 

Histoplasmosis 

5 

7 

5 

Wapello 

Food  intoxication 
Meningitis  (type 

0 

0 

0 

unspecified ) 

2 

1 

1 1 

Chickasaw,  Montgomery 

Diphtheria  carrier  0 

8 

0 

Aseptic  meningiti 

s 1 

0 

0 

Johnson 

Salmonellosis 

3 

4 

2 

Johnson,  Polk,  Story 

Tetanus 

3 

0 

1 

Clinton,  Delaware 

Chancroid 
Encephalitis  ( ty p< 

0 

e 

3 

0 

unspecified ) 
H.  influenzal 

0 

1 

0 

meningitis 

0 

2 

0 

Amebiasis 

13 

2 

0 

Boone 

Shigellosis 

1 

2 

0 

Wright 

Influenza 

0 

0 

4 

Method  of  Reporting  Cases  of  Diphtheria 


The  Department  of  Health  attempts  to  make  a 
complete  study  of  every  diphtheria  case  reported 
in  Iowa.  The  accompanying  tabulation  summarizes 
the  recent  series  of  cases  in  Sioux  City  and  its 
vicinity.  This  summary  is  presented  to  show  the 
type  of  reports  the  different  states  send  to  the 
U.  S.  Public  Health  Service  for  analysis  and  use  in 
studying  diphtheria  and  suggesting  control  pro- 
cedures. In  order  that  the  information  received  by 
the  USPHS  may  be  uniform,  all  states  use  the 
same  criteria  for  entering  information  in  the  dif- 
ferent columns  on  the  Appraisal  Summary  Sheet. 

DATES  OF  INJECTIONS:  Date  of  completion 
of  primary  series.  A primary  series  for  the  pur- 
poses of  this  report  is  defined  as  three  injections 
given  at  intervals  of  not  less  than  one  month  and 
not  more  than  three  months.  Date  of  last  booster. 
A booster  is  defined  as  an  injection  given  follow- 
ing completion  of  the  primary  series. 

VACCINATION  STATUS:  “F” — Fully  vacci- 
nated, defined  as  having  completed  the  primary 
series  within  four  years  of  case  onset;  or  com- 
pleted a primary  series  at  any  time,  plus  booster 
within  four  years  of  case  onset.  “L” — Lapsed — 
primary  series,  only,  completed  more  than  four 
years  before  case  onset;  or  primary  series  at  any 
time,  plus  booster  completed  more  than  four  years 
before  onset.  “I” — Inadequate — primary  series 
never  completed.  “N” — No  history  of  vaccination; 
never  vaccinated.  “Unk” — Unknown  immunization 


status;  not  known  whether  or  not  patient  received 
injection  against  diphtheria. 

* LABORATORY  DATA  ON  C.  DIPHTHERIAE: 
This  entry  is  for  results  of  bacteriologic  culture 
for  C.  diphtheriae  only.  “Pos”  (positive);  “Neg” 
(negative);  “NC”  (not  cultured);  “Unk”  (un- 
known whether  culture  was  made,  or  culture  re- 
sults not  known). 

POSITIVE  CULTURE:  Entries  are  to  be  made 
for  positive  cultures  of  C.  diphtheriae  only.  Type: 
“M” — mitis;  “I” — Intermedius;  “G” — gravis;  “Ind” 
— indeterminate  type.  Virulence:  “V” — virulent 
or  toxin-producing;  “AV”— avirulent,  nonvirulent 
or  non-toxin-producing  organism. 

* SEVERITY:  “Mild”;  “Mod”— moderate;  “Sev” 
— severe;  “Unk” — unknown  degree  of  severity; 
“D” — died;  “C” — carrier.  (Persons  with  positive 
cultures  but  with  no  clinical  symptoms  are  defined 
as  asymptomatic  carriers.) 

COMPLICATIONS  AND/OR  COMMENTS: 
First  priority  for  this  space  belongs  to  complica- 
tions— e.g.,  myocarditis;  tracheotomy;  “bull  neck”; 
nephritis;  neuritis;  otitis;  bronchopneumonia;  se- 
rum sickness.  Space  permitting,  entry  may  be  made 
of:  (1)  the  type  of  diphtheria — “N”  (nasal);  “NP” 
(nasopharyngeal  and/or  tonsillar);  “L”  (laryn- 
geal); “LTB”  (laryngotracheobronchial) ; “C”  (cu- 
taneous); (2)  total  number  of  boosters  received 
by  the  patient;  (3)  carriers  or  other  cases  in  fam- 
ily; (4)  results  of  microscopic  examination  of 
slides. 


PHS  4.124  (CDC ) 
REV.  6-60 


FORM  APPROVED 

BUDGET  BUREAU  NO.  68-R557.1 


September  & 

Month  October  Year  1962 


DIPHTHERIA  APPRAISAL  SUMMARY 
STATE  OF IOWA 


DEPARTMENT  OF 

HEALTH.  EDUCATION,  AND  WELFARE 
PUBLIC  HEALTH  SERVICE 
COMMUNICABLE  DISEASE  CENTER 


Case 

No. 

Initials 

City  and  County 

Onset 

Date 

Ethnic 

Group 

Sex 

Age 

Date  of 

Vac. 

Status 

•Lab 

Data 

on 

C.  diph. 

Positive  Culture 

•Severity 

Complications  and/or  Comments 

Primary 

Series 

Last 

Booster 

(Opt' anal) 

Type 

Virulence 

I 

Sioux  City, 
Woodbury 

9-10 

W 

F 

10 

1952 

None 

L 

Pos 

V 

Died 

Six  active  cases  in 
family 

2 

9-14 

W 

F 

13 

None 

M 

N 

II 

G 

V 

Mod 

Pharyngeal  - Hospitalized 

3 

Altt 

her< 

relf 

9-17 

W 

M 

6 

M 

M 

N 

II 

G 

, V 

II 

Tonsillar  - " 

4 

- o 

W C 

fD  rr  QQ 

9-18 

W 

M 

9 

M 

II 

N 

II 

G 

V 

It 

II  II 

5 

fD 

v;  o 

9-18 

W 

M 

4 

1. 

II 

N 

II 

G 

V 

,< 

Pharyngeal  - " 

6 

H fD 
(l 

— £' 

9-18 

W 

M 

2 

II 

•I 

N 

II 

G 

V 

Mild 

Tonsillar  - " 

7 

C M* 
*-t  rr 
■O  H- 

9-18 

W 

F 

8 

1954 

1962 

F 

It 

Mod 

Pharyngeal  - " 

8 

W F-* 
fD  W 

9-21 

W 

M 

14 

1948 

1959 

F 

II 

V 

Mild 

II  II 

9 

H 

O fD 
3 

9-23 

W 

F 

7 

1945 

1962 

F 

II 

G 

V 

Mod 

II  II 

10 

n 6 
rr  C 
fD  rr 

9-23 

w 

M 

12 

1950 

1959 

F 

II 

Mild 

II  It 

11 

1-14  5 

H-  fD 
3 »-* 

9-27 

w 

F 

13 

1958 

(1  inj.) 

None 

I 

• 1 

G 

V 

It 

II  II 

12 

rr 

3*  C 
to 

9-27 

w 

F 

3 

1958 

(1  inj.) 

II 

1 

II 

G 

V 

• 1 

II  II 

13 

~ a 

Ute, 

Monona 

9-28 

w 

M 

12 

None 

II 

N 

II 

G 

V 

Mod 

II  II 

14 

Correctionville 

Woodbury 

10-26 

w 

M 

9 

1954 

1958  - 

1959 

F 

Clir 
Di&g 

ical 

n.9£ij 

II 

II  II 
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An  Anniversary 

December,  1962,  marked  the  third  anniversary 
of  the  Buchanan  County  Auxiliary,  and  so  that  it 
might  not  pass  unnoticed,  a “birthday”  dinner  for 
about  32  people  was  held  to  celebrate  the  event. 
Those  sharing  the  occasion  were  girls  from  St. 
John’s  School  (who  sang  for  their  supper),  girl 
scouts  (who  were  waitresses  and  clean-up  crew), 
and  Auxiliary  members  (who  were  the  cause  of 
it  all).  In  addition,  there  were  two  State  Auxiliary 
past  presidents  (who  have  wangled  invitations 
annually) . 

One  doctor’s  wife  is  a troop  leader  for  Girl 
Scouts,  and  she  is  engineering  projects  to  line  the 
troop’s  coffers  so  that  the  18  girls  can  go  to  Europe 
in  1966,  using  money  they  have  earned. 

As  an  impartial  observer,  I was  amazed  to  hear 
first-hand  reports  of  large  sums  of  money  earned 
on  projects  and  then  expended  in  community 
services  so  rapidly  that  the  balance  of  funds  is 
again  precarious!  I’m  sure  Independence  is  thor- 
oughly aware  of  its  Medical  Auxiliary.  It  surely  is 
a real  asset  to  the  community.  Inspiration  can  be 
garnered  merely  from  listening  to  the  organiza- 
tion’s minutes  and  financial  reports. 

“Thank-you”  letters  for  dinners  served  to  school 
children,  an  ornate  batch  of  cookies  and  beaded- 
felt  favors  were  material  evidence  of  the  esteem 
the  community  feels  for  these  active,  dedicated 
women.  They  reflect  glory  on  all  of  us  through 
their  deeds. 

Congratulations  and  thank  you  for  all  you  have 
done  in  your  Auxiliary’s  three  years  of  existence! 

—Mrs.  R.  F.  Nielsen 


Membership 

The  Membership  Chairman  is  hoping  for  your 
cooperation  in  meeting  the  National  Auxiliary’s 
aim  “A  substantial  increase  in  membership.”  Se- 
curing new  members  for  the  Auxiliary  starts  at 
the  grass  roots  level,  or  with  the  county  member- 
ship chairmen  in  organized  counties.  As  an  active 
member,  you  are  asked  to  join  the  Auxiliary’s 
“Buddy  System.”  Don’t  just  ask  doctors’  wives  to 
join;  rather,  make  close  friends  with  them  so  that 
they  will  feel  they  are  parts  of  your  organization! 


Milestones  to  Marriage 

The  Milestones  to  Marriage  project  is  becoming 
more  popular  with  school  counselors  and  young 
people’s  church  groups.  Several  requests  have  been 
received  during  the  past  month  for  quantities  of 
the  sets  of  materials. 

Have  you  made  the  information  regarding  this 
series  of  letters  available  to  your  school  counselors 
and  other  people  working  with  high  school  sen- 
iors? In  each  community,  Auxiliary  members  can 
help  organizations  that  work  with  young  people  by 
disseminating  information  and  providing  active 
leadership.  Any  group  with  influence  over  youth 
behavior  should  be  of  special  concern  to  Auxiliary 
members.  This  segment  of  the  Mental  Health  Pro- 
gram may  help  prevent  problems  before  they  arise 
and  need  to  be  corrected. 

If  you  are  unfamiliar  with  “Milestones  to  Mar- 
riage,” please  write  to  the  Woman’s  Auxiliary  Of- 
fice, 529 — 36th  Street,  Des  Moines  12,  for  your 
copy. 


Essay  Contest 

A packaged  library  of  information  on  the  AAPS 
Essay  Contest  was  mailed  to  each  organized  Aux- 
iliary early  last  fall,  and  members  were  urged 
through  a letter  from  the  Community  Service 
Chairman  to  make  the  necessary  contacts  in  the 
high  schools  for  cooperation  in  this  freedom  pro- 
gram. 

There  are  two  topics  from  which  contestants  may 
choose:  “The  Advantages  of  Private  Medical  Prac- 
tice,” and  “The  Advantages  of  the  American  Free 
Enterprise  System  Over  Communism.”  The  prizes 
at  the  national  level  total  $2,675,  with  a $1,000  first 
prize,  a $500  second  prize,  a $250  third  prize,  four 
prizes  of  $100  each,  and  seven  prizes  of  $75  each.  In 
addition,  the  Iowa  Medical  Society  presents  prizes 
of  $100,  $50  and  $25  to  the  first,  second  and  third 
place  winners  at  the  state  level.  Iowa  contestants 
won  third  and  seventh  places,  nationally,  in  the 
1962  contest.  Students  from  your  county  could  be 
among  the  top  winners  this  year. 

Please  follow  up  your  initial  visit  with  your 
school  executives,  and  urge  your  school’s  partici- 
pation in  the  1963  essay  contest. 
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COUNTY  AUXILIARIES 


Buchanan 

The  Buchanan  County  Medical  Auxiliary  held 
its  Annual  Benefit  Card  Party  at  Hotel  Pinicon,  in 
Independence,  on  November  24.  All  types  of  games 
were  played,  including  bridge,  five-hundred,  ca- 
nasta, pinochle  and  cribbage.  Prizes  were  given 
for  each  game,  and  two  door  prizes  were  also 
awarded. 

Proceeds  were  used  by  the  Auxiliary  in  its 
county  projects,  which  include  the  county-level 
prizes  in  the  AAPS  Essay  Contest,  and  a local- 
level  nurses’  loan  fund  which  at  present  is  assist- 
ing a second-year  nursing  student  and  a trainee 
in  laboratory  technology.  The  organization  also 
makes  contributions  toward  the  support  of  special 
education  classes,  and  provides  Christmas  parties 
and  gifts  for  the  residents  at  the  Buchanan  County 
Home  and  for  the  children  at  the  Independence 
Mental  Health  Institute. 

Mrs.  J.  F.  Loeck  is  the  Auxiliary  president,  and 
Mrs.  Don  Ingham  was  in  charge  of  the  Benefit 
Card  Party. 


Sioux  Med  Dames 

The  Sioux  Med  Dames  held  their  Christmas 
meeting  on  Wednesday,  December  12.  Money  cor- 
sages and  a money  tree  served  as  a kick-off  for 
AMA-ERF  fund-raising.  The  members  are  doing 
their  best  to  help  in  lifting  Iowa  from  the  bottom 
of  the  list  in  per  capita  contributions  to  AMA- 
ERF  in  1963. 


In  Memoriam 

Our  sympathy  is  extended  to  the  family  of  Mrs. 
William  H.  Myerly,  of  Des  Moines,  whose  death 
occurred  on  November  20.  Mrs.  Myerly  was  a 
member  of  the  Polk  County  Medical  Auxiliary, 
the  Woman’s  Auxiliary  to  the  Iowa  Medical  So- 
ciety and  the  Woman’s  Auxiliary  to  the  American 
Medical  Association. 


Notes 

Mrs.  Ralph  Moe  (Millie)  has  moved  from  Gris- 
wold to  906  Grand  Avenue,  Council  Bluffs.  Since 
she  is  State  Safety  Chairman,  many  members  will 
want  to  make  this  change  in  their  copies  of  the 


yearbook.  All  mail  should  now  go  to  her  new  ad- 
dress. 

* * * 

The  District  XI  report  in  the  December  woman’s 
auxiliary  news  contained  a misprint.  Mrs.  G.  J. 
MacMillan  is  our  state  president-elect,  and  it  was 
she,  not  Mrs.  Hazel  Lammey,  who  spoke  briefly  at 
that  meeting  on  organization  and  told  of  a recom- 
mended film,  “Your  Health — Your  Choice.” 


A Nose  for  Trouble 


In  times  past,  when  coal  was  used  universally 
for  fuel,  it  was  not  uncommon  for  a doctor  entering 
a patient’s  house  to  smell  coal  gas  and  to  announce 
the  fact.  These  warnings  undoubtedly  saved  many 
lives. 

Heating  systems  have  changed,  but  they  are  still 
largely  based  on  combustion,  and  the  danger  of 
carbon-monoxide  poisoning  is  still  present. 

Here  are  a few  simple  precautions  that  will  re- 
move most  of  the  dangers  of  carbon-monoxide 
poisoning: 

1.  Any  abnormal  condition  such  as  a stove  that 
smokes  or  a smell  of  smoke  in  living  quarters  is  a 
danger  signal,  and  the  cause  should  be  investi- 
gated. Homes  today  are  more  nearly  airtight  be- 
cause of  storm  windows  and  modern  construction 
technics.  This  increases  the  possibility  of  carbon- 
monoxide  poisoning  if  furnaces  and  hot-water 
heaters  are  not  operated  properly  and  kept  in 
proper  adjustment. 

2.  All  fuel-fired  hot-water  heaters  should  be 
connected  to  a flue  leading  outside  the  house. 
Space  heaters  should  also  be  vented,  unless  ap- 
proved for  unvented  use.  This  applies  to  both  oil- 
and  gas-fired  appliances. 

3.  If  a kitchen  exhaust  fan  or  any  other  exhaust 
fan  is  used  in  the  house,  the  fan  should  be  checked 
during  its  operation  in  order  to  see  that  a proper 
draft  is  maintained.  An  exhaust  fan  may  cause  a 
back  draft  through  the  furnace  flue.  It  is  possible 
to  pull  smoke  and  fumes  through  the  furnace  if 
the  house  is  sealed  too  tightly  and  if  a furnace- 
room  window  is  not  open  slightly. 

4.  Automobile  exhaust  systems  should  be 
checked  regularly  to  eliminate  conditions  which 
might  result  in  the  leakage  of  carbon  monoxide. 
On  the  road,  a leaking  exhaust  may  allow  carbon 
monoxide  to  accumulate  inside  the  car.  Always 
keep  a window  open,  even  in  cold  weather! 

We  may  have  progressed  to  the  point  of  “over- 
kill’’ in  weatherizing  and  insulating  our  houses. 
The  little  brown  house  in  the  valley  was  the  devil 
to  heat,  but  it  certainly  was  ventilated! 

— Editorial  in  new  york  state  j.  med., 
62:3720,  (Dec.  1)  1962. 


i 


WOMAN’S  AUXILIARY  TO  THE  IOWA  MEDICAL  SOCIETY 


President— Mrs.  A.  C.  Richmond,  1132  A Avenue,  Fort  Madison 
President-Elect— Mrs.  G.  J.  McMillan,  436  Avenue  C.  Fort 
Madison 

Recording  Secretary— Mrs.  N.  A.  Schacht,  1025  North  23rd 
Street,  Fort  Dodge 


Corresponding  Secretary — Mrs.  F.  L.  Poepsel,  Box  176,  West 
Point 

Treasurer — Mrs.  M.  B.  Cunningham,  Norwalk 

Editor  of  the  news — Mrs.  R.  H.  Palmer,  Box  568,  Postville 


IOWA  MEDICAL  SOCIETY 

IN  THIS  ISSUE: 

• We  Can  Meet  the  Challenge  If — , 

page  57 

• Jaundice  in  Childhood,  page  61 

• Silent  Uterine  Rupture,  A Plea  for 

Routine  Postpartum  Intrauterine 
Examinations,  page  63 

• Chronic  Thyroiditis,  page  66 

• Treatment  of  Malignancies  of  the 

Reticuloendothelial  System,  page  72 

• S.U.I.  Clinical  Pathologic  Conference, 

page  82 

U.C.  MEDICAL  CENTER  LlalWf  | 

j CEB  13  1933  1 


A TRULY  SCIE  San  Francisco  25 

APPROACH  TO  COuL . . 


SINGLE-ENTITY,  NON-NARCOTIC 

NOVRAD 

(levopropoxyphene,  Lilly)  (as  the  napsylate) 

EFFECTIVELY  CONTROLS  USELESS  COUGH  WITHOUT  ADDED  OPIATES 


This  is  a reminder  advertisement.  For  adequate  information  for  use,  please  consult 
manufacturer's  literature.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 


FEBRUARY,  1963 


in  severe  respiratory  infections 
refractory  to  other  measures 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 

for  established 

clinical  efficacy  against 
susceptible  organisms 


In  Frlediander’s  Pneumonia313 

Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
a good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 

In  Hemophilus  Influenzae  Pneumonia3,4,13,14 

Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
in  pneumonias  caused  by  H.  influenzae. 

In  Staphylococcal  Pneumonia1'8,13 

CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and — 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 

In  Acute  Epiglottitis4, 1011 1 

This  condition  is  most  often  caused  by  H.  influenzae , most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 

In  Pneumonias  Due  to  Gram  negative  Bacilli9 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum , and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 

In  Staphylococcal  Empyema12 

The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  M.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  S.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M.,  & Holmes,  F.  H.:  JAMA.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22:769,  1958.  (7)  Calvy,  G.  L.: 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H„  III,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M.:  Rhode 

Island  A/1.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  R.  R.:  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C.:  Hawaii 
M.  J.  17:339,  1958.  (13)  Rosenthal,  1.  M.:  GP  17:77  (March)  1958.  (14)  Gaisford,  W.:  Brit.  M.  J. 

PARKE.  DAVIS  A COMPANY.  DVIrail  32.  MicMgia 


PARKE-DAVIS 


03863 


Vol.  LI  1 1 FEBRUARY,  1963  No.  2 


CONTENTS 


We  Can  Meet  the  Challenge  If — 

E.  J.  Faulkner,  Lincoln,  Nebraska  ....  57 

SCIENTIFIC  ARTICLES 
Jaundice  in  Childhood 

Eugene  Kaplan,  M.D.,  Baltimore,  Maryland  61 

Silent  Uterine  Rupture:  A Plea  for  Routine 
Postpartum  Intrauterine  Examinations 
Richard  L.  Miller,  M.D.,  Waterloo  ....  63 

Chronic  Thyroiditis 

John  S.  Madaras,  Jr.,  M.D.,  and  Joseph  A.  Buck- 
waiter,  M.D.,  Iowa  City 66 

Treatment  of  Malignancies  of  the  Reticuloendo- 
thelial System 

Thomas  D.  Ghrist,  M.D.,  Des  Moines  ....  72 

State  University  of  Iowa  College  of  Medicine 

Clinical  Pathologic  Conference 82 

EDITORIALS 

“Auto-Immune  Diseases” 93 

The  Ileum 93 

A Change  in  Name 94 

Virtues  of  Procrastination 94 

Caudal  Anesthesia  in  Obstetrics 95 

SPECIAL  DEPARTMENTS 

Coming  Meetings 91 

President’s  Page 97 


COPYRIGHT,  1963,  BY  THE 


Journal  Book  Shelf 98 

Hearing  Conservation 102 

The  Doctor’s  Business 104 

In  the  Public  Interest  ....  Facing  Page  104 

Iowa  Chapter  of  the  American  Academy  of  Gen- 
eral Practice 105 

Iowa  Association  of  Medical  Assistants  ....  106 

State  Department  of  Health 107 

Woman’s  Auxiliary  News Ill 

The  Month  in  Washington xxviii 

Personals xxxvii 

Deaths 1 

MISCELLANEOUS 

The  Fight  Against  Food  Fads  Continues  ...  60 

Plan  for  Elimination  of  Double  Health-Insurance 

Coverage 99 

Iowa  Delegation  in  Congress 100 

1963  Iowa  Legislature 101 

AMA-ERF  Appeal xxxi 

Hospital  Costs  Are  About  to  Outdistance  Doctors’ 

Fees lii 

Needle  Causes  Serious  Injury  if  Improperly  Used  lii 

AM  A Campaign  for  Smallpox  Vaccinations  liii 

IOWA  MEDICAL  SOCIETY 


EDITORS 

Dennis  H.  Kelly,  Sr.,  M.D.,  Scientific  Editor,  Des  Moines 

Edward  W.  Hamilton,  Ph.D.,  Managing  Editor 

• Des  Moines 

Rosanne  R.  Sammons,  Assistant  Managing  Editor .... 
• Des  Moines 

SCIENTIFIC  EDITORIAL  PANEL 


Walter  M.  Kirkendall,  M.D Iowa  City 

Floyd  M.  Burgeson,  M.D Des  Moines 

Daniel  A.  Glomset,  M.D Des  Moines 

Robert  N.  Larimer,  M.D Sioux  City 

Daniel  F.  Crowley,  M.D Des  Moines 


PUBLICATION  COMMITTEE 


Samuel  P.  Leinbach,  M.D Belmond 

Otis  D.  Wolfe,  M.D Marshalltown 

Cecil  W.  Seibert,  M.D Waterloo 

Richard  F.  Birge,  M.D.,  Secretary Des  Moines 


Dennis  H.  Kelly,  Sr.,  M.D.,  Editor  Ex  Officio  Des  Moines 

Address  all  communications  to  the  Editor  of  the  Jour- 
nal, 529-36th  Street,  Des  Moines  12 

Postmaster,  send  form  3579  to  the  above  address. 


Missouri,  and  (for  additional  mailings)  at  Des  Moines,  Iowa.  Published  monthly  by  the 
tfon  Price • $3  00  Per  Year1201"5  Bluff  Street’  Fulton-  Missouri.  Editorial  Office:  529-36th  Street,  Des  Moines  12,  Iowa.  Subscrip- 


We  Can  Meet  the  Challenge  If 


E.  J.  FAULKNER 
Lincoln,  Nebraska 

Advocates  of  private  enterprise  in  insurance  and 
medicine  are  still  enjoying  the  happy  afterglow  of 
rejection  by  the  87th  Congress  of  the  proposals 
for  expanding  the  Social  Security  system  to  em- 
brace the  financing  of  some  of  the  health-care 
costs  for  some  of  the  aged  of  our  country.  That 
the  Congress  was  unwilling  to  bow  before  the 
enormous  pressures  that  were  placed  upon  it  to 
sanction  so  radical  and  irreversible  an  extension 
of  the  welfare-state  concept  speaks  volumes  for 
the  cogency  of  the  case  against  the  King-Ander- 
son  and  similar  bills,  and  for  the  efficacy  of  an 
aroused  and  alert  public  opinion.  It  tells  us  some- 
thing, also,  of  the  universal  interest  of  people  of 
all  ages  in  health  and  health-care  matters.  It  re- 
affirms our  faith  in  the  belief  that  an  informed 
and  vocal  electorate  is  the  surest  safeguard  of 
our  democracy. 

However,  we  would  do  well  to  remember  that 
we  live  in  fast-moving  times,  when  crisis  follows 
crisis  in  kaleidoscopic  succession.  Partly  because 
of  the  insistent  and  aggressive  program  of  the 
proponents  of  the  King-Anderson  Bill  and  partly 
because  of  the  activity  of  the  American  Medical 
Association  and  others  who  opposed  the  measure, 
the  so-called  “medicare”  issue  was  brought  dra- 
matically to  the  consciousness  of  vast  numbers  of 
Americans.  But  someone  has  remarked  that  “this 
is  a 90-day  country,”  meaning  that  the  voters  are 
quick  to  forget,  as  their  attention  is  absorbed  by 
new  problems  and  new  issues.  There  is  no  di- 
version of  attention  or  intention,  however,  on  the 
part  of  those  who,  over  the  years,  have  sought  to 
transform  our  private-enterprise  democracy  into 
a centralized,  collectivistic  society.  These  are  the 
doctrinaire  socialists  who  prey  on  the  credulity  of 
the  average  man  and  use  the  political  aspirations 
of  those  who  would  seek  or  keep  political  office  to 
forward  their  concepts.  Certainly,  though  we  have 
won  another  round,  now  is  not  the  time  to  relax 
our  vigil  against  proposals  that  would  regiment 
the  practice  of  medicine,  adulterate  the  quality  of 

Mr.  Faulkner  is  president  of  the  Woodmen  Accident  and 
Life  Company,  and  he  made  this  presentation  at  the  Fall 
Conference  for  County  Medical  Society  Officers,  in  Des 
Moines,  on  October  5,  1962. 


health  care,  impair  or  nationalize  our  great  in- 
suring institutions,  and  place  a heavy  and  un- 
necessary burden  on  our  economy,  while  stripping 
the  individual  of  more  of  his  freedoms.  Let  us  re- 
call that  last  July,  within  minutes  of  the  Senate 
vote  that  rejected  the  Anderson-Javits  amend- 
ment to  the  Public  Welfare  Bill,  President  Ken- 
nedy told  the  country,  in  a nationally  broadcast 
and  televised  statement,  of  his  determination  to 
make  medicare  the  prime  domestic  issue  of  the 
fall  Congressional  campaign.  We  do  know  that 
the  Forand  Committee  continues  active.  We  need 
to  reinvigorate  our  efforts,  concentrating  at  this 
time  on  the  grass  roots. 

OUR  EDUCATIONAL  WORK  MUST  CONTINUE 

I am  confident  that  we  can  meet  the  challenge 
if  we  keep  its  essential  nature  clearly  in  mind. 
Let  no  sugar  coating  disguise  the  fact  that  the 
King-Anderson,  the  Anderson-Javits  and  similar 
proposals  would  expand  a paternalistic  system  to 
provide  certain  health-care  benefits  for  the  aged, 
irrespective  of  need!  As  a part  of  the  Social  Se- 
curity system,  the  essential  characteristics  of  medi- 
care would  be  those  of  Social  Security — and 
these  characteristics  are  now  becoming  increas- 
ingly clear.  This  means  that  it  would  be  compul- 
sory, unitary,  state-controlled — a system  by  which 
government  prescribes  levels  of  benefit  for  all, 
irrespective  of  personal  need  or  local  conditions. 
By  employing  compulsion,  this  system  would  re- 
sult in  a mandatory  redistribution  of  income,  and 
lead  to  the  egalitarian  state.  It  would  be  charac- 
terized by  rising  cost,  much  of  which  would  be 
deferred  for  later  generations  to  pay.  Its  complex- 
ity would  tend  to  make  its  administrators— con- 
sisting, naturally,  of  its  proponents — its  principal 
interpreters.  Despite  the  proponents’  disclaimers, 
its  benefits  would  be  an  expensive  kind  of  charity, 
for  the  only  socially  justifiable  basis  for  a com- 
pulsory system  is  the  special  need  of  some.  Be- 
cause it  would  be  monolithic,  compulsory  and  de- 
void of  the  energizing  influence  of  competition,  it 
would  tend  to  become  static.  Finally,  as  people 
the  world  around  have  found  to  their  dismay, 
social  benefit  costs  grow  and  grow,  unless  sternly 
checked,  and  thus  medicare  would  jeopardize  al- 
ready-promised Social  Security  benefits  and  would 
add  materially  to  the  tax  burden  of  every  individ- 
ual and  every  business.  If  we  recall  that  these 
would  be  the  characteristics  of  medicare,  we  are 
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less  likely  to  succumb  to  the  naive  belief  that  all 
is  well,  and  that  this  is  simply  a measure  to  pro- 
vide some  help  for  our  worthy  old  people. 

We  can  meet  the  challenge  if  we  will  communi- 
cate to  our  fellow  citizens  the  real  nature  and  the 
implications  of  these  proposals  for  compulsory 
health  benefits.  These  are  not  simply  proposals  to 
adopt  simple  plans,  humanitarian  in  purpose  and 
well  within  the  capablities  of  our  economy.  Rather, 
they  are  subtle  schemes  which  those  who  think 
beyond  today  and  tomorrow  recognize  as  the 
gravest  sort  of  threat  to  our  way  of  life. 

In  communicating  the  nature  of  the  challenge, 
we  must  recall  that  most  Americans  are  not  fa- 
miliar with  the  basic  issue.  Many  of  them  have 
been  led  to  believe  that  there  is  a real  need  for 
government  help  for  most  of  the  aged  in  meeting 
their  health  care  costs.  The  facts  prove  the  con- 
trary. We  must  remember  that  there  is  vast  con- 
fusion over  what  benefits  legislation  such  as  the 
King-Anderson  Bill  would  provide.  Its  proponents 
have  been  quite  willing  to  allow  the  public  to  as- 
sume that  if  this  legislation  were  enacted,  older 
people  would  be  relieved  of  substantially  all  of 
their  health-care  costs.  On  the  contrary,  the  fact 
is  that  the  benefits  presently  proposed  would 
cover  less  than  many  good  private  health  insur- 
ance plans  cover.  We  must  remember  that  the 
public  suffers  from  a real  euphoria  in  Social  Se- 
curity matters,  having  been  assured  that  all  is 
well,  whereas  many  serious  students  of  the  pro- 
gram foresee  great  disappointments  and  serious 
problems  in  the  future. 

VOLUNTARY  INSURANCE  CAN  STILL  BE  IMPROVED 

We  can  meet  the  challenge  if  we  will  persevere 
vigorously  in  expanding  and  improving  private 
health  insurance— not  just  for  the  aged,  but  for 
people  of  all  ages.  No  business  has  a better  record 
in  the  public  interest  than  private  health  insur- 
ance. Measured  in  terms  of  written  premiums,  it 
has  experienced  a more  than  5,000  per  cent  in- 
crease since  the  low  point  of  1933,  and  the  busi- 
ness is  continuing  to  grow  in  terms  of  premium 
volume  at  a rate  of  about  10  per  cent  per  year. 
Today,  135  million  Americans — almost  three  out 
ol  four  have  some  private  health  insurance. 
Among  the  aged,  55  per  cent  of  all  Americans  over 
age  65  are  insured,  and  unless  the  business  is 
hampered  by  government  intervention,  80  per 
cent  of  our  senior  citizens  will  be  insured  by  1970. 

It  is  indicative  of  the  ingenuity  and  drive  of 
private  health  insurance  that  at  this  very  time 
the  business  is  launching  imaginative  new  pro- 
gi  ams  to  extend  private  health  insurance  coverage 
to  those  senior  citizens  who  are  not  now  protected. 
Several  insurance  companies  are  engaged  in  wide- 
ly advei  tised  nationwide  enrollment  campaigns, 
in  which  older  people  are  given  an  opportunity  to 
provide  themselves  with  coverage  without  in- 


dividual evidence  of  insurability.  Insurers  are 
joining  in  cooperative  efforts  such  as  the  “Con- 
necticut 65,”  the  “New  York  65”  and  the  “Massa- 
chusetts 65”  plans.  Strong  and  well-established 
life  and  casualty  insurers  are  entering  the  field 
for  the  first  time.  Blue  Cross  and  Blue  Shield 
plans  are  conducting  enrollment  drives  in  order 
to  make  broad  coverage  available,  irrespective  of 
prior  health  history.  All  of  this  vast  and  various 
activity  has  been  engendered  by  the  normal 
healthy  competition  that  is  usual  in  private  enter- 
prise, and  by  a deep-seated  conviction  among  pri- 
vate insurers  that  they  not  only  have  the  capabil- 
ity of  providing  satisfactory  insurance  for  the 
aged,  but  must  do  so  in  the  public  interest. 

We  shall  meet  the  challenge  if,  while  pushing 
vigorously  to  provide  a maximum  of  coverage  for 
the  aged,  we  recognize  that  there  is  a relatively 
small  proportion  of  older  people  whom  we  can- 
not reach.  These  are  the  indigent  or  near-indigent 
who  cannot  pay  or  get  someone  else  to  pay  the 
relatively  modest  premiums  necessary  to  adequate 
private  health  insurance.  I know  of  no  accurate 
determination  of  the  exact  number,  among  the  17 
million  persons  age  65  or  over,  who  fall  in  this 
category,  but  studies  that  have  been  made  sug- 
gest that  they  are  but  a small  minority  of  our  sen- 
ior citizens.  Recognizing  that  there  are  these  older 
people  who  are  now,  and  probably  always  will  be, 
beyond  the  purview  of  private  insurance,  we 
should  continue  to  support  adequacy  in  the  as- 
sistance programs  both  public  and  private  which 
society  has  established  to  assure  them  of  care. 

THE  STATES  MUST  IMPLEMENT  THE  KERR-MILLS  ACT 

To  the  Old  Age  Assistance  program,  which 
dates  back  to  1935,  the  Congress  added  the  Medi- 
cal Assistance  for  the  Aged  program  as  a part  of 
the  Kerr-Mills  law  in  1960.  It  is  notable  that  the 
American  people  have  not  neglected  their  respon- 
sibility to  the  indigent  or  near-indigent  aged.  In 
1950,  Congress  amended  the  Old  Age  Assistance 
law  to  make  payments  directly  to  the  suppliers  of 
medical  care.  In  1958  such  payments  were  in- 
creased. In  1960  the  Kerr-Mills  law  provided  a 
doubled-barreled  program  of  assistance.  First, 
medical-care  payments  under  Old  Age  Assistance 
were  raised,  and  second,  a new  form  of  aid  was 
instituted  to  help  persons  not  on  relief  who  have 
enough  resources  to  meet  ordinary  living  expenses 
but  who  can’t  pay  unusually  high  medical  bills. 
Some  31  states  have  adopted  plans  to  implement 
the  Medical  Assistance  for  the  Aged  program,  and 
all  but  one  state  have  increased  medical  payments 
for  the  aged  under  relief,  by  availing  themselves 
of  the  other  part  of  the  Kerr-Mills  Act.  In  addi- 
tion to  the  provisions  made  by  the  public  through 
government,  our  aged  have  the  assurance  that 
none  of  them  who  needs  and  seeks  medical  care 
will  be  denied  it,  for  it  is  the  time-honored  tradi- 
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tion  of  our  doctors  and  hospitals  to  provide  care 
when  it  is  needed,  irrespective  of  ability  to  pay. 
We  can  help  meet  the  challenge  by  supporting  ap- 
propriate and  timely  implementation  of  the  Kerr- 
Mills  law,  and  by  lending  our  influence  to  assure 
that  local  governments  adequately  reimburse  the 
doctors  and  hospitals  that  care  for  indigents  of 
all  ages. 

HEALTH-CARE  COSTS  MUST  BE  HELD  DOWN 

We  can  meet  the  challenge  if  we  will  do  all  that 
we  possibly  can  to  explain  and  to  contain  the  ris- 
ing level  of  health-care  costs.  Although  according 
to  Consumers  Price  Index  data  the  recent  in- 
creases in  such  costs  have  not  been  so  sharp  as 
heretofore,  we  cannot  gainsay  that  health-care 
costs  have  risen  substantially,  and  that  they  are 
likely  to  continue  rising.  In  part,  higher  costs  have 
been  due  to  the  impact  of  general  inflation  on  doc- 
tors and  hospitals.  Happily,  inflationary  influences 
seem  no  longer  to  be  in  the  ascendency  in  our 
economy.  Increased  health  costs  have  been  at- 
tributable in  part  to  the  amazing  advances  of 
scientific  medicine.  These  have  made  far  better 
health  care  possible.  Doctors  and  hospitals  today 
can  restore  good  health  rather  quickly  to  people 
who  in  years  gone  by  would  have  suffered  from 
devastating  and  prolonged  illness,  or  who  would 
have  died.  The  price  tag  for  these  achievements 
is  small  indeed  when  compared  with  the  value  of 
the  better  health  and  longer  lives  that  our  people 
enjoy  today.  This  fact  needs  to  be  driven  home 
to  all  Americans. 

But  simply  because  doctors  and  hospitals  are 
now  able  to  provide  vastly  superior  health  care 
does  not  relieve  us  of  the  responsibility  for  striving 
to  stabilize  costs — to  contain  them,  and  where  pos- 
sible to  reduce  them.  The  universal  adoption  by 
practicing  physicians  of  the  American  Medical 
Association’s  proposal  that  they  charge  a lower 
scale  of  fees  to  the  aged  would  be  helpful  in  this 
connection.  Scrupulous  avoidance  of  any  increase 
in  charges  to  patients,  irrespective  of  age,  who 
have  the  benefit  of  health  insurance  is  essential  if 
health  insurance  is  to  be  effective.  Every  physi- 
cian must  bear  constantly  in  mind  that  overpre- 
scription and  the  provision  of  unnecessary  care 
strikes  at  the  economic  heart  of  private  practice 
and  private  insurance.  Both  better  hospital  sched- 
uling of  patients  and  more  professional  hospital 
management  will  be  helpful  in  stabilizing  health- 
care costs. 

PUBLIC  RELATIONS  ARE  AN  INDIVIDUAL 
RESPONSIBILITY 

We  shall  meet  the  challenge  if  we  work  con- 
stantly for  better  public  relations.  Good  public 
relations  have  been  said  to  consist  90  per  cent  of 
doing  a good  job  and  10  per  cent  of  telling  people 


about  it.  In  health  insurance,  we  must  seek  con- 
stantly to  perfect  the  coverage  in  our  contracts, 
economy  in  our  operations  and  efficacy  in  our  dis- 
tribution. Physicians,  on  their  part,  should  recog- 
nize that  they  no  longer  generally  enjoy  the  pub- 
lic image  of  trusted  counselor,  healer  and  family 
friend,  always  available  in  an  emergency.  The 
necessities  of  modern,  complex  practice  have,  un- 
happily, tended  to  diminish  the  warm  personal 
rapport  that  was  once  the  sine  qua  non  of  the 
private  physician-patient  relationship.  Although 
few  patients  are  openly  critical  of  their  phy- 
sicians, there  is  an  unhappy  undercurrent  of 
gi'umbling  and  dissatisfaction  because  fees  are 
not  explained  and  so  tend  to  be  misunderstood, 
because  of  the  clinical  impersonality  of  much 
medical  care,  because  of  a growing  propensity  to 
discontinue  house  calls,  particularly  at  night,  and 
because  of  a failure  on  the  part  of  too  many  doc- 
tors to  explain  individual  health  problems  to  pa- 
tients in  terms  that  they  can  understand.  Good 
public  relations  grow  from  the  grass  roots.  They 
are  a compound  of  the  millions  of  contacts  made 
each  day  by  individual  doctors  with  their  patients, 
and  by  individual  insurance  men  with  their  pros- 
pects and  their  policyholders.  It  is  supremely  im- 
portant for  each  practitioner  to  live  the  Hippo- 
cratic oath,  and  for  each  insurance  man  to  adhere 
to  the  high  ethical  standards  of  the  insurance  busi- 
ness. 

CONCLUSION 

We  can  meet  the  challenge  if  we  continue  to 
work  together.  We  cannot  coerce  doctors,  hos- 
pitals, others  in  the  healing  arts,  or  insurers  of 
all  kinds  to  cooperate.  But  we  can  continue  to 
teach  the  importance  of  cooperative  effort  among 
them  to  the  end  that  the  private-enterprise  system 
may  function  efficiently  and  successfully.  In  this 
spirit  of  cooperation,  we  must  beware  of  seeking 
special  advantage  for  any  element  of  the  private 
health  care  complex.  For  example,  government 
subsidization  of  any  kind  of  insurer  would  lead  to 
a chosen-instrument  policy,  and  ultimate  national- 
ization. Tax  exemption  or  preferential  status  ac- 
corded to  any  one  type  of  insurer,  although  per- 
haps of  immediate  advantage  to  it,  would  be  ulti- 
mately weakening  and  deleterious  to  all. 

We  believe  that  more  and  more  Americans  are 
becoming  disenchanted  with  big  government,  with 
its  inevitably  burdensome  and  increasing  costs, 
and  with  its  bureaucratic  interference  in  the  life 
of  the  individual  person.  We  believe  that  a more 
understanding  American  people  has  commenced 
to  recognize  that  man  must  take  care  of  his  own. 
The  responsibility  for  his  security  and  that  of  his 
loved  ones  rests  with  him,  for  there  is  no  reality 
in  the  concept  of  collective  security,  either  for 
men  or  for  nations.  Human  beings  can  get  security 
only  by  providing  it  for  themselves,  because  the 
weight  of  its  cost  destroys  the  whole  when  those 
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who  work  must  provide  support  for  the  improvi- 
dent to  an  extent  approaching  what  they  provide 
for  themselves. 

I am  confident  that  we  shall  meet  the  challenge 


in  1963  and  in  the  years  that  follow  by  demon- 
strating in  action  the  adequacy  and  superiority  of 
the  private  practice  of  medicine  and  of  private 
health  insurance. 


The  Fight  Against  Food 
Fads  Continues 


In  addressing  the  annual  meeting  of  the  Amer- 
ican Dietetic  Association,  on  October  9,  1962,  Mr. 
K.  L.  Milstead,  of  the  U.  S.  Food  and  Drug  Admin- 
istration, congratulated  Fred  Stare,  M.D.,  of  Har- 
vard University,  for  his  courage  in  contradicting 
the  false  claims  of  the  food  faddists,  and  listed 
some  of  the  principal  false  prophets  in  the  field 
of  nutrition. 

Dr.  Stare  succeeded,  recently,  in  defending  him- 
self against  a libel  action  brought  by  the  Boston 
Nutrition  Society,  which  he  had  said  was  identical 
with  the  Copley  Square  Diet  Shop.  He  had  assert- 
ed, and  he  still  maintains:  “The  faddists  want  you 
to  believe  that  the  food  industry  is  forcing  white 
bread  down  the  throats  of  the  American  public. 
However,  for  centuries  the  majority  of  mankind 
has  preferred  white  bread.  It  is  still  the  over- 
whelming favorite.  Despite  the  efforts  to  ‘sell’ 
whole  wheat  flour,  the  sale  of  dark  flours  has  re- 
mained essentially  the  same,  about  two  to  three 
per  cent  of  the  total  flour  output.  From  a practical 
viewpoint  in  most  American  diets,  dark  flour  and 
enriched  white  flour  are  the  same  in  food  value, 
and  they  both  make  important  contributions  to 
our  diet.  To  imply  or  suggest  that  enriched  white 
bread  can  cause  or  contribute  to  [the  metabolic 
diseases,  cancer,  diabetes  and  mental  diseases,  and 
to  the  formation  of  dental  cavities]  is  a cruel  and 
reckless  fraud.” 

In  his  speech  to  the  American  Diabetic  Associa- 
tion, Mr.  Milstead  listed  a number  of  other  groups 
which,  like  the  Boston  Nutrition  Society,  are  in- 
terested in  the  same  “health  foods”  and  are  using 
wholly  unjustified  scare  tactics.  He  named  Nat- 
ural Food  Associates,  of  Atlanta,  Texas;  Na- 
tional Health  Federation,  of  San  Francisco;  and 
Academy  of  Applied  Nutrition,  of  Los  Angeles. 
It  is  noteworthy  that  the  first  of  these  is  headed 
by  Joe  D.  Nichols,  M.D.,  the  vice-chairman  of  the 
Committee  on  Nutrition  of  the  Texas  Medical  As- 
sociation. Mr.  Milstead  says  that  Dr.  Nichols  is 
“a  leading  advocate  of  the  use  of  ‘natural’  foods 


and  a foe  of  all  processed  foods,  fluoridation  of 
water,  use  of  commercial  fertilizers  and  pesticides.” 

Dr.  Nichols,  he  says,  testified  at  Dr.  Stare’s  trial 
that  he  was  the  author  of  the  statement  circulated 
by  the  Boston  Nutrition  Society  which  had  formed 
the  basis  for  the  suit.  In  another  trial,  in  1958,  Dr. 
Nichols  had  expressed  the  belief  that  multiple 
sclerosis  is  due  to  a dietary  deficiency.  When  ques- 
tioned by  the  Court,  however,  he  admitted  that  he 
had  seen  only  one  case  of  multiple  sclerosis  in  his 
entire  medical  career.  Subsequently,  the  Court, 
referring  to  Dr.  Nichols’  testimony,  exclaimed, 
“What  a fake  that  was!” 

The  National  Health  Federation,  Mr.  Milstead 
said,  “has  supported  completely  discredited  med- 
ical treatments  such  as  the  Hoxey  cancer  treat- 
ment.” 

All  three  organizations  have  spread  the  “four 
myths  of  nutrition:  (1)  that  all  diseases  are  due 
to  faulty  diet;  (2)  that  soil  depletion  causes  mal- 
nutrition; (3)  that  commercial  food  processing 
destroys  the  nutritive  value  of  foods:  and  (4)  that 
most  Americans  suffer  from  subclinical  deficien- 
cies, and  thus  need  to  supplement  their  diets  with 
various  concoctions.” 

Apropos  of  calories  don’t  count,  Mr.  Milstead 
declared:  “Investigation  . . . has  brought  to  light 
a surprising  story  of  how  this  best-selling  book 
was  deliberately  created  and  used  to  promote  and 
sell  . . . worthless  safflower  oil  capsules  for  the 
treatment  of  obesity,  cardiovascular  disease  and 
other  serious  conditions.” 

FOLK  MEDICINE  and  ARTHRITIS  AND  FOLK  MEDICINE, 

both  written  by  D.  C.  Jarvis,  M.D.,  he  says,  have 
been  used  to  promote  the  sale  of  honey  and  vine- 
gar, and  other  “health  foods.”  Many  seizures  of 
stocks  of  such  products,  along  with  copies  of  these 
books,  have  been  made  by  the  FDA. 

Mr.  Milstead  also  said  it  is  the  present  policy  of 
the  FDA  to  regard  as  illegal  all  statements  that 
specific  fats  or  oils  are  effective  in  the  prevention 
or  treatment  of  heart  or  artery  disease. 


Jaundice  in  Childhood 


EUGENE  KAPLAN,  M.D. 

Baltimore,  Maryland 

Advances  in  genetics  and  biochemistry  provide  a 
fresh  approach  to,  and  a new  terminology  for,  some 
of  the  problems  of  medical  jaundice.  The  bilirubin 
initially  produced  from  hemoglobin  breakdown  is 
liberated  into  body  fluids  as  a free,  unconjugated 
pigment  which  is  more  lipid-  than  water-soluble. 
Within  liver  cells,  free  bilirubin  is  conjugated  with 
one  or  two  molecules  of  glucuronic  acid,  a deriva- 
tive of  glucose  metabolism,  and  enters  the  bile  as 
an  aqueous-soluble  pigment,  bilirubin  mono-  or 
di-glucuronide.  Extrahepatic  formation  of  bilirubin 
monoglucuronide  may  also  take  place,  and  biliru- 
bin may  conjugate  to  a lesser  extent  with  sulfates 
and  other  anions.  This  free,  unconjugated  biliru- 
bin represents  the  indirect-acting  fraction  in  the 
diazo  reaction,  whereas  bilirubin  conjugates  are 
the  direct-acting  bilirubin  fraction.  The  water- 
soluble  conjugates  of  bilirubin  are  more  easily  ex- 
creted than  is  the  free  lipid-soluble  pigment.  Both 
forms  are  transported  in  the  vascular  fluid  in  a 
loose  combination  with  serum  albumin,  and  are 
in  equilibrium  with  pigment  in  the  extravascular 
fluid.  Free  bilirubin  is  a neurotoxin  capable  of 
producing  irreversible  changes  in  neurones  of 
certain  brain  nuclei. 

CHILDREN  ARE  MORE  SUSCEPTIBLE  THAN  ADULTS 

The  normal  adult  liver  has  a large  reserve 
capacity  to  conjugate  and  excrete  bilirubin.  Sig- 
nificant hyperbilirubinemia  in  the  adult  is  unlikely 
in  the  presence  of  increased  red-cell  breakdown  or 
decreased  liver  function,  except  when  these  dis- 

Dr.  Kaplan,  chief  of  pediatrics  at  Sinai  Hospital  of  Balti- 
more, made  this  presentation  at  the  1962  Annual  Meeting 
of  the  Iowa  Medical  Society. 


turbances  occur  in  combination  or  when  they  are 
unusually  severe.  Thus,  adults  with  chronic  hemo- 
lytic anemia  or  chronic  hepatic  insufficiency  may 
not  have  clinical  jaundice.  The  normal  liver  in  the 
newborn  characteristically  lacks  this  large  reserve 
capacity  with  respect  to  bilirubin.  Indeed,  hepatic 
function  in  the  newborn  is  barely  able  to  cope 
with  the  minimum  amount  of  bilirubin  produced 
by  red-cell  breakdown,  so  that  virtually  all  infants 
in  the  first  week  of  life  experience  a physiologic 
hyperbilirubinemia,  and  the  condition  is  more 
severe  and  prolonged  in  those  infants  who  have 
been  prematurely  born.  Recent  studies  of  bilirubin 
glucuronidation  in  newborn  and  adult  animals 
indicate  that  glucuronyl  tranferase,  an  enzyme 
which  is  present  in  liver  cell  microsomal  prepara- 
tions and  which  is  necessary  for  the  conjugation 
of  bilirubin  with  glucuronic  acid,  is  reduced  dur- 
ing fetal  life,  increases  during  the  neonatal  period 
and  reaches  normal  adult  levels  only  after  several 
weeks  of  extrauterine  growth. 

The  newborn  infant  thus  represents  a compelling 
subject  for  the  consideration  of  bilirubin  metabo- 
lism. The  delayed  maturation  of  hepatic  enzyme 
systems  in  the  neonate  results  in  a brief  period  of 
marginal  capacity  to  handle  a minimal  bilirubin 
load.  During  this  period,  any  one  or  combination 
of  factors  may  lead  to  marked  elevations  in  serum 
levels  of  free  or  indirect  acting  bilirubin,  and  pos- 
sible bilirubin  encephalopathy.  These  factors  oper- 
ate either  by  further  impairing  or  delaying  the 
maturation  of  hepatic  function,  or  by  an  increasing 
rate  of  red-cell  breakdown  and  producing  a greater 
bilirubin  load. 

STRESSES  AFFECTING  HEPATIC  FUNCTION 

The  newborn  infant  is  subject  to  many  stresses 
capable  of  affecting  hepatic  function.  Hypoxia,  a 
common  clinical  disturbance  in  the  immediate 
perinatal  period,  may  lead  to  a hyperbilirubinemia 
in  the  first  days  of  life.  Hypoglycemia,  whether  due 
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to  the  effects  of  maternal  diabetes  or  to  obstructive 
intestinal  lesions,  is  often  associated  with  increased 
neonatal  jaundice — perhaps  as  a result  of  decreas- 
ing the  substrate  available  for  glucuronic-acid  syn- 
thesis, which  is  essential  for  bilirubin  conjugates 
and  excretion.  The  correction  of  hypoglycemia  has 
quickly  effected  a reduction  in  the  hyperbiliru- 
binemia in  such  cases. 

Congenital  hypothyroidism  is  another  disturb- 
ance sometimes  associated  with  increased  jaun- 
dice of  the  newborn,  suggesting  the  need  for  prop- 
er endocrine  support  during  this  early  period  of 
hepatic-enzyme  maturation.  Although  the  jaun- 
dice of  cretinism  may  persist  for  several  weeks 
after  birth,  it  may  clear  prior  to  the  administra- 
tion of  thyroid  hormone. 

Neonatal  infection — especially  the  generalized 
infection  of  the  newborn  by  viruses,  bacteria,  spi- 
rochetes, and  protozoa — is  often  associated  with 
hyperbilirubinemia.  Neonatal  virus  hepatitis  is  in- 
creasingly encountered  as  a cause  for  otherwise 
unexplained  clinical  jaundice. 

The  mother  may  contribute  to  the  infant’s  bili- 
rubin handicap  by  transfer  across  the  placenta  of  a 
glucuronyl-transferase  inhibitor  substance,  thought 
to  be  genetically  determined  in  certain  families, 
or  of  a pharmacologic  substance  administered  dur- 
ing labor  and  harmful  only  to  the  fetus  and  not 
to  the  mother. 

Finally,  in  certain  rare  families,  a genetic  fault 
results  in  a persistent  deficiency  in  the  activity 
of  the  glucuronyl  transferase  enzyme  system.  This 
chronic  familial  non-hemolytic  jaundice  is  some- 
times clearly  manifest  in  the  early  weeks  of  in- 
fancy. 

Even  a slight  increase  in  the  rate  of  red-cell 
breakdown  may  disturb  the  delicate  equilibrium 
of  bilirubin  homeostasis  in  the  newborn  period. 
Direct  measurement  of  red-cell  survival  in  the  first 
days  following  birth  indicates  that  the  red  cells 
of  full-term  infants  have  a normal  life  span,  where- 
as the  red  cells  of  premature  infants  have  a some- 
what shortened  life  span.  Thus,  the  premature 
infant  whose  hepatic  function  may  easily  be  less 
adequate  than  that  of  the  full  term  neonate,  has 
a greater  bilirubin  load  from  hemolysis,  and  char- 
acteristically develops  a more  severe  and  pro- 
longed hyperbilirubinemia. 

Red  cell  breakdown  may  be  further  increased 
in  the  newborn  by  many  factors.  These  include  the 
action  of  maternal  isoantibodies  to  the  Rh,  or  A 
and  B blood  antigens,  the  action  of  naphthalene  in- 
gested by  a mother  and  transmitted  to  her  infant 
with  red  cells  deficient  in  glucose-6-phosphate 
dehydrogenase,  and  the  action  of  excess  water- 
soluble  vitamin  K administered  as  prophylactic 
medication  to  mother,  infant,  or  both.  Congenital 
spherocytosis  in  the  newborn  infant  may  present 
as  a severe  hemolytic  anemia  with  profound  jaun- 
dice, but  in  other  infants  it  may  be  so  mild  as  to 
cause  no  clinical  disturbance  during  the  early 


months  of  life.  Occasionally  a large  encapsulated 
hematoma  of  scaip  or  liver  may  produce  hyper- 
bilirubinemia as  the  blood  is  resorbed  during  the 
first  week  of  life. 

THE  PREVENTION  OF  KERNICTERUS 

Kernicterus,  or  bilirubin  encephalopathy,  has 
yielded  largely  to  the  judicious  use  of  replace- 
ment transfusion  as  a means  of  bilirubin  removal. 
Nevertheless,  the  basic  conditions  essential  for 
this  dreaded  complication  of  neonatal  hyperbili- 
rubinemia remain  poorly  understood,  and  current 
clinical  studies  are  directed  at  the  kinetics  of  bili- 
rubin transfer  from  body  fluids  to  body  cells,  par- 
ticularly to  those  of  the  central  nervous  system. 
Kernicterus  has  been  observed  in  premature  in- 
fants exposed  to  sulfonamides  in  the  first  days  of 
life,  despite  lower  serum  bilirubin  levels  than  in 
untreated  prematures  not  developing  kernicterus. 
This  paradox  is  now  viewed  in  relation  to  bili- 
rubin binding  to,  and  dissociation  from,  plasma 
albumin. 

Bilirubin  is  transported  by  extracellular  fluids 
in  combination  with  albumin.  This  bound  bilirubin 
is  in  equilibrium  with  a moiety  of  unbound  bili- 
rubin, which  in  turn  is  free  to  traverse  the  cell 
membrane.  Various  organic  anions  have  a greater 
affinity  for  the  plasma  proteins  than  does  bilirubin, 
and  may  displace  protein-bound  bilirubin,  with  a re- 
sultant reduction  in  bilirubin  levels  in  plasma  and 
an  increase  in  tissue  bilirubin.  Sulfonamides,  salic- 
ylates, tolbutamides  and  acetozolamide  are  note- 
worthy in  this  respect,  and  should  be  withheld 
from  mothers  at  term,  and  from  newborn  infants. 

During  the  replacement  transfusion  of  jaun- 
diced infants,  considerably  more  bilirubin  is  re- 
moved than  circulates  in  the  vascular  compart- 
ment. The  plasma  protein  of  the  donor  soaks  up 
bilirubin  as  it  replaces  the  largely  saturated  plas- 
ma protein  of  the  infant,  and  bilirubin  is  siphoned 
into  the  vascular  compartment  from  the  tissue 
spaces  and,  hopefully,  from  the  tissue  cells.  This 
effect  can  be  enhanced  by  the  deliberate  adminis- 
tration of  human  serum  albumin  prior  to  the  re- 
placement transfusion.  The  net  bilirubin  yield  has 
been  increased  more  than  one  third  by  this  tech- 
nic. Caution  must  be  emphasized,  however,  since 
the  infusion  of  concentrated  albumin  expands 
plasma  volume  rapidly  and  decreases  hemoglobin 
concentration.  Thus  it  is  contraindicated  in  the 
presence  of  any  significant  anemia  or  cardiac  dis- 
tress. 

Following  replacement  transfusion,  a sharp  re- 
bound in  the  level  of  sei'um  bilirubin  is  commonly 
seen.  Although  this  may  represent  another  mani- 
festation of  the  continued  flow  of  bilirubin  from 
tissue  spaces  to  the  relatively  unsaturated  donor 
albumin  in  the  vascular  fluid,  an  additional  factor 
may  play  its  role  in  certain  circumstances.  Fol- 
lowing blood  transfusion,  up  to  10  per  cent  of  the 
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transfused  erythrocytes  may  be  destroyed  in  the 
recipient  during  the  first  48  hours,  and  sometimes 
in  the  first  hours.  This  initial  loss  reflects  injured 
or  nonviable  erythrocytes.  Unless  great  care  is 
employed  to  use  the  freshest  blood  and  to  protect 
that  blood  from  unnecessary  injury,  it  is  possible 
that  the  replacement  transfusion  itself  may  con- 
tribute a significant  bilirubin  load  for  the  newborn 
infant. 


CONCLUSION 

Thus,  the  newborn  infant’s  susceptibility  to 
hyperbilirubinemia  enables  us  to  recognize  the 
roles  of  multiple  factors  in  the  control  of  bilirubin 
metabolism.  The  extension  of  these  observations, 
into  the  laboratory  on  the  one  hand  and  into  clin- 
ical medicine  on  the  other,  promises  to  open  a 
large  vista  of  exciting  and  useful  knowledge  re- 
garding the  complex  problems  of  medical  jaundice. 


Silent  Uterine  Rupture 

A Plea  for  Routine  Postpartum  Intrauterine  Examinations 


RICHARD  L.  MILLER,  M.D. 
Waterloo 


There  are  as  many  varieties  of  uterine  rupture  as 
there  are  birds  in  the  air,  and  yet  they  all  must 
be  considered  major  and  possibly  lethal.  The  fa- 
miliar traumatic  rupture,  with  its  catastrophic 
symptomatology,  is  seldom  misdiagnosed,  and  usu- 
ally is  treated  promptly  and  efficiently  by  all  com- 
petent physicians.  But  the  detection  and  proper 
treatment  of  the  silent,  relatively  symptomless 
uterine  rupture  is  quite  another  thing.  It  requires 
nuances  of  diagnostic  acumen  not  found  in  over- 
abundance among  the  physicians  of  this  country 
who  deliver  babies. 

It  has  been  proposed0,  8'  9 that  certain  routine 
inspections  should  be  carried  out  after  each  deliv- 
ery. These  inspections,  if  done  properly,  should  al- 
ways be  informative  and  consistently  valuable. 
On  many  occasions,  they  will  save  both  patient 
and  physician  much  tribulation.  Each  parturient, 
once  delivered  of  baby  and  placenta,  should  have 
her  entire  vaginal  vault  inspected  under  direct 
vision.  Her  cervix  should  be  scrutinized  over  its 
circumference,  and  if  this  is  impossible  the  entire 
circumference  should  be  palpated  by  the  obstetri- 
cian’s fingers.  Then,  his  entire  hand  should  be  in- 
troduced into  the  cervix,  and  with  a sweeping 
motion  the  fingers  should  probe  into  every  corner 

Dr.  Miller  is  a staff  member  in  the  Obstetrics  Department 
of  the  Allen  Memorial  Hospital,  Waterloo,  Iowa. 


of  the  uterine  cavity.  This  entire  routine  check-up 
can  be  carried  out  in  a matter  of  seconds.  It  will 
reveal  all  lacerations  of  the  birth  passage,  it  will 
put  an  end  to  retained  secundines,  with  the  trou- 
blesome aftermath  of  bleeding  and  curettage  they 
so  often  entail,  and  if  carefully  performed,  it  will 
do  nothing  to  increase  morbidity.  The  episiotomy 
repair  is  postponed  until  after  these  tissues  have 
been  inspected  and  found  to  be  intact,  for  if  the 
repair  were  done  first  there  would  often  be  some 
difficulty  in  finding  enough  room  to  conduct  them 
properly. 

CASE  REPORT 

H.  W.,  a 34-year-old  white  woman,  gravida  III, 
para  II,  was  first  examined  in  the  office  on  Feb- 
ruary 22,  1961.  A diagnosis  of  8-week  intrauterine 
pregnancy  was  made,  and  she  was  given  a vitamin- 
iron  supplement,  sent  to  the  laboratory  for  pre- 
natal blood  and  urine  examinations,  and  subse- 
quently examined  periodically  throughout  her 
pregnancy.  Her  two  previous  pregnancies  and  de- 
liveries had  been  uncomplicated,  term  affairs,  the 
larger  of  the  two  babies  having  weighed  6 lbs. 
9 oz.  at  birth. 

Her  third  prenatal  course  was  smooth  and  un- 
eventful, and  at  term  (September  19,  1961,  by  cal- 
culation) she  had  gained  28  lbs.,  and  all  the  usual 
findings  were  normal.  Her  McDonald  measure- 
ment, however,  was  36  cm.,  and  it  was  felt  that 
although  this  baby  would  certainly  weigh  well 
over  the  birth  weights  of  her  other  two  children, 
her  pelvis  was  capacious  and  no  difficulty  was 
anticipated. 

She  was  admitted  to  the  hospital  on  October  1, 


64 


Journal  of  Iowa  Medical  Society 


1961,  in  active  labor,  4 cm.  dilated,  with  the  vertex  at 
plus  one  station,  and  the  contractions  were  of  good 
quality  and  occurring  every  three  minutes.  Within 
five  hours’  time  she  had  progressed  to  full  dila- 
tation and  was  taken  to  the  birth  room.  It  was 
noted  during  the  course  of  her  labor  that  there 
was  a slight  bulging  of  the  lower  anterior  portion 
of  the  uterus,  but  at  no  time  was  there  pain  in  this 
area,  and  she  felt  most  of  her  contractions  in  the 
sacro-iliac  region.  The  fetal  parts  were  not  pal- 
pated, and  there  was  no  localized  pain  or  tender- 
ness such  as  is  classic  in  uterine  rupture. 

The  anesthesiologist  arrived  in  the  nick  of  time, 
or  so  it  seemed,  when  approximately  three  centi- 
meters of  scalp  was  visible  at  the  introitus  with 
each  voluntary  push  of  the  patient’s  contractions, 
and  she  was  given  a saddle  block.  The  position 
was  occiput  right  anterior,  and  the  vertex  rested 
on  the  perineum.  As  the  usual  preparation  and 
draping  were  carried  out,  the  patient  was  alert, 
cheerful  and  talkative,  and  all  her  vital  signs  were 
normal.  She  was  catheterized,  and  clear  urine  was 
obtained.  Then,  in  the  usual  fashion,  outlet  forceps 
(Tucker-MacLean)  were  applied,  and  the  baby’s 
head  was  gently  lifted  over  the  perineum.  One 
cubic  centimeter  of  methergine  was  administered 
intravenously,  and  1.0  cc.  of  pitocin  was  given  in- 
tramuscularly as  the  shoulders  passed  easily.  The 
baby  cried  spontaneously,  and  weighed  8 lbs.  4 oz. 
The  uterus  clamped  down  well  to  the  level  of  the 
umbilicus,  and  the  placenta  separated  and  was 
gently  expressed  from  the  vagina. 

The  anesthesiologist  had  been  following  the  pa- 
tient’s pulse  and  blood  pressure  throughout  these 
procedures,  and  had  noted  no  deviation  from 
normal.  She  continued  to  be  alert  and  responsive, 
and  no  difficulty  was  suspected.  Following  delivery 
of  the  placenta,  the  aforementioned  routine  post- 
partum examinations  were  carried  out,  and  the 
entire  vaginal  vault  except  for  the  lower  midline 
episiotomy  was  found  to  be  intact.  The  entire 
cervix  was  normal,  but  intrauterine  palpation  re- 
vealed a 10-cm.  gaping  rent  in  the  anterior  aspect 
of  the  lower  uterine  segment  (Figure  1).  Immedi- 
ate preparations  were  made  to  do  a laparotomy, 
and  while  these  were  going  on,  the  episiotomy  was 
repaired.  At  no  time  did  the  patient  deviate  from 
an  entirely  normal  appearance,  with  normal  pulse 
and  blood  pressure  readings,  and  her  fundus  was 
rock-hard  and  remained  at  the  level  of  the  um- 
bilicus. The  blood  loss  was  estimated  at  about 
250  cc.,  no  excess  uterine  bleeding  having  been 
noted. 

At  laparotomy,  the  peritoneum  covering  the 
lower  uterine  segment  was  somewhat  ballooned 
out  because  of  air  beneath  it,  but  there  was  no 
evidence  of  active  bleeding.  The  peritoneum  was 
incised  in  exactly  the  same  fashion  as  for  a lap- 
arotrachelotomy.  The  laceration  was  precisely  as 
previously  described,  and  along  its  edges  were 
small  blood  clots  that  appeared  firm  and  semi-solid, 
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much  like  clots  of  several  hours’  duration.  The 
laceration  was  approximately  10  cm.  in  length, 
four-fifths  of  it  extending  above  the  bladder,  it 
was  longitudinal  in  direction,  and  was  not  bleed- 
ing actively.  It  was  closed  in  two  layers  with  con- 
tinuous #0  chromic  catgut;  then  it  was  reperi- 
tonealized,  and  the  abdominal  wound  was  closed 
promptly.  The  patient  did  very  well  throughout 
the  procedure,  lost  very  little  blood,  and  was  re- 
moved to  her  room  in  good  condition. 

Her  postoperative  course  was  entirely  unevent- 
ful. She  was  placed  on  a broad-spectrum  antibiotic, 
Panalba,  and  otherwise  was  treated  as  any  post- 
Caesarian  patient  would  be.  Her  course  was 
smooth,  with  no  elevation  in  temperature,  and 
there  was  no  complication  other  than  a mild  degree 
of  anemia  due  to  blood  loss,  for  which  a hematinic 
preparation  was  given.  She  left  the  hospital  on  the 
seventh  postoperative  day,  ambulatory  and  feeling 
well. 

When  she  was  next  seen  in  the  office,  14  days 
after  her  discharge  from  the  hospital,  she  had  a 
wound  infection  from  which  Staphylococcus 
aureus,  coagulase  positive,  was  cultured.  This 
proved  to  be  sensitive  to  Chloromycetin,  and  after 
12  days’  treatment  with  this  particular  drug,  the 
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Figure  I.  Following  delivery,  the  entire  cervix  was  normal, 
but  intrauterine  palpation  revealed  a 10-cm.  gaping  rent 
in  the  anterior  aspect  of  the  lower  uterine  segment. 
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wound  cleared  up  satisfactorily.  When  she  re- 
turned for  her  post-delivery  examination,  nine 
weeks  after  the  delivery-laparotomy,  the  cervix 
was  clear,  the  vault  well-suspended,  and  her  epi- 
siotomy  well-healed.  The  uterus  was  still  three 
times  normal  size,  with  some  trace  of  lochia  still 
present,  but  the  adnexae  were  free  of  pathology. 
She  was  instructed  to  return  for  a final  examina- 
tion in  three  months,  and  when  she  came  for  that 
visit,  her  condition  proved  to  be  entirely  satis- 
factory. Her  hemoglobin  was  normal  at  that  time, 
her  menstrual  rhythm  had  returned  to  its  pre- 
pregnancy tempo,  and  she  was  discharged  in  ap- 
parently good  condition. 

COMMENT 

Spontaneous,  silent  uterine  rupture  can  occur 
during  a labor  or  delivery  unassociated  with 
trauma,  and  if  undetected  it  can  lead  to  serious 
and  ofttimes  lethal  consequences.  This  particular 
rupture  very  probably  occurred  during  the  termi- 
nal portion  of  the  patient’s  labor.  When  she  was 
questioned  afterward,  she  stated  that  she  had  in- 
deed “felt  something  pop  inside,”  about  two  hours 
before  being  taken  to  the  delivery  room,  but  since 
it  didn’t  hurt  she  didn’t  mention  it  to  anyone.  The 
only  lead,  on  retrospection,  was  a slight  bulging 
that  had  been  visible  over  the  lower  anterior  aspect 
of  the  patient’s  uterus,  but  this  had  not  been  re- 
garded as  a danger  signal  because  of  the  lack  of 
palpable  abnormal  findings,  and  because  of  the 
normal  progress  of  labor  and  lack  of  untoward 
symptoms. 

Had  a routine  postpartum  intrauterine  examina- 
tion been  omitted,  this  ruptured  uterus  certainly 
would  have  gone  undetected,  and  one  can  imagine 
the  very  confusing  picture  of  sub-involution,  in- 
fection and  possible  hemorrhage  that  would  have 
developed.  The  examiners  of  the  Iowa  Maternal 
Mortality  Committee  have  studied  several  such 
cases  in  recent  years,  and  they  have  noted  that  on 
more  than  one  occasion  undetected  uterine  rup- 
ture has  led  to  a patient’s  death.  Thus,  a simple, 
harmless  examination  in  this  particular  case  may 
well  have  saved  this  patient’s  life. 

SUMMARY 

A case  of  silent,  asymptomatic  spontaneous  rup- 
ture of  the  uterus  has  been  presented,  and  a plea 
has  been  made  for  the  performance  of  a routine 
manual  intrauterine  postpartum  examination  on 
every  parturient  woman. 
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Nursing  Home  Situation  Has  Improved 

Although  a serious  shortage  of  skilled  nursing 
homes  still  exists  throughout  most  of  the  nation, 
such  facilities  have  almost  doubled  in  their  capac- 
ity since  the  first  nursing  home  inventory  in  1954, 
according  to  the  United  States  Public  Health  Serv- 
ice. 

Dr.  Jack  C.  Haldeman,  who  directs  the  Hill- 
Burton  program,  says:  “Since  1954,  skilled  nursing 
care  homes  have  increased  in  number  from  7,000 
to  9,700,  or  39  per  cent.  Their  total  capacity  has 
nearly  doubled — from  180,000  beds  in  1954  to  338,- 
700  in  1961.  Practically  all  of  these  beds — 337,300 — 
were  reported  as  assigned  to  skilled  nursing  serv- 
ice. Infirmaries  or  facilities  having  personal  or 
residential  care  as  their  primary  purpose  account 
for  an  additional  24,900  skilled  nursing  beds,  bring- 
ing the  total  of  such  beds  available  throughout  the 
country  to  362,200.” 

Non-hospital  facilities  in  the  United  States  and 
possessions  which  provide  nursing  or  supportive 
services  to  chronically  ill  and  aging  persons  now 
number  23,000,  or  2,000  less  than  that  shown  in  the 
1954  inventory.  Despite  the  drop  in  the  number  of 
facilities,  however,  the  resident  capacity  now  totals 
592,800,  a 32  per  cent  increase  over  1954’s  total 
of  450,000. 

The  data  were  provided  during  July  and  August, 
1961,  by  the  various  state  agencies  having  infor- 
mation relating  to  such  establishments.  The  fol- 
lowing tabulation  includes  the  most  significant 
information  on  Iowa  and  contiguous  states. 


All  Facilities 
Beds  per  1,000  People 


State 

Total  Beds 

Total 

Population 

Persons  Aged 
65  or  Over 

Illinois 

24,734 

2.4 

25.4 

Iowa 

9,476 

3.4 

28.9 

Minnesota 

12,383 

3.6 

35.0 

Missouri 

15,801 

3.6 

31.4 

Nebraska 

2,944 

2.1 

18.0 

South  Dakota 

1,061 

1.5 

14.7 

Wisconsin 

12,013 

3.0 

29.8 

United  States 

352,380 

1.9 

21.1 

Chronic  Thyroiditis 


JOHN  S.  MADARAS,  JR.,  M.D.,  and 
JOSEPH  A.  BUCKWALTER,  M.D. 

Iowa  City 

In  1896  at  Munich,  Bernard  Riedel,1  a professor 
of  surgery  at  Jena,  first  described  the  variety  of 
chronic  thyroiditis  which  now  bears  his  name.  He 
subsequently  reported  a total  of  three  cases.  In 
1912,  Hashimoto2  of  Kyushu,  Japan,  described  four 
cases  of  another  variety  of  thyroiditis  which  has 
since  borne  his  name.  The  latter  occurred  in 
women  over  40  years  of  age  living  in  areas  not 
endemic  for  thyroid  disease.  Until  the  forties,  only 
occasional  case  reports  appeared,  and  chronic 
thyroiditis  remained  a rare  disease  in  the  experi- 
ence of  most  clinicians  and  pathologists.  During 
the  past  20  years,  without  any  obvious  explana- 
tion, the  frequency  of  this  disorder  has  grown.3’  4 
This  increase  prompted  us  to  review  the  experi- 
ence with  chronic  thyroiditis  at  the  State  Univer- 
sity of  Iowa  Hospitals. 

The  records  of  all  patients  seen  between  1930 
and  1960  with  histologically-proved  chronic  thy- 
roiditis were  reviewed.  Symptoms,  physical  find- 
ings, laboratory  tests,  treatment  and  the  results  of 
follow-up  examination  as  noted  in  these  patients, 
were  studied.  There  were  92  cases.  Two  cases 
were  seen  between  1931  and  1940,  19  between  1941 
and  1950,  and  71  between  1951  and  1960.  The  rea- 
son for  this  increased  frequency  is  not  apparent. 
Uniform  histologic  criteria  have  been  used 
throughout  the  30-year  period.  This  is  attested  to 
by  E.  D.  Warner,  who  has  been  examining  sections 
of  thyroid  glands  in  Iowa  City  during  this  entire 
time.  In  part,  this  increased  frequency  may  be  ex- 
plained by  an  increasing  concern  on  the  part  of 
clinicians,  during  these  30  years,  about  any  and 
all  thyroid  masses. 

The  lack  of  agreement  among  pathologists  con- 
cerning histologic  criteria  has  caused  confusion, 
and  has  led  to  inconsistencies  in  the  data  from  the 
different  studies  of  thyroiditis.  The  classification 
used  in  this  study  (Table  1)  has  proved  workable, 
and  is  recommended  to  the  reader. 

Suppurative  thyroiditis,  a rare  disorder  (one 

Dr.  Madaras,  formerly  a resident  in  surgery  at  S.U.I.,  is 
now  a captain  in  the  U.  S.  Army  Medical  Corps,  stationed 
at  Rodriguez  Army  Hospital,  in  Puerto  Rico.  Dr.  Buckwalter 
is  a professor  of  surgery  at  the  S.U.I.  College  of  Medicine. 


TABLE  I 

CLASSIFICATION  OF  THYROIDITIS 

Suppurative  thyroiditis 
Granulomatous  ( DeQuervain's)  thyroiditis 
— also  called  subacute,  acute  diffuse, 
giant  cell,  pseudo  tuberculous 
Lymphocytic  ( Hashimoto's)  thyroiditis 
— also  called  struma  lymphomatosa 
Fibrous  invasive  (Riedel's)  thyroiditis 


case  in  10  years  at  University  Hospitals),  may  be 
caused  by  bacteria  or  viruses.  Granulomatous 
thyroiditis  has  been  a relatively  common  disorder 
at  the  University  Hospitals.5  The  clinical  picture 
is  characterized  by  anorexia,  malaise,  weight  loss, 


pain  and  tenderness  in  the  diffusely  but  not  mark- 
edly enlarged  thyroid  gland.  Pain  is  often  referred 
to  the  external  auditorv  canal.  There  is  an  in- 


Figure  I.  Chronic  thyroiditis  of  "epithelioid"  variety. 
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creased  erythrocyte  sedimentation  rate.  It  is  usu- 
ally possible  to  make  the  diagnosis  on  these  clinical 
grounds. 

There  is  no  such  “typical”  clinical  picture  in 
chronic  (lymphocytic  or  fibrous  invasive)  thy- 
roiditis. Likewise,  the  histologic  features  of  these 
lesions  vary  enormously.  Epithelial  hyperplasia  is 
the  predominant  characteristic  in  some  patients, 
but  in  others,  lymphoid  infiltration  and  follicles  are 
the  most  striking  features.  Other  lesions  consist 
mainly  of  a dense  fibrous  tissue  struma,  with 
widely  separated  atrophic  follicles.  It  is  difficult  to 
decide  whether  cases  with  such  lesions  should  be 
called  lymphocytic  or  fibrous  invasive  thyroiditis. 
Figures  1 through  4 are  photomicrographs  from 
some  of  the  representative  lesions  included  in  this 
study.  Note  the  diversity  of  the  histologic  findings. 

The  etiology  of  chronic  thyroiditis  is  unknown. 
Levitt0  suggested  that  chronic  thyroiditis  is  part  of 
a continuous  process  of  hyperplasia  and  involution 
of  the  thyroid  gland,  beginning  with  toxic  goiter 
and  progressing  through  six  stages  to  Riedel’s 
struma.  Twenty-two  of  his  patients  had  repeat 
operations.  In  16  glands,  he  found  histologic  evi- 
dence suggesting  progression  of  the  disease,  con- 
sistent with  this  hypothesis.  This  progression  was 
limited  to  one  or  two  stages  of  the  disease. 


Figure  2.  Chronic  thyroiditis  with  lymphoid  follicles  and 
some  epithelioid  hyperp'asia. 


Recently,  evidence  has  been  found  suggesting 
that  thyroiditis  may  result  from  auto-immunization 
of  the  patient  by  his  own  thyroglobulin.  Witebsky 
and  Rose7  removed  one  lobe  of  a rabbit’s  thyroid, 
extracted  thyroglobulin  from  it,  injected  it,  and 
demonstrated  antibodies  and  changes  resembling 
those  of  Hashimoto’s  disease  upon  removal  of  the 
other  lobe.  In  1951,  they  reported  that  12  of  18  of 
their  patients  had  such  antibodies.  Roitt  and 
Doniach8  reported  109  of  144  patients  with  such 
antibodies.  They  postulated  that  some  mechanism 
permits  the  localized  release  of  thyroglobulin  from 
the  thyroid  follicles.  Lymphocytes  and  plasma 
cells  infiltrate  the  gland,  and  the  plasma  cells  pro- 
duce antibodies  to  the  thyroglobulin. 

The  92  patients  in  this  study  demonstrate  well 
the  variability  of  the  clinical  picture  of  chronic 
thyroiditis.  The  incidence  of  this  disorder  in  pa- 
tients undergoing  thyroidectomy  is  reported  from 
0.759  to  8.310  per  cent.  The  age  and  sex  incidences 
were  similar  to  those  reported  by  other  authors 
(Table  2).  Fifty-nine  of  the  patients,  approximately 
two-thirds,  were  over  the  age  of  40.  There  were 
four  patients,  all  girls,  under  the  age  of  10. 

There  are  no  pathognomonic  signs  and  symptoms 
of  chronic  thyroiditis.  A mass,  either  noted  by  the 
patient  or  discovered  on  routine  physical  examina- 


Figure  3.  Chronic  thyroiditis  with  marked  lymphocytic  infil- 
tration and  fibrosis. 
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TABLE  2 

AGE  AND  SEX  OF  CHRONIC  THYROIDITIS  PATIENTS 
SUI  HOSPITALS,  1930-1960 


Decade 

Male 

Female 

Total 

0-10 

0 

4 

4 

1 1-20 

1 

3 

4 

21-30 

1 

7 

8 

31-40 

2 

15 

17 

41-50 

1 

25 

26 

51-60 

2 

16 

18 

61-70 

1 

10 

1 1 

71-80 

0 

4 

4 

Total 

8 

84 

92 

Mean  Age 

41 

45 

44 

TABLE  3 

PHYSICAL  FINDINGS,  THYROID  GLAND 
IN  CHRONIC  THYROIDITIS  PATIENTS 
SUI  HOSPITALS,  1930-1960 


"Goiter" 

Bilateral  diffuse  28 

Unilateral  diffuse  6 

Bilateral  nodular  34 

Unilateral  nodular  8 

Solitary  nodule  16 

Consistency 

"Ca"  like  2 

Firm  56 

Normal  4 

Soft  6 

Cystic  ...  3 

Rubbery  | 

Not  stated  20 


TABLE  4 

CLINICAL  DIAGNOSES 
CHRONIC  THYROIDITIS  PATIENTS 
SUI  HOSPITALS,  1930-1960 


Hypothyroid  5 

Euthyroid  79 

Hyperthyroid  8 

Carcinoma  . . 3 

Chronic  thyroiditis  26 

Nodular  goiter  33 

Adenoma  16 

Other  o 
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tion,  was  the  most  common  presenting  symptom. 
This  was  noted  in  76  of  our  92  patients.  The  onset 
was  usually  insidious.  Fifty-three  patients  had  had 
symptoms  for  over  a year,  and  32  for  more  than 
two  years,  before  seeking  medical  attention.  Three 
patients  had  had  goiters  for  15,  21  and  63  years, 
respectively.  Onset  with  pain  was  rare,  occurring 
in  only  four  patients.  When  pain  was  present,  the 
duration  of  symptoms  tended  to  be  shorter.  Symp- 
toms (dysphagia,  dyspnea  and  hoarseness)  result- 
ing from  direct  mechanical  compression  were  re- 
ported in  just  three  patients. 

Twenty-one  patients  had  histories  of  previous 
iodine  therapy.  Two  patients  had  been  treated  with 
ionizing  radiation  to  the  neck.  Two  patients  had 
symptoms  of  hyperthyroidism. 

The  physical  findings  were  highly  variable 
(Table  3).  Note  that  there  was  bilateral  enlarge- 
ment of  the  thyroid  gland  in  two-thirds  of  the 
cases.  It  is  of  interest  that  only  in  two  cases  had 
the  examiner  felt  that  the  thyroid  had  the  con- 
sistency of  carcinoma.  No  other  relevant  physical 
findings  had  been  noted  in  these  cases.  The  basal 
metabolic  rate,  protein-bound  iodine  and  radio- 
active iodine  uptake  were  usually  within  the 
normal  range,  and  therefore  were  of  no  help  in  the 


Figure  4.  Chronic  thyroiditis  with  more  marked  fibrosis  and 
fewer  epithelioid  elements  than  in  Figure  4.  (Fibrous  invasive- 
Riedel's-thyroiditis? ) 
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diagnosis.  The  erythrocyte  sedimentation  rate, 
though  increased  in  patients  with  subacute  thy- 
roiditis, is  not  increased  in  those  with  chronic 
thyroiditis.11 

The  clinical  diagnosis  was  chronic  thyroiditis  in 
a little  over  one-fourth  of  the  patients  (Table  4). 
The  most  common  preoperative  diagnosis  was  non- 
toxic goiter.  Note  that  an  erroneous  diagnosis  of 
carcinoma  was  made  in  only  three  cases.  In  con- 
trast, an  erroneous  diagnosis  of  chronic  thyroiditis 
is  much  more  frequently  made  in  patients  with 
thyroid  carcinoma. 

In  Table  5,  the  surgical  treatment  is  summarized. 
Medical  treatment,  which  included  thyroid  extract, 
external  ionizing  radiation,  adrenal  or  pituitary 
steroids  and  salicylates  (effective  in  many  cases 
of  subacute  thyroiditis),  was  tried  prior  to  sur- 
gical therapy  in  about  half  of  the  patients.  Oper- 
ative treatment  was  resorted  to  when  the  thyroid 
mass  did  not  decrease  in  size  after  a reasonable 
period  of  time  or,  as  occurred  in  four  patients, 
when  mechanical  pressure  symptoms  appeared. 

Surgery  is  undertaken  in  chronic  thyroiditis  to 
establish  the  diagnosis,  to  relieve  pressure  symp- 
toms in  the  neck,  or  to  achieve  cosmetic  objectives. 


TABLE  5 

SURGICAL  TREATMENT 
CHRONIC  THYROIDITIS  PATIENTS 
SUI  HOSPITALS,  1930-1960 


Needle  biopsy  5 

Open  biopsy  15 

Isthmusectomy  8 

Partial  thyroidectomy  17 

Lobectomy  19 

Bilateral  subtotal  thyroidectomy  27 

Total  thyroidectomy I 


Excision  of  the  goiter  is  not  indicated  by  the  nat- 
ural history  of  the  disease.  Often  the  chronic 
thyroiditis  goiter  will  decrease  rapidly  in  size  when 
thyroid  extract  is  given.  Thyroid  extract,  in  120- 
240  mg.  doses,  should  be  given  to  patients  with 
chronic  thyroiditis  for  the  duration  of  their  lives. 
The  first  reason  is  that  chronic  thyroiditis  repre- 
sents a type  of  thyroid-function  failure.  As  the 
thyroid  fails,  there  is  increased  thyroid  stimula- 


Figure  5.  Well-differentiated  carcinoma  on  left  and  chronic  thyroiditis  on  right  of  photomicrograph. 


70 


Journal  of  Iowa  Medical  Society 


February,  1963 


tion  by  pituitary-produced  thyrotropic  hormone. 
Administration  of  thyroid  extract  removes  the 
possibility  that  this  excessive  stimulation  may 
cause  carcinoma.  Since  hypothyroidism  will  in- 
tervene, sooner  or  later,  thyroid  extract  should  be 
started  when  the  diagnosis  is  established.  In 
selected  cases,  a needle  biopsy  may  establish  the 
diagnosis  and  make  an  open  biopsy  unnecessary.12 

The  finding  of  carcinoma  associated  with  chronic 
thyroiditis  suggests  the  possibility  of  a cause  and 
effect  relationship.  Two  examples  which  occurred 
in  our  group  of  patients  are  shown  in  Figures  5 
and  6. 

Lindsay  et  al.s  found  a 12  per  cent  incidence  of 
neoplasm  in  331  cases  of  thyroiditis.  This  rate  com- 
pared with  an  overall  incidence  of  3 per  cent  found 
in  glands  free  of  thyroiditis  at  operation.  More  re- 
cently, Schlicke  et  al.,14  in  reviewing  the  histories 
of  189  patients  who  had  had  thyroidectomy  for 
chronic  thyroiditis,  found  that  8.7  per  cent  of  pa- 
tients with  Hashimoto’s  disease  had  associated 
carcinomas  of  the  thyroid  gland.  They  felt  con- 
servative treatment  in  chronic  thyroiditis  to  be 
ill-advised. 


There  is  no  direct  evidence  implicating  chronic 
thyroiditis  in  the  etiology  of  carcinoma.  It  is  pos- 
sible that  lymphocytic  infiltration  and  other  find- 
ings have  been  caused  by  cancer  that  has  been 
misdiagnosed  as  the  usual  variety  of  chronic  thy- 
roiditis. One  frequently  notes  lesser  degrees  of 
lymphocytic  reaction  at  the  periphery  of  a carci- 
noma. The  possibility  of  the  co-existence  of  car- 
cinoma and  chronic  thyroiditis  is  perhaps  the 
strongest  argument  in  favor  of  surgical  excision. 

Fibrous  invasive  (Riedel’s)  thyroiditis,  much 
less  common,  more  frequently  causes  dysphagia 
and  dyspnea  as  a result  of  the  large  amount  of 
fibrous  tissue  which  literally  can  choke  the  patient. 
Cortisone  and  x-ray  therapy  are  rarely  helpful. 
Thyroidectomy  is  very  difficult  because  of  the 
dense  fibrosis  around  the  gland.  Isthmusectomy, 
for  the  purpose  of  obtaining  a histologic  diagnosis 
and  preventing  or  relieving  compressive  symptoms, 
is  the  treatment  of  choice. 

Follow-up  examinations  have  been  carried  out 
on  only  64  of  our  92  patients,  and  on  those  64,  in 
general,  for  only  a short  period  of  time  (Table  6). 
In  considering  the  data  dealing  with  their  present 


! 


Figure  6,  Poorly-differentiated  carcinoma 


on  left  and  chronic  thyroiditis  on  right  of  photomicrograph. 
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TABLE  6 

FOLLOW-UP  OF  CHRONIC  THYROIDITIS  PATIENTS 
SUI  HOSPITALS,  1930-1960 


Alive 

Dead 

Hypothyroid 

Euthyroid 

Hyperthyroid 

T3 

T4 

Total 

6 months  

17 

0 

4 

13 

0 

1 

8 

17 

6 mo.-l  yr. 

9 

0 

0 

9 

0 

2 

3 

9 

1-3  years  

16 

1 

3 

14 

0 

3 

4 

17 

3-5  years 

II 

0 

5 

6 

0 

3 

6 

1 1 

5-10  years  

10 

0 

1 

9 

0 

1 

5 

10 

7-10  years 

0 

0 

0 

0 

0 

0 

0 

0 

No  follow-up 

28 

TOTALS 

63 

1 

13 

51 

0 

10 

26 

92 

metabolic  state,  it  is  important  to  remember  that 
35  of  the  64  patients  are  taking  some  form  of 
thyroid  medication. 

SUMMARY 

Ninety-two  cases  of  histologically  proved  thy- 
roiditis seen  at  the  State  University  of  Iowa  Hos- 
pitals from  1930  to  1960  have  been  reported.  The 
recent  increase  in  the  incidence  of  the  disease  has 
been  pointed  out.  The  clinical  features,  laboratory 
studies  and  treatment  have  been  discussed. 
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Psychiatry  for  the  GP 

A short  course  in  the  recognition  and  treatment 
of  psychoneurotic  disorders  by  the  general  prac- 
titioner will  be  given  at  the  auditorium  of  the 
Nebraska  Psychiatric  Institute,  in  Omaha,  on 
Thursday  and  Friday,  February  14  and  15,  by 
the  Department  of  Neurology  and  Psychiatry  of 
the  University  of  Nebraska  College  of  Medicine. 
The  fee  is  to  be  $30.00. 

Principal  items  on  the  Thursday  program  are 
to  be  a film,  “Psychiatric  Techniques  for  the  Fam- 
ily Doctor”;  a demonstration  of  the  initial  inter- 
view, evaluation  and  and  diagnosis,  during  which 
a new  patient  from  the  adult  outpatient  clinic  will 
be  interviewed  by  one  of  the  resident  psychia- 
trists; two  films,  “The  Obsessive  Compulsive  Pa- 
tient” and  “The  Conversion  Reaction”;  a panel 
discussion  on  the  differential  diagnosis  of  psycho- 
neurotic disorders;  and  a report  on  the  AM  A Con- 
gress on  Mental  Illness  and  Health. 

On  Friday,  the  chief  items  on  the  program  will 
be  a presentation  of  treatment  methods  for  use 
with  the  neurotic  patient;  a panel  discussion  of 
medication  for  the  neurotic;  a demonstration  of 
supportive  psychotherapy;  a paper  on  investigative 
psychotherapy  in  general  practice;  and  a question- 
and-answer  session. 

Pre-registration  is  requested,  and  checks  should 
accompany  applications.  Address:  Continuing  Edu- 
cation, University  of  Nebraska  College  of  Medi- 
cine, Forty-second  and  Dewey  Avenues,  Omaha  5. 


Treatment  of  Malignancies  of 

The  Reticuloendothelial  System 
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Des  Moines 

This  paper  will  present  current  methods  of  treat- 
ing specific  malignant  diseases  of  the  reticuloen- 
dothelial system,  and  will  describe  general  sup- 
portive measures  applicable  to  all  of  them.  Indi- 
vidualized methods  utilized  in  the  leukemias,  the 
lymphomas  and  multiple  myeloma  will  also  be  ex- 
plained. 

Flexibility  of  treatment  patterns  is  naturally 
necessary,  but  if  greatest  advantage  is  to  be  taken 
of  an  accurate  diagnosis,  fairly  concise  organization 
of  treatment  schemata  must  be  followed.  There  is 
no  place  in  this  philosophy  for  comments  such  as 
“Give  a little  of  this  or  that  drug,  since  the  disease 
is  fatal  anyway.”  Some  of  the  drugs  to  be  described 
are  as  usefid  today  as  when  they  were  first  intro- 
duced, and  some  of  the  newer  ones  to  be  described 
may  eventually  prove  not  to  be  substantial  con- 
tributions. Because  new  chemotherapeutic  agents 
are  constantly  being  introduced,  only  the  more 
familiar  ones  of  them  will  be  mentioned.  There  are 
no  indications  that  the  supportive  measures  I shall 
describe  will  soon  become  obsolete. 

The  physician  must  decide  carefully  whether  or 
not  to  tell  the  patient  his  diagnosis  and  prognosis. 
Usually,  a patient  who  is  not  the  breadwinner  of 
his  family  can  be  spared  the  details  of  the  diag- 
nosis and  prognosis,  and  it  is  usually  needless  to 
confront  children  with  this  disagreeable  informa- 
tion. People  in  the  patient’s  community  need  know 
no  more  than  that  he  has  “some  type  of  anemia 
that  will  require  prolonged  observation  and  treat- 
ment.” 

A keystone  of  adequate  therapy  is  the  counsel- 
ling session  between  the  physician  and  the  patient 
and  his  relatives,  before  therapy  is  started.  This 
need  not  include  a prediction  about  the  duration 
of  the  disease,  although  these  perimeters  can  be 
approximated.  Under  the  usual  well-planned  ther- 

Until  recently  a senior  resident  in  the  hematology  division 
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apy,  the  median  life  span  is  within  a range  of  six 
to  12  months  in  childhood  leukemia;  two  to  four 
months  in  acute  leukemia  in  adults;  three  to  six 
years  in  chronic  leukemia  in  adults;  three  to  six 
years  in  the  lymphomas;  and  two  to  four  years  in 
multiple  myeloma.  The  counselling  session  should 
include  warnings  regarding  the  side  effects  and 
the  lag  periods  that  can  be  expected  with  the  drugs 
that  are  to  be  used.  It  is  also  well  for  the  doctor  to 
stress  the  need  for  frequent  follow-up  examina- 
tions, including  bone-marrow  aspirations,  and  to 
make  clear  that  hospitalizations  will  be  kept  to  a 
minimum. 

SUPPORTIVE  THERAPY 

Transfusions.  These  are  used  for  support  of  the 
anemic  patient  until  his  own  marrow  can  produce 
adequate  red  blood  cells  and  platelets.  They  are 
usually  continued  until  therapy  has  retarded  the 
malignant  cell  proliferation  in  the  marrow.  Chemo- 
therapeutic agents  and  roentgen  rays,  while  per- 
forming their  anti-tumor  effects,  depress  marrow 
function,  and  transfusions  may  be  required  for 
this  reason.  Secondary  hemolytic  anemia  is  best 
managed  through  treating  the  primary  disease. 
While  this  is  being  accomplished,  the  patient  re- 
quires the  benefit  of  transfusions.  A patient  is 
better  fortified,  subjectively  and  objectively,  to 
endure  a relapse  if  his  hemoglobin  is  12  Gm., 
rather  than  8.0  Gm./lOO  ml.  If  red  cells  alone  are 
required,  they  may  be  supplied  as  packed  red  cells 
(cell  mass),  thus  sparing  the  patient  the  antigenic 
material  that  is  present  in  plasma.  On  the  other 
hand,  whole  blood  supplies  the  patient  with  blood 
cells  plus  plasma  proteins.  For  providing  platelets, 
one  must  give  him  specially  donated  whole  blood, 
preferably  collected  in  siliconized  bottles  or  plastic 
bags  and  administered  within  10  hours  of  dona- 
tion.1 In  a case  of  thrombocytopenia  without  ex- 
cessive anemia,  frozen,  freshly  donated  plasma  is 
indicated.  Granulocytes  are  not  viable  for  a long 
enough  period  to  be  transfused. 

Infections.  The  use  of  antibiotics  should  be 
therapeutic  and  not  prophylactic.  This  dogmatic 
statement,  of  course,  may  not  be  applicable  to  the 
extreme  leukopenia  encountered  in  some  cases  of 
chemotherapeutically-induced  leukopenia,  or  in 
aleukemic  leukemia.  Appropriate  cultures  should 
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be  made  of  possible  infection  sites.  Because  of  the 
appearance  of  fungus  infections,  particularly  cryp- 
tococcosis (Torulosis)  in  the  lymphomas  and  moni- 
liasis (Candida),  fungus  cultures  are  important. 
Fever  is  an  accompaniment  of  active  lymphomas 
(Pell-Ebstein  phenomenon),  and  it  is  always  pres- 
ent in  acute  leukemia.  It  need  not  indicate  an  in- 
fection at  these  times,  but  one  should  nevertheless 
seek  an  infection  site.  Because  some  cases  of 
chronic  lymphatic  leukemia  and  lymphosarcoma 
are  accompanied  by  an  especially  damaged  re- 
ticuloendothelial defense  mechanism,  repeated 
prophylactic  injections  of  human  gamma  globulin 
may  be  advantageous. 

Nutrition.  As  in  other  malignancies,  protein  in- 
take is  essential.  Vitamin  supplements  may  be 
necessary.  Caution  is  essential,  however,  in  the 
use  of  some  vitamins  because  of  their  antagonism 
to  the  chemotherapeutic  program.  For  example, 
there  definitely  is  such  an  antagonism  in  the  use 
of  folic  acid  in  patients  being  treated  with  the 
anti-folic  acid  drug  Aminopterin. 

Analgesia.  Acute  leukemia  patients  often  mani- 
fest exquisitely  severe  bone  pain.  This  is  thought 
to  be  due  to  pressure  exerted  on  the  endosteum  by 
the  overpopulated  marrow.  Perisplenitis  from  con- 
gested and  infarcted  spleens  is  equally  painful. 
These  conditions  may  demand  narcotic  analgesia, 
and  in  these  situations  it  is  not  sensible  to  with- 
hold narcotics  for  fear  of  inducing  addiction.  Ac- 
cumulation of  fluid  in  body  cavities  may  also  pro- 
duce pain.  Except  for  the  conditions  listed,  how- 
ever, there  are  few  painful  situations  in  these  dis- 
eases. 

Hyperuricemia  and  hypercalcemia.  Increased 
nucleic  acid  synthesis  and  catabolism  from  the  un- 
treated malignant  condition  and  the  nucleic  acid 
destruction  from  chemotherapeutic  agents  produce 
hyperuricemia.  When  gouty  symptoms  develop,  or 
when  uric  acid  accumulation  in  the  kidneys  causes 
nephropathy,  the  treatment  indicated  is  identical 
to  that  used  in  the  correction  of  gout.  It  includes 
urine  alkalinization  with  sodium  bicarbonate  in 
doses  up  to  10  Gm.  per  day,  a large  fluid  intake,  a 
uricosuric  drug  and,  if  needed,  Colchicine.  The 
arthritis  of  malignancy  which  is  not  attended  by 
increased  uric  acid  levels  is  an  interesting  but  cur- 
rently inexplicable  phenomenon.  Bony  metastases 
are  often  accompanied  by  hypercalcemia.  With  the 
radiologic  demonstration  of  these  lesions  and  the 
attendant  hypercalcemic  symptoms,  one  must 
choose  a combination  of  hydration,  low-calcium 
diet  and  corticoid  therapy. 

Intracavitary  effusion.  Effusions  in  the  pleural, 
pericardial  and  abdominal  cavities  may  indicate 
lymphatic-drainage  obstruction  and/or  impinge- 
ment on  the  venous  exit  from  a cavity.  Malignant 
metastases  to  the  serous  surface  may  also  be  re- 
sponsible. Regardless  of  the  cause,  these  cavities 
should  be  evacuated.  If  fluid  rapidly  reaccumu- 
lates, installation  of  an  alkylating  agent,  in  addition 


to  diuretics,  or  x-ray  therapy  may  be  effective. 

Central  nervous  system  involvement.  Involve- 
ment of  the  meninges  greatly  exceeds  that  of  the 
brain  or  spinal  cord.  X-ray  therapy  and/or  sur- 
gical decompression,  especially  when  aqueduct 
structures  at  the  base  of  the  brain  or  the  spinal 
cord  are  involved,  may  significantly  aid  the  pa- 
tient’s well-being,  if  they  are  not  delayed  by  the 
physician’s  timidity.  In  lymphomas,  encroachment 
on  the  spinal  cord  may  occur  repeatedly,  and 
though  the  doctor  has  corrected  it  on  a single  oc- 
casion, he  must  remain  alert  for  its  recurrence.  In 
acute  leukemia,  central  nervous  system  involve- 
ment may  respond  to  intrathecal  amethopterin  in 
a dose  of  0.25  mg./kg.  every  two  or  three  days,  or 
a dose  of  0.5  mg./kg.  every  four  or  five  days.  The 
effect  of  therapy  can  be  followed  by  watching  the 
cerebrospinal  fluid  cell  count  and  protein  and  the 
clinical  picture. 

Local  irradiation.  Irradiation  therapy  is  indicated 
in  each  of  the  following:  in  lymph-node  encroach- 
ment on  the  tracheobronchial  airway,  in  spleen 
or  abdominal  lymph-node  pressure  on  the  gastro- 
intestinal structures  or  the  ureters,  and  in  com- 
pression of  the  aqueduct  drainage  system  of  the 
brain  or  spinal  cord. 

Total  body  irradiation  and  marrow  replacement. 
The  true  place  of  these  procedures  in  the  treat- 
ment of  malignant  disease  still  awaits  the  develop- 
ment of  better  technics  for  obtaining  rapid  remis- 
sion during  the  interval  between  marrow  extraction 
from  the  patient  and  marrow  reinfusion  into  the 
patient.  The  irradiation  must  destroy  a maximum 
amount  of  malignant  tissue  and  a minimal  amount 
of  normal  tissue. 

ACUTE  LEUKEMIA 

Longevity  in  acute  leukemia  has  increased. 
Antibiotics  and  improved  transfusion  technics  have 
favorably  affected  survival,  but  the  greatest  con- 
tribution has  come  from  chemotherapy.  In  former 
years,  the  course  of  acute  leukemia  was  usually 
rapidly  fatal  in  all  age  groups,  a situation  not  com- 
monly experienced  nowadays  in  younger  patients. 
The  percentage  of  remissions  is  greater,  and  the 
duration  of  these  remissions  is  longer.2  Discussion 
of  leukemia  treatment  will  be  divided  into  lym- 
phatic, myeloid  and  monocytic.  In  each  type,  em- 
phasis will  be  directed  to  the  antimetabolites,  the 
alkylating  agents  and  the  corticosteroids. 

Acute  lymphatic  leukemia.  This  disease  affects 
children  predominantly,  and  it  is  effectively  treated 
with  the  antimetabolites.  The  most  successful  of 
the  antipurine  drugs  is  6-mercaptopurine  (6-MP). 
This  drug’s  effect  is  to  block  nucleic-acid  synthesis. 
It  is  available  in  50  mg.  tablets,  and  the  dosage  is 
2.5  mg./kg./day,  preferably  in  divided  doses.  Mar- 
row depression  occurs  before  other  toxicity,  in- 
cluding gastrointestinal  ulceration.  Peripheral 
blood  counts  and  bone-marrow  examinations  are 
therefore  imperative  as  one  follows  the  course. 
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Generally,  21  days  of  therapy  will  produce  a re- 
mission. Because  there  is  a five  to  seven  day  lag 
period  from  the  administration  of  a tablet  to  its 
observed  effect  on  the  blood,  one  must  anticipate 
dosage  by  following  the  trend  from  counts  taken 
every  two  or  three  days.  Generally,  after  10  to  15 
days  the  initial  dose  can  be  halved.  Remission  is 
indicated  by  subjective  well-being,  by  the  disap- 
pearance of  petechiae,  lymphadenopathy  and  or- 
ganomegaly, and  by  unaided  maintenance  of  blood- 
count  values.  Reticulocytosis  is  a favorable  finding. 
A maintenance  dosage  of  0.5  to  1.0  mg./kg./day  is 
then  advised  until  a relapse  occurs. 

When  a relapse  takes  place,  another  of  the  an- 
timetabolites should  be  used.  This  may  be  one  of 
the  anti-folic  acid  drugs,  amethopterin  (Metho- 
trexate) or  aminopterin.  Amethopetrin  is  admin- 
istered in  a dose  of  1.25  to  5.0  mg.  orally  once  a day. 
The  toxic  side  effect  of  mucous  membrane  ulcer- 
ation usually  occurs  in  seven  to  10  days.  Then,  the 
drug  is  stopped,  and  if  remission  has  not  been 
achieved,  the  drug  is  restarted  in  approximately 
two  weeks.  There  is  less  bone-marrow  depression 
with  amethopterin  than  with  equivalent  doses  of 
6-MP.  Usually  21  to  28  days  of  therapy  are  re- 
quired to  gain  a remission.  This  drug’s  toxicity  on 
the  mucous  membranes  prevents  its  use  as  mainte- 
nance therapy. 

Personal  preference  or  experience  with  aminop- 


terin may  dictate  that  it  be  used  in  place  of  ame- 
thopterin. This  drug  is  given  in  a dose  of  0.25  or 
0.5  mg.  daily  by  mouth  in  patients  under  and  over 
four  years  of  age,  respectively.  Beneficial  effects 
on  the  patient’s  blood  count  will  be  seen  following 
21  to  28  days  of  therapy.  Usually,  one  to  two  weeks 
of  therapy  produces  stomatitis,  and  as  with  ame- 
thopterin, this  drug  must  then  be  discontinued 
for  one  to  two  weeks.  Mucous  membrane  toxicity 
precludes  maintenance-phase  therapy  with  this 
material. 

It  has  not  been  established  that  6-MP  need  be 
given  concomitantly  with  an  anti-folic  acid  drug. 
Few  patients  can  maintain  erythropoiesis  with  this 
combination.  Occasionally,  two  or  three  remissions 
are  obtained  in  a patient  by  means  of  a single 
drug.  Except  for  a lessened  resiliency  as  the  dis- 
ease progresses,  the  patient  can  be  expected  to 
respond  to  a second  (different)  antimetabolite  if 
he  has  responded  to  the  first  one.  Failure  with  one 
antimetabolite,  however,  does  not  indicate  that 
there  will  be  failure  with  another  antimetabolite.3 
The  alkylating  agent  cyclophosphamide  (Cytoxan) 
has  been  used  with  limited  success  as  the  primary 
drug.4  Its  effect  is  not  predictably  reproducible, 
but  it  is  a welcome  addition.  It  spares  platelets 
and  may  be  administered  by  any  route,  including 
the  intrathecal.  The  antipyrimidines  exemplified 
by  5-fluorouracil5  and  the  alkylating  agent  L- 
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Figure  I.  From  the  beginning  of  this  child's  disease  in  June,  1958,  six  relapses  were  successfully  treated.  The  third,  fourth 
and  fifth  relapses  responded  to  massive  steroid  courses  (300  mg. /day,  orally).  Maintenance  therapy  with  6-MP  and  Medrol 
lengthened  the  periods  of  remission.  X-ray  therapy  performed  lymphoid-tumor  lysis  on  two  occasions. 
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phenylalanine  mustard  (Sarcolysin)6  are  being 
subjected  to  clinical  investigation  in  this  type  of 
leukemia. 

Corticosteroids  are  not  the  first  choice  in  the 
treatment  of  acute  leukemia,  but  they  are  indicated 
in  three  specific  situations:  (1)  when  the  patient’s 
platelet  poverty  is  so  great  that  antimetabolite 
therapy  requires  steroid  augmentation;  (2)  in  ac- 
quired symptomatic  hemolytic  anemia;  and  (3)  in 
the  patient  who  has  failed  to  gain  a remission, 
previously  or  currently,  with  antimetabolites.  No 
physician  need  be  so  rigid  in  his  treatment  of  a 
patient  that  he  shuns  steroids  if,  after  approxi- 
mately seven  days’  therapy,  it  appears  that  the  an- 
timetabolite is  producing  no  clinical  or  blood- 
count  improvement.  The  dosage  of  steroids  (Pred- 
nisone is  used  here  as  an  example)  for  thrombocy- 
topenic and  hemolytic  patients  is  2.0  to  3.0  mg./- 
kg./day.  The  dosage  for  attempting  a remission  is 
based  on  the  same  dosage  per  kilogram,  but  re- 
sistant cases  may  require  doses  of  100-300  mg./'day. 
Steroid-induced  remissions  occur  in  one  to  three 
weeks,  but  are  of  shorter  durations  than  those 
gained  by  means  of  antimetabolites.  Hypercorti- 
cism  is  to  be  anticipated  in  all  cases,  and  the  at- 
tendant side  effects  are  tolerated  less  well  than  in 


most  other  diseases  treated  with  steroids.  A phy- 
sician must  keep  these  risks  in  mind  if  he  pre- 
scribes steroids  to  achieve  a better  appetite  or  an 
improved  morale.  Figure  1 shows  a case  of  acute 
lymphatic  leukemia  treated,  on  successive  relapses, 
with  an  antipurine  drug,  an  anti-folic  acid  drug 
and  massive  steroids. 

Acute  adult  leukemia.  Acute  leukemia  in  the 
adult,  with  few  exceptions,  is  myeloid  or  mono- 
cytic. The  same  principles  of  supportive  treatment 
apply  in  adult  acute  leukemia  as  in  its  childhood 
counterpart.  Ten  to  20  per  cent  of  acute  myeloid 
leukemias  respond  to  antipurine  therapy,  and 
6-MP  is  given  in  a dosage  of  2.5  mg./kg./day,  oral- 
ly. Beneficial  effects  reflected  in  the  blood  count 
are  usually  delayed  until  the  fourth  week  of 
therapy.  Two  analogs  of  6-MP  are  thioguanine  and 
thioguanosine.  The  former  is  administered  in  the 
same  dosage  as  6-MP,  and  the  latter  is  given  in  a 
dosage  of  1.0  to  2.0  mg./kg./day.  These  analogs 
appear  to  be  more  toxic  to  the  gastrointestinal 
tract  than  is  6-MP. 

The  above-mentioned  drugs  are  used  in  acute 
monocytic  leukemia.  In  addition,  one  may  use 
Cytoxan,  vincaleukoblastine  (Velban)  and  nitro- 
gen mustard  in  attempting  to  achieve  a remission 
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Figure  2.  This  woman  lived  four  months  after  symptoms  of  leukemia  developed.  Her  white  blood  cell  count  was  normal 
at  the  time  of  a gynecologic  procedure  in  January.  Myeloblasts  in  the  peripheral  blood  persisted  and  splenomegaly  increased 
despite  200  mg. /day  of  6-MP,  which  was  later  combined  with  80  mg. /day  of  Prednisone. 
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in  acute  monocytic  leukemia  (Figure  2).  Figure  3 
shows  the  data  on  the  clinical  course  of  a patient 
with  acute  monocytic  leukemia  whose  survival 
was  unusually  long. 

It  has  been  demonstrated  that  pre-treatment 
degree  of  leukocytosis,  duration  of  symptoms,  size 
of  spleen,  or  severity  of  anemia,  granulocytopenia 
and  thrombocytopenia  provide  no  basis  for  pre- 
dicting the  likelihood  of  response  to  a drug  or  the 
degree  of  improvement  that  will  occur.  The  num- 
ber of  peripheral  blasts  does,  however,  bear  an 
inverse  relation  to  the  duration  of  remission.7 

CHRONIC  LEUKEMIA 

Chronic  lymphatic  leukemia.  This  is  the  com- 
monest of  the  leukemias.  X-ray  therapy  over- 
shadowed chemotherapy  in  its  treatment  until  1946. 
In  that  year,  interest  in  chemotherapy  was  aroused 
by  the  introduction  of  nitrogen  mustard.  This  al- 
kylating agent,  originally  used  in  the  treatment  of 
chronic  lymphatic  leukemia,  was  later  supplanted 
by  alkylating  agents  having  less  toxicity  and  act- 
ing at  different  locations  on  cell  nuclei.  X-ray 
therapy  is  now  used  only  for  special  assistance  in 
treating  local  areas  more  intensively  than  is  pos- 
sible with  the  generalized  alkylating  agent. 

Divergence  of  opinion  exists  as  to  what  level  of 
white  blood  count  demands  treatment.  Some  arbi- 
trarily advise  treatment  when  the  patient  has  a 
white  blood  count  of  40,000,/cu.  mm.;  others  advise 
it  at  the  arbitrary  figure  of  100,000/cu.  mm.;  and 
still  others  disregard  the  elevation  in  white  count, 
and  treat  the  disease  only  if  there  are  symptoms. 


Osgood8  recommends  spaced  doses  of  radioactive 
phosphorus  (P32)  to  maintain  the  white  blood 
count  at  15,000/cu.  mm.  Interestingly,  he  reports 
that  the  higher  the  initial  level  of  leukocytes,  the 
higher  the  required  dose  of  P32,  even  several  years 
later.  He  recommends  an  initial  dose  of  1.5  milli- 
curies  of  P32  for  a WBC  level  below  40,000/cu. 
mm.;  2.0  millicuries  for  a WBC  level  between  40,- 
000  and  100,000/cu.  mm.;  and  2.5  millicuries  for  a 
WBC  level  of  over  100,000/cu.  mm.  The  intra- 
venous and  oral  routes  of  administering  P32  are 
equally  effective,  but  the  oral  route  is  easier  to 
use.  Six  to  10  weeks  are  usually  appropriate  in- 
tervals for  blood  counts  and  repeat  P32  adminis- 
tration. 

Chlorambucil  (Leukeran),  a derivative  of  the 
more  potent  alkylating  agents,  is  equally  effective. 
One  gives  0.2  mg./kg./day  (generally  8-12  mg./- 
day)  until  the  white  blood  count  approaches  the 
desired  level,  and  this  is  usually  within  two  to  six 
weeks.  Then  a maintenance  dose  of  2-6  mg./day 
is  given.  Rising  or  falling  white  blood  counts  dic- 
tate future  doses.  Triethylene  melamine  (TEM) 
and  thiophosphoramide  (Thio-TEPA),  members 
of  another  group  of  alkylating  compounds,  demon- 
strate more  rapid  lympholysis,  but  are  severely 
myelosuppressive. 

Eventually,  some  chronic  lymphatic  leukemia 
patients  develop  a condition  designated  as  “packed 
marrow.”  Bone  marrow  examination  is  necessary 
for  an  accurate  assessment  of  this  situation.  Osgood 
feels,  as  do  others,  that  maintaining  a nearly 
normal  white  blood  cell  level  is  a safety  measure 


D.W.  50  ¥ 


fc 


transfusions|T]  |jT] 

■j-  DIED 


RELAPSE 
WBC'S  75,000 


RELAPSE  PULMONARY 
37,000  INFILTRATION 
5,300 


CYTOXAN  50  mg./ DAY 


VLB 


VLB 


2.0  mg.  20  mg. 


6-MP 

300  mg./  DAY 

6-MP 

50  mg.  / DAY 

200  mg. /DAY 

1 1 

200 

1 

JANUARY 

1960 

JUNE 

I960 

JANUARY 

1961 

mg.  / DAY 


— i 

JUNE 

1961 


ACUTE  MONOCYTIC  LEUKEMIA 

F.gure  3.  Successful  remissions  lasting  six  months,  respectively,  were  achieved  with  6-MP  and  intravenous  Cytoxan.  After 
a relapse  in  March,  1961,  a partial  remission  was  obtained  with  vincaleukoblastine  (Velban)  and  6-MP. 


Vol.  LIII,  No.  2 


Journal  of  Iowa  Medical  Society 


77 


against  the  development  of  such  lymphocyte  pro- 
liferation in  the  marrow.  Treatment  for  the 
“packed  marrow”  phase  demands  vigorous  im- 
plementation of  an  intravenous  alkylating  agent, 
preferably  Cytoxan,  support  with  transfusions, 
and  perhaps  spray  irradiation  of  the  bone  marrow. 
The  patient  thus  treated  is  a temporary  immuno- 
logic cripple,  and  must  be  given  repeated  doses  of 
human  gamma  globulin.  Figure  4 demonstrates 
some  of  the  complications  seen  during  the  course 
of  chronic  lympathic  leukemia. 

Chronic  myeloid  leukemia.  In  this  type  of 
chronic  leukemia,  universal  opinion  has  insisted  on 
maintenance  of  the  white  blood  count  at  a nearly 
normal  level.  The  reason  for  this  is  that  chronic 
myeloid  leukemia  exhibits  a greater  tendency  to 
enter  the  uncontrolled  state  when  the  count  is 
elevated,  a situation  identical  with  acute  myeloid 
leukemia.  The  treatment  favored  by  some  is  radio- 
active phosphorus,  administered  in  doses  of  3 mil- 
licuries  if  the  white  blood  cell  count  is  less  than 
40,000/cu.  mm.;  4 millicuries  if  it  is  between  40,000 
and  100,000/cu.  mm.;  and  5 millicuries  if  it  is  over 
100,000/cu.  mm.  This  is  given  orally  or  intra- 
venously every  four  to  eight  weeks,  as  needed. 

Busulfan  (Myleran),  another  alkylating  agent, 
is  equally  effective.  The  initial  dose  is  0.15  mg./- 


kg./day  (generally  6-8  mg.).  Maintenance  therapy 
with  Myleran  may  be  achieved  by  (1)  giving  a 
daily  dose  of  1-2  mg.;  (2)  using  it  only  when  the 
white  blood  count  demonstrates  rising  levels;  or 
(3)  spacing  out  short  courses  of  Myleran  irre- 
spective of  the  rate  of  rise  in  white  cell  count. 

X-ray  therapy  of  the  spleen  is  another  method 
of  control.  Its  use  is  dependent  upon  the  availability 
of  roentgen  therapy  equipment.  The  indication  is 
the  presence  of  an  enlarging  spleen  or  liver  which 
impinges  on  abdominal  structures.  Like  Myleran, 
it  is  used  in  response  to  an  absolute  blood  count 
or  is  spaced  in  short  courses  irrespective  of  the 
white  blood  count.  A fourth  and  recently  intro- 
duced method  of  treating  chronic  myeloid  leu- 
kemia is  with  dibromopiperizine  (A8103).  Its 
mechanism  of  action  hasn’t  yet  been  determined, 
but  it  is  probably  an  alkylating  agent.  It  is  given 
in  oral  doses  of  4.5  mg./kg./day  for  three  to  six 
weeks.  Eventual  progression  of  this  type  of  leu- 
kemia into  an  acute  blastic  phase  or  into  an  ex- 
hausted-marrow phase  is  to  be  expected.  Figure 
5 shows  a case  of  chronic  myeloid  leukemia  which 
was  treated  for  severe  uropathy  and  blastic  trans- 
formation. 

Chronic  monocytic  leukemia.  This  is  a rarity, 
and  is  best  treated  with  maintenance  Cytoxan  in 
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Figure  4.  Chronic  lypmhatic  leukemia  was  controlled  by  Leukeran  in  this  man  from  1957  until  March,  I960,  when  he  enteredl 
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peritoneal  implants.  Medrol  was  given  from  April,  1958,  for  suppression  of  acquired  hemolytic  anemia.  Delatestryl,  a long- 
acting  parenteral  androgen,  was  utilized  for  erythropoiesis. 
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a dosage  of  50-100  mg. /day.  The  acute  and  chronic 
phases  of  myelofibrosis  (myeloid  metaplasia)  are 
treated  by  the  same  methods  as  are  used  in  the 
analogous  phases  of  myeloid  leukemia.  Massive 
splenomegaly  may  be  such  a mechanical  encum- 


brance that  splenectomy  is  indicated.  The  presence 
of  homolysis  fortifies  this  decision. 

THE  LYMPHOMAS 

Radiotherapy  has  long  been  used  in  the  treat- 
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Figure  5.  Repeated  doses  of  P32  controlled  this  case  for  nine  months.  In  July,  I960,  the  leukemia  became  indistinguishable 
from  acute  myeloid  leukemia,  and  uric  acid  precipitation  in  the  ureters  obstructed  urine  flow.  A remission  was  achieved  by 
means  of  200  mg.  of  6-MP/day  for  14  days,  and  then  100  mg. /day  for  eight  days. 
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cranial-nerve  palsies  and  head  pain.  Both  problems  responded  to  x-ray  therapy. 
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ment  of  malignant  lymphomas.  Indeed,  it  is  the 
mode  of  treatment  with  which  the  effects  of  other 
technics  have  been  compared.0  Lymphomas  are 
generally  radiosensitive,  requiring  fewer  roentgens 
for  therapy  than  do  the  carcinomas.  In  most  cases, 
conventional  250  kv.  radiation  machines  are  suf- 
ficient. Irradiation  with  cobalt  or  the  betatron  de- 
livers higher  doses  to  the  target  tissue,  while 
sparing  the  skin,  and  these  technics  are  available 
in  a limited  number  of  hospitals.  Low-dosage  sur- 
face radiation  is  effective  in  some  cases  of  mycosis 
fungoides,  leukemia  cutis  and  lymphoma  cutis. 

Although  there  are  many  classifications  of  lym- 
phomas, I have  found  it  most  suitable  to  define 
a case  as  either  (1)  Hodgkin’s  disease,  (2)  lympho- 
sarcoma (regardless  of  degree  of  malignancy  seen 
in  the  biopsy),  or  (3)  reticulum  cell  sarcoma. 
Therapy  will  be  described  separately  for  each  of 
these  three  groups.  Giant  follicular  lymphoma  will 
not  be  considered,  for  many  hematologists  feel  that 
it  represents  only  a prelude  to  either  lymphosar- 
coma or  reticulum  cell  sarcoma. 

Hodgkin’s  disease.  This  diagnosis  is  established 
by  excisional  node  biopsy.  Bone  marrow  aspiration 
usually  is  of  little  assistance.  Identifying  the  histo- 
logic subtype  of  Hodgkin’s  is  often  of  only  aca- 


demic interest.  A distinction  between  paragranu- 
loma and  granuloma  has  little  meaning  in  terms  of 
treatment  or  prognosis.  The  sarcoma  type  of  Hodg- 
kin’s, however,  is  rapidly  fatal  in  most  instances, 
though  fortunately  it  is  a rare  type.  If  the  exci- 
sional biopsy  can  encompass  all  the  nodes  that  are 
involved,  it  should  be  performed  as  primary  ther- 
apy in  the  hope  that  the  disease  can  thus  be  erad- 
icated. X-ray  therapy  is  then  directed  to  the  in- 
volved area,  and  high  doses  are  favored  to  fore- 
stall redevelopment.  If  nodes  impinge  on  vital 
structures,  radiotherapy  induces  more  rapid 
shrinkage  than  chemotherapy.  Initial  node  swell- 
ing in  the  first  12-24  hours  of  radiotherapy  can  be 
ameliorated  by  preparatory  steroids.  Figure  6 
demonstrates  long  survival  in  Hodgkin’s  disease. 
Repeated  x-ray  therapy  and  laminectomies  were 
necessary  to  maintain  the  integrity  of  the  spinal 
cord  in  this  case. 

If  more  than  three  areas  of  the  body  require 
tumor  shrinkage,  generalized  treatment  is  indi- 
cated, and  nitrogen  mustard  is  best  designed  for 
this  procedure.  The  dose  is  0.4  mg./kg.,  adminis- 
tered intravenously  during  a four-day  period.  It 
is  given  with  the  precautions  usually  accorded  to 
a caustic  drug.  Premedication  with  anti-nausea 
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Figure  7.  Local  x-ray  therapy,  Leukeran  and  Cytoxan  contained  this  case  until  the  drastic  transfusion  requirements  neces- 
sitated a change  in  the  regimen.  Symptoms  of  active  Hodgkin's  disease,  but  not  hemolysis,  were  controlled  by  0.4  mg./kg. 
of  nitrogen  mustard.  Splenectomy  in  September,  I960,  decreased  the  hemolytic  aspect  of  this  disease.  Accurate  appraisal 
of  the  benefit  of  splenectomy  was  difficult  because  of  the  relentless  course  of  the  Hodgkin's,  which  terminated  in  pneumonia 
four  months  postoperatively. 
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drug's  is  important.  Maximum  bone-marrow  de- 
pression occurs  in  two  to  four  weeks,  but  seldom 
does  a patient  need  to  remain  hospitalized  to 
await  this  depression.  Repeat  courses  should  be 
withheld  for  six  to  12  weeks.  A long-range  nitrogen 
mustard  schedule  is  seldom  feasible  because  of  the 
varying  course  of  the  disease.  For  generalized 
Hodgkin’s  disease  in  which  the  node  enlargement 
or  symptoms  are  less  severe,  Leukeran  may  be 
used  in  doses  of  0.2  mg./kg./day.  Severe  relapses 
of  Hodgkin’s  may  be  resistant  to  nitrogen  mustard 
or  Leukeran.  This  resistance  is  an  indication  for 
3-5  Gm.  of  Cytoxan,  which  is  best  administered  as 
300  mg./day,  intravenously.  Similarly  resistant 
situations  have  been  treated  effectively  with  vin- 
caleukoblastine,  0.15  mg./kg.  on  two  occasions. 
Caution  in  its  administration  is  paramount  be- 
cause of  toxic  myelosuppression  and  neuropathy. 
A single  dose  may  be  repeated  at  weekly  intervals 
for  maintenance  therapy. 

During  remission,  maintenance  therapy  with 
Leukeran  in  doses  of  2-4  mg./day,  or  Cytoxan  in 
doses  of  50-100  mg./day  is  indicated.  It  appears 
that  development  of  new  activity  of  the  disease 
can  thus  be  delayed.  The  complication  of  acquired 
hemolytic  anemia  due  to  hypersplenism,  in  Hodg- 
kin’s disease,  can  be  seen  in  Figure  7. 

When  a relapse  of  Hodgkin’s  disease  occurs  dur- 


ing pregnancy,  radiotherapy  may  be  used,  with 
shielding  for  the  fetal  area  and  gonads.  Chemo- 
therapy at  such  a time  is  contraindicated. 

Lymphosarcoma.  As  in  Hodgkin’s  disease,  x-ray 
therapy  is  the  treatment  of  choice  for  specific  site 
involvement.  For  generalized  lymphosarcoma, 
Cytoxan  is  the  drug  of  choice.  It  usually  produces 
an  insignificant  degree  of  thrombocytopenia,  and 
initiates  tumor  shrinkage  in  two  to  seven  days. 
The  dosage  is  3-5  Gm.  during  an  intravenous 
course.  Nausea  can  be  ameliorated  by  a temporary 
interruption  or  a decrease  in  dosage.  Alopecia 
occurs  in  approximately  25  per  cent  of  cases,  but 
usually  fine  hair  begins  to  regrow  within  a few 
months.  Nitrogen  mustard  can  be  substituted  when 
resistance  to  Cytoxan  develops.  Steroids  in  large 
doses  may  give  a temporary  objective  benefit  in 
certain  advanced  cases.  Maintenance  therapy  with 
oral  Cytoxan  or  with  Leukeran  is  indicated.  Gen- 
erally, patients  tolerate  smaller  amounts  than  are 
used  for  maintenance  doses  in  Hodgkin’s  disease. 
Figure  8 illustrates  the  control  of  lymphosarcoma 
with  x-ray  therapy  until  there  is  a need  for  gen- 
eralized therapy. 

Reticulum  cell  sarcoma.  A dichotomy  of  clinical 
paths  is  typical  of  this  disease.  One  group  pursues 
a rapid  course,  virtually  unresponsive  to  radio- 
therapy or  the  strongest  attempts  at  alkylation. 
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Figure  8.  Radiation  therapy  alone  controlled  this  patient's  disease  for  2/2  years.  Leukeran  was  added  in  July,  1959,  in  an 
attempt  to  forestall  recurrences.  In  June,  I960,  enlarged  nodes  in  the  mediastinum  produced  the  superior  vena-caval  syndrome. 
Mediastinal  x-ray  therapy  halted  the  symptoms  thus  produced.  Cytoxan  was  administered  concomitantly  because  of  the 
coexisting  generalized  disease. 
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The  other  group  follows  a chronic  course  which 
can  be  controlled  satisfactorily  by  means  of  50- 
100  mg.  of  Cytoxan  per  day. 

MULTIPLE  MYELOMA 

Urethane  deserves  only  historical  mention.  The 
dose  has  been  1-2  Gm.  orally  per  day,  building  up 
to  a level  of  3 Gm./day.  Gastrointestinal  intoler- 
ance, anesthetic  propensity  and  hepatotoxic  in- 
cidents have  discouraged  the  use  of  this  drug.  Cy- 
toxan has  been  more  favorably  reported.  This 
latter  drug,  previously  discussed,  is  given  intra- 
venously, at  first,  to  a total  dose  of  3-5  Gm.  For 
painful  periosteal  infiltrations  and  for  large  frac- 
ture-prone osteolytic  lesions,  radiotherapy  is  su- 
perior treatment.  Urethane  may  be  given  con- 
comitantly with  Cytoxan.  Cytoxan  is  given  orally 
for  maintenance.  Cytoxan,  x-ray  therapy  and 
Urethane  relieve  bone  pain,  but  regrettably  all 
three  fail  to  alleviate  the  plasma-cell  marrow  in- 
filtration, the  hypercalcemia,  the  nephrotoxicity 
from  hypercalcemia  and  abnormal  proteins,  the 
increased  venous  clotting  and  the  immunologic 
crippling.  Steroids  depress  the  serum  calcium  level, 
and  antibiotics  supplant  the  infection-defense 
mechanism.  Drugs  and/or  radiotherapy  will  be 


insufficient  without  supplementary  transfusions. 
Recently,  the  epoxide  group  of  alkylating  agents 
has  been  used  in  multiple  myeloma  without  sig- 
nificant benefit.  Multiple  myeloma  complications 
and  the  shortcomings  of  the  methods  used  in 
treating  them  are  demonstrated  by  the  case  shown 
in  Figure  9. 

SUMMARY 

Good  supportive  care  and  management  of  re- 
ticuloendothelial malignancies  have  the  same 
value  now  as  they  had  prior  to  the  introduction  of 
radiotherapy  and  potent  chemotherapeutic  agents. 

Acute  leukemia  of  childhood  responds  best  to 
an  antipurine  drug  (6-MP)  in  the  initial  attack. 
Steroids  are  best  reserved  for  severe  thrombocy- 
topenia or  future  relapses.  The  bad  prognosis  of 
adult  acute  leukemia  has  been  no  more  than  in- 
significantly changed  by  6-MP,  anti-folic  acid 
drugs  and  the  alkylating  agents. 

Close  attention  to  the  course  of  chronic  leukemia 
assures  earlier  reversal  of  blastic  transformations. 

Hodgkin’s  disease  responds  favorably  to  nitrogen 
mustard  and  x-ray  therapy,  and  in  advanced  stages, 
to  vincaleukoblastine. 

Lymphosarcoma  morbidity  is  appreciably  de- 
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Figure  9.  The  diagnosis  of  multiple  myeloma  in  this  patient  w as  suspected  because  of  a pathologic  rib  fracture  and 
thrombophlebitis.  Blood  and  bone-marrow  examinations  confirmed  the  diagnosis.  The  infiltration  by  plasma  cells  of  the  bone 
marrow  was  not  altered  by  two  courses  of  Eponate  (an  epoxide  alkylator),  by  Urethane  or  by  Cytoxan. 
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creased  by  the  addition  of  Cytoxan  to  the  con- 
ventional measures. 

Reticulum  cell  sarcoma  often  pursues  a fulminat- 
ing course,  in  spite  of  nitrogen  mustard  and  x-ray 
therapy. 

The  bone  pain  in  multiple  myeloma  is  relieved 
by  Cytoxan,  in  spite  of  little  alteration  in  the  mar- 
row infiltration  and  hyperglobulinemia. 
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SUMMARY  OF  CLINICAL  FINDINGS 

A 45-year-old  housewife,  admitted  to  the  Univer- 
sity Hospitals,  stated  that  one  month  earlier  she 
had  become  aware  of  a sense  of  pressure  in  the 
region  of  her  left  temple.  It  increased,  and  neces- 
sitated the  use  of  analgesics.  Two  weeks  before 
her  admission,  while  working  in  her  home,  she 
had  experienced  sudden  and  severe  occipital  and 
posterior  cervical  pain,  with  neck  stiffness.  These 
symptoms  had  slowly  disappeared,  and  she  had 
been  able  to  return  to  work  until  one  week  before 
her  admission,  when  pain  had  recurred  in  the 
same  location.  Her  neck  was  stiff,  her  balance 
was  poor,  and  at  any  movement  she  experienced 
vertigo  and  nausea.  She  vomited  repeatedly. 

Examination  disclosed  a pale  white  woman  in 
considerable  discomfort  from  pain  in  her  head  and 
neck.  Her  blood  pressure  was  140/60  mm.  Hg,  her 
pulse  was  80/min.  and  regular,  her  body  temper- 
ature was  normal  and  her  respiratory  rate  was 
20/min.  and  regular.  Her  speech  was  normal.  She 
was  able  to  walk  without  evident  abnormality. 
Her  neck  was  stiff  to  antiflexion.  Her  pupils  were 
equal  and  the  reflex  reactions  were  normal.  The 
extraocular  movements  were  complete  and  con- 
jugate, without  nystagmus.  There  was  no  dys- 
function of  the  facial  muscles.  Corneal  reflexes 


were  present.  Auditory  acuity  was  normal  to  gross 
test.  There  were  no  cranial  nerve  signs.  The  scalp 
was  normal,  and  no  bruit  was  detected.  The  re- 
mainder of  the  neurologic  examination  disclosed 
no  abnormalities.  The  heart  sounds  were  normal, 
and  there  was  no  evidence  of  enlargement  or  ab- 
normality. A pelvic  examination  was  unrevealing. 

The  physical  examination  was  reviewed  the  fol- 
lowing day,  and  a firm,  rounded,  non-tender  mass 
was  felt  beneath  the  left  costal  margin.  The  pa- 
tient had  had  a tubal  pregnancy  necessitating  a 
laparotomy  22  years  before.  Seven  months  before 
her  admission,  a lower  bicuspid  had  been  extract- 
ed, and  the  resultant  cavity  had  been  “cleaned 
surgically.”  A tooth  had  later  been  removed  from 
her  upper  jaw. 

Her  complaints  of  severe  headache  and  neck 
rigidity  continued  as  diagnostic  studies  were  pur- 
sued. Urinalysis  at  the  time  of  her  admission  was 
normal  except  for  1+  sugar.  Two  subsequent  fast- 
ing blood  sugars  were  recorded  as  63  and  72  mg. 
per  cent.  The  hemoglobin  was  13.6  Gm./lOO  ml., 
and  the  white  blood  cell  count  was  11,200/cu.  mm., 
with  a normal  differential  blood  smear.  The  sedi- 
mentation rate  was  57  mm./hr.  The  hematocrit 
was  42  per  cent.  The  bleeding  time  was  2 min.  30 
sec.,  and  the  coagulation  time  was  5 min.  The  pro- 
thrombin time  was  14.5  min.,  with  a control  of 
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13.3  min.  Clot  retraction  was  regarded  as  complete, 
and  the  platelet  count  was  98,000/cu.  mm.  VDRL 
and  Kolmer  tests  of  her  blood  were  negative.  The 
bilirubin  was  0.3  mg.  per  cent  in  30  min.,  the  trans- 
aminase was  7 mg.  per  cent  and  the  bromsulpha- 
lein  was  0 mg.  per  cent.  The  blood  electrolytes 
were  normal.  The  blood  urea  nitrogen  was  8 mg. 
per  cent,  and  the  creatinine  was  1.0  mg.  per  cent. 
The  thymol  turbidity  was  5.2  units.  The  bone  mar- 
row was  regarded  as  hyperplastic  on  examination. 
Agglutination  tests  for  brucella  and  typhoid  were 
negative.  A blood  culture  failed  to  yield  micro- 
organisms. A preparation  for  lupus  erythematosus 
was  negative.  A series  of  roentgenograms  of  the 
skull,  chest  and  abdomen  were  interpreted  as 
normal. 

The  patient  was  seen  in  consultation  by  the  De- 
partment of  Urology.  The  mass  in  the  left  upper 
quadrant  was  noted.  Intravenous  pyelography  re- 
vealed prompt  function  of  both  kidneys,  but  the 
upper  pelvis  on  the  left  did  not  fill  well,  and  there 
was  a loop  in  the  mid-portion  of  the  right  ureter. 
It  was  felt  that  the  films  indicated  an  enlarged 
spleen,  rather  than  an  enlarged  kidney. 

An  electroencephalogram  was  moderately  ab- 
normal, with  slow  alpha  rhythm  and  shifting  delta 
groups  over  the  frontal  and  temporal  regions.  It 
was  interpreted  as  non-focal.  Lumbar  puncture 
revealed  a pressure  of  140  mm.  H._>0.  The  fluid  was 
xanthochromic,  with  three  lymphocytes.  The 
Pandy  test  was  graded  3+,  and  the  total  spinal- 
fluid  protein  was  270  mg.  per  cent. 

Three  days  after  the  patient’s  entrance,  bilateral 
carotid  angiograms  were  carried  out.  On  the  left 
side,  there  was  evidence  of  one  or  more  small 
berry  aneurysms  close  to  the  bifurcation  of  the 
internal  carotid  artery.  There  was  some  distortion 
of  the  vessels  at  the  bifurcation  on  the  left,  sug- 
gesting the  possibility  of  a clot  or  mass  in  that 
area.  Abdominal  distention  and  low  grade  fever 
developed  on  the  following  day,  and  a roentgeno- 
gram of  the  abdomen  was  interpreted  as  showing 
an  ileus. 

Further  investigation  of  the  abdominal  mass  was 
carried  out,  while  the  patient  continued  to  have 
headaches  of  varying  severity.  A consultant  be- 
lieved the  mass  in  the  upper  abdominal  quadrant 
was  kidney,  rather  than  spleen.  The  consultant 
felt  there  was  a firm  mass  or  prominence  measur- 
ing about  2.5  x 2.5  cm.  in  the  left  lobe  of  the  liver. 
A systolic  bruit  was  heard  over  this  prominence. 
A detailed  chart  of  pulse,  respiration  and  blood 
pressure  was  kept  throughout  the  patient’s  last 
week.  The  blood  pressure  mean  ranged  about 
140/70,  but  there  were  a few  readings  in  the  neigh- 
borhood of  170/80  mm.  Hg.  The  range  of  pulse 
rates  was  from  64  to  100/min.,  with  no  apparent 
trend  of  variations  at  any  time.  The  respiratory 
rate  varied  from  14  to  24/min.,  with  no  evident 
trends.  The  temperature  record  showed  minor 
elevations  above  normal. 


Seventeen  days  after  her  entrance,  the  patient 
seemed  somewhat  less  alert  when  the  attending 
physicians  made  morning  rounds.  She  was  not 
particularly  communicative,  but  it  hadn’t  been 
her  custom  to  say  very  much.  In  the  morning  of 
that  day,  she  stated,  “This  is  the  end,”  and  then 
she  promptly  became  cyanotic  and  her  respira- 
tions ceased.  Her  pulse  weakened,  but  continued 
at  80/min.  Mouth-to-mouth  respiration  was  in- 
effective, and  the  patient  was  pronounced  dead 
five  minutes  later. 

SUMMARY  OF  CLINICAL  DISCUSSION 

Dr.  Maurice  W.  Van  Allen , Neurology:  As  has 
been  our  custom,  we  shall  call  upon  a junior  stu- 
dent, Mr.  Mayner,  for  an  analysis  of  the  case. 

Mr.  Alfred  Mayner,  junior  ward  clerk:  The 
symptoms,  signs  and  course  of  this  lady’s  illness 
were  very  typical  of  spontaneous  subarachnoid 
hemorrhage.  As  further  support  for  this  diagnosis, 
we  can  cite  her  sudden,  severe  headaches  and 
nuchal  rigidity,  the  remission  of  those  symptoms 
and  their  recurrence,  associated  with  poor  bal- 
ance, vertigo  and  nausea  with  movement,  and  vom- 
iting. The  absence  of  other  neurologic  findings  is 
compatible. 

Further  support  is  to  be  gleaned  from  her  fever, 
leukocytosis  and  elevated  erythrocyte  sedimenta- 
tion rate.  The  electroencephalogram  was  compati- 
ble, as  were  the  cerebral  spinal  fluid  findings,  ca- 
rotid angiograms  and  terminal  respiratory  failure. 
The  lack  of  other  neurologic  findings,  the  remis- 
sion of  symptoms,  the  normal  blood  pressure  and 
the  xanthochromic  cerebral  spinal  fluid  tend  to 
rule  out  other  causes  of  headache. 

The  causes  of  spontaneous  subarachnoid  hemor- 
rhage that  can  be  ruled  out  fairly  well  are  hyper- 
tension (by  measurement),  trauma  (by  history 
and  physical  examination),  hematologic  phenomena 
(by  the  various  laboratory  procedures  listed),  the 
collagen  vascular  diseases  (by  the  absence  of  more 
constant  findings  that  are  usually  relied  upon  for 
suspecting  these  entities),  infarction  (by  the  lack 
of  a constant,  specific  neurologic  deficit)  and 
angioma  (by  the  angiograms).  Spontaneous  sub- 
arachnoid hemorrhage  into  or  from  a primary  or 
metastatic  tumor  cannot  be  ruled  out  and  must  be 
considered,  since  glioblastoma  can  present  in  this 
manner,  and  some  metastatic  tumors  are  highly 
vascularized. 

Rupture  of  a saccular  aneurysm  is  supported  in 
this  patient’s  case  by  her  age,  her  normal  blood 
pressure,  her  angiogram  and  the  statistical  inci- 
dence of  saccular  aneurysm  as  a cause  for  spon- 
taneous subarachnoid  hemorrhage.  Whereas  sac- 
cular aneurysms  are  usually  congenital,  they  may 
also  be  mycotic  (or  atherosclerotic,  but  seldom 
without  other  evidence  of  atherosclerosis).  The 
abdominal  mass  or  masses  could  have  been  related 
or  unrelated  to  the  saccular  aneurysm. 

Cerebral  congenital  vascular  anomalies  can  be 
associated  with  vascular  anomalies  in  the  liver. 
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spleen,  kidney  or  other  viscera — either  angiomas, 
aneurysms  or  arteriovenous  malformations  or 
shunts.  The  bruit  that  was  heard  would  bring 
these  to  mind,  although  the  diagnosis  would  be 
much  easier  if  there  were  cutaneous  anomalies  or 
evidence  of  more  generalized  involvement.  How- 
ever, if  the  saccular  aneurysm  was  mycotic,  then 
mycotic  aneurysms  could  be  found  elsewhere,  in 
such  places  as  the  liver,  kidney  or  spleen,  and  with 
the  most  common  cause  of  mycotic  aneurysms — 
subacute  bacterial  endocarditis — one  often  finds 
splenomegaly. 

The  tooth  extractions  seven  months  before  ad- 
mission are  much  like  the  textbook  etiology  for 
this  entity.  Although  many  of  the  classic  features 
were  absent  in  this  patient,  perhaps  a bacterial 
shower  at  the  time  of  her  tooth  extraction  resulted 
in  bacterial  vascular  changes,  without  the  develop- 
ment of  colonies  on  the  endocardium. 

If  the  abdominal  mass  was  a tumor  and  if  the 
subarachnoid  hemorrhage  was  a metastasis,  then 
we  must  determine  the  origin  of  the  abdominal 
mass  in  the  area  of  the  spleen,  kidney  or  liver.  In 
an  individual  of  this  patient’s  age  group,  the  most 
common  vascular  tumor  that  metastasizes  to  the 
brain  and  liver  and  presents  as  a renal  deformity, 
commonly  in  the  upper  pole,  is  the  hypernephro- 
ma. Although  an  increased  incidence  of  polycystic 
kidneys  is  also  reported  with  congenital  saccular 
aneurysms,  they  are  usually  bilateral  and  present 
a typical  picture  on  intravenous  pyelograms. 

If  the  mass  was  unrelated  to  spontaneous  sub- 
arachnoid hemorrhage  and  therefore  unrelated  to 
the  patient’s  final  illness,  the  differential  diagnoses 
are  legion,  and  far  beyond  the  scope  of  this  presen- 
tation. Although  the  combination  of  hyperplastic 
marrow  and  splenomegaly  points  toward  hyper- 
splenism,  as  yet  unmanifested  in  the  peripheral  cir- 
culation, or  to  an  aleukemic  leukemia,  and  al- 
though the  low  blood-sugar  values  may  have  had 
some  significance,  though  they  weren’t  yet  in  the 
hypoglycemic  symptom-producing  range,  one  must 
consider  either  early  pituitary  damage  secondary 
to  the  subarachnoid  hemorrhage,  or  adrenal  dam- 
age secondary  to  vascular  anomalies,  tumor  or 
pressure. 

In  summary,  my  colleagues  and  I believe  this 
lady  had  a spontaneous  subarachnoid  hemorrhage 
secondary  to  a ruptured  saccular  aneurysm,  prob- 
ably congenital  but  possibly  mycotic,  or  possibly 
secondary  to  hemorrhage  into  a tumor  or  tumor 
metastasis.  In  the  abdomen,  we  feel  there  were 
either  vascular  anomalies  of  the  liver,  spleen  or 
left  kidney,  or  splenomegaly  primary  or  secondary 
to  a bacteremia,  or  an  asymptomatic  abdominal 
tumor. 

Dr.  Van  Allen:  Thank  you  very  much,  Mr.  May- 
ner,  for  a very  able  discussion. 

Dr.  Sahs  will  carry  on  the  discussion. 

Dr.  A.  L.  Sahs,  Neurology:  This  is  the  story  of 
a progressive  neurologic  disorder  in  a 45-year-old 
woman.  The  symptoms  began  one  month  before 


her  admission,  with  a sensation  of  pressure  in  the 
left  temple.  The  pain  became  more  and  more  se- 
vere, and  presented  as  an  intermittent  distress  in 
the  occipito-cervical  region.  By  the  time  of  her  ar- 
rival at  the  hospital,  the  symptoms  and  signs  point- 
ed to  a lesion  in  the  posterior  fossa.  Although 
there  was  some  degree  of  intermittency,  the  gen- 
eral picture  was  that  of  a progressive  lesion  which 
resulted  in  a terminal  situation. 

The  finding  of  a mass  beneath  the  left  costal 
margin  does  not  add  materially  to  the  picture  at 
this  moment,  but  it  does  arouse  the  suspicion  that 
this  lady  had  metastatic  disease.  It  would  be  very 
unusual  for  an  infection  arising  as  the  sequel  of 
a dental  extraction  to  lie  dormant  for  six  months, 
but  stranger  things  than  this  have  happened.  Ap- 
parently the  second  dental  extraction  was  uncom- 
plicated. 

Passing  to  the  second  paragraph  of  the  protocol, 
we  note  that  the  white  blood  cell  count  and  the 
sedimentation  rates  were  elevated.  The  excretory 
urograms  will  be  shown  to  you.  Dr.  Van  Epps,  do 
you  want  to  demonstrate  those  roentgenograms 
now? 

Dr.  Eugene  F.  Van  Epps,  Radiology:  The  first 
slide  is  from  an  intravenous  pyelogram  taken  at  15 
minutes.  It  demonstrates  a normal  pelvis,  collect- 
ing system  and  ureter  (in  its  visualized  portion) 
on  the  right.  On  the  left,  the  renal  outline  appears 
normal.  The  upper  pole  collecting  system  is  incom- 
pletely visualized,  yet  no  gross  abnormality  is  to 
be  seen.  One  can  note  the  splenic  shadow  in  the 
left  upper  quadrant  of  the  abdomen. 

Mr.  Mayner:  Sir,  could  you  point  out  the  loop 
in  the  right  ureter  that  is  described  in  the  proto- 
col? 

Dr.  Van  Epps:  No,  I can’t  see  a loop  on  any  of 
the  films.  I don’t  believe  the  loop  mentioned  in 
the  protocol  has  any  significance. 

The  next  slide  is  a lateral  projection  of  the  skull 
following  injection  of  contrast  medium  into  the  left 
internal  carotid  artery.  It  demonstrates  an  aneu- 
rysm of  the  internal  carotid  before  its  bifurcation. 
In  the  antero-posterior  projection,  the  aneurysm 
is  again  seen  in  another  plane.  A basilar  view 
again  demonstrates  the  aneurysm.  There  is  no 
tumor  stain,  and  there  is  no  displacement  of  ves- 
sels. 

I should  like  to  emphasize  the  need  for  injec- 
tion of  both  internal  carotid  arteries  in  order  to 
exclude  multiple  aneurysms. 

Dr.  Sahs:  The  xanthochromic  spinal  fluid  with 
an  elevated  total  protein  content  constitutes  fur- 
ther evidence  of  a lesion  of  the  posterior  fossa.  The 
normal  spinal  fluid  pressure  does  not  eliminate 
that  possibility.  One  would  assume  that  an  untreat- 
ed inflammatory  process  would  be  productive  of 
an  active  pleocytosis,  but  such  was  not  the  case  in 
this  instance. 

The  demonstration  of  one  or  more  small  berry 
aneurysms  near  the  bifurcation  of  the  internal 
carotid  artery  introduces  a new  factor,  particularly 
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since  the  possibility  of  a clot  or  mass  is  suggested 
by  the  distortion  of  the  vessel.  However,  this  is 
not  the  usual  history  of  a ruptured  aneurysm  of 
the  circle  of  Willis,  for  the  onset  was  not  so 
abrupt  as  ordinarily  is  seen,  and  we  don’t  have 
the  localizing  signs  that  we  might  see  in  an  aneu- 
rysm of  the  internal  carotid  artery — i.e.,  cranial 
nerve  palsies,  hemiplegia,  aphasia  and  the  like. 
Any  distortion  of  the  vascular  tree  may  be  related 
to  the  same  process  that  is  causing  the  difficulty  in 
the  posterior  fossa. 

The  demonstration  of  a mass  in  the  left  lobe  of 
the  liver  is  very  important,  and  makes  the  diag- 
nosis of  malignancy  much  more  likely.  Lesions  of 
this  type  are  apt  to  arise  from  the  kidney,  lung, 
breast,  or  occasionally  from  the  skin  or  other 
areas.  We  must  think  of  malignant  melanomas, 
sarcomas  and  the  like.  The  most  logical  source 
of  this  condition  is  a malignant  tumor  of  the  left 
kidney. 

Dr.  Frederic  W.  Stamler , Pathology : Were  any 
roentgenograms  made  of  the  patient’s  chest? 

Dr.  Van  Epps:  They  were  interpreted  as  normal. 
I didn’t  bring  them,  since  there  was  nothing  ab- 
normal to  be  seen  in  them. 

Dr.  Sidney  E.  Ziffren,  Surgery:  Dr.  Sahs,  did 
you  think  it  significant  that  a systolic  bruit  was 
heard  over  the  mass  in  the  abdomen? 


Figure  I.  Hypernephroma  involving  upper  medial  portion 
o(  left  kidney. 


Dr.  Sahs:  Only  that  the  neoplasm  was  very  high- 
ly vascular. 

Dr.  Stamler:  At  autopsy,  this  patient  did  exhibit 
a congenital  aneurysm  of  the  left  carotid  artery. 
It  was  a small  aneurysm,  4 or  5 mm.  in  diameter, 
just  at  the  first  intracranial  bifurcation  of  the  ves- 
sel. It  was  not  ruptured.  There  was  no  evidence 
of  recent  hemorrhage  or  even  of  remote  hemor- 
rhage from  this  vessel.  Instead,  there  was  a large 
hemorrhagic  tumor  in  the  left  cerebellar  hem- 
isphere, with  compression  of  the  brain  stem.  This 
was  a metastasis  from  a large  hypernephroma  in 
the  upper  pole  of  the  left  kidney.  There  were  also 
metastases  to  the  liver,  to  the  lungs,  to  the  opposite 
adrenal,  and  to  lymph  nodes  of  the  abdomen  and 
thorax. 

The  gross  photograph  shows  the  left  kidney  and 
the  tumor  involving  the  upper  pole.  You  see  that 
in  contrast  to  many  hypernephromas  of  its  size, 
this  one  caused  relatively  little  deformation  of  the 
kidney  (Figure  1).  Most  of  the  kidney  was  still  in 
relatively  normal  condition,  with  the  large  mass 
attached  superiorly  and  medially.  The  adrenal  was 
displaced  to  the  periphery  of  the  tumor.  The  tumor 
was  rather  well  circumscribed  at  the  periphery 
and  had  a smooth  surface.  There  were  large  vascu- 
lar channels  coursing  through  it,  and  it  was  mot- 
tled red  and  yellowish  in  color,  with  considerable 
hemorrhage,  necrosis  and  cyst  formation.  Although 
not  truly  encapsulated,  the  tumor  and  the  adjacent 
tissues  were  separated  by  a sharp  line  of  de- 
marcation. 

The  photograph  of  brain  shows  the  large  bulging 
mass  of  hemorrhagic  tumor  in  the  left  cerebellar 
hemisphere  (Figure  2).  The  slight  discoloration  of 
the  meninges  may  have  been  the  result  of  a past 
subarachnoid  hemorrhage,  but  there  is  no  evi- 
dence of  active  or  recent  bleeding.  Notice  how  the 
brain  stem  is  distorted,  compressed  and  displaced 
to  the  opposite  side  by  the  cerebellar  mass. 

The  tumor  was  almost  completely  hemorrhagic, 
with  some  bloodstaining  and  edema  of  the  sur- 
rounding brain. 

Next  is  a photograph  of  the  primary  renal  lesion 
under  rather  high  magnification.  It  shows  the 
sharp  line  of  demarcation  between  the  tumor  and 
the  renal  tissue  (Figure  3).  There  is  a zone  of 
compression  and  fibrosis  forming  a pseudocap- 
sule about  the  tumor,  but  you  see  that  there  are 
large,  thin-walled  vascular  structures  indicating 
the  tumor’s  propensity  for  vascular  invasion.  In 
this  case,  a large  vein  did  have  tumor  growing 
within  its  lumen. 

There  were  a number  of  pulmonary  metastases, 
the  largest  of  which  were  about  1 cm.  in  diameter. 
These  would  not  have  been  clearly  apparent  on 
radiographic  examination.  The  high-power  photo- 
micrograph of  the  pulmonary  metastasis  (Figure 
4)  shows  the  large,  pale  cells  that  are  typical  of 
the  clear-cell  type  of  renal  carcinoma.  Its  appear- 
ance was  similar  to  that  of  the  primary  renal  neo- 
plasm and  to  those  of  the  other  metastases.  This 


Figure  2.  Metastatic  tumor  ol  left  cerebellar  hemisphere. 


Figure  3.  Microphotograph  showing  renal  tumor  above,  with  pseudocapsule  and  renal  medulla  below. 


Figure  4.  Microphotograph  of  pulmonary  metastasis  with  large  cells  characteristic  of  clear-cell  type  renal  carcinoma  (hypernephroma). 


Figure  5.  Photograph,  slightly  magnified,  showing  cross-section  of  aneurysm  of  left  internal  carotid  artery, 
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is  such  a characteristic  picture  that  wherever  we 
find  it  we  feel  fairly  confident  that  we  are  dealing 
with  a neoplasm  of  renal  origin,  although  occa- 
sional neoplasms  of  other  origins  may  have  a simi- 
lar histologic  appearance.  We  tend  to  retain  the 
name  hypernephroma  for  this  tumor,  as  Grawitz 
proposed  in  about  1900,  although  his  notion  about 
its  adrenal  origin  has  been  discarded. 

The  next  picture  is  a low-power  view  of  the 
aneurysm.  Much  of  the  wall  of  the  vessel  had  be- 
come very  attenuated,  although  it  hadn’t  rup- 
tured (Figure  5).  Since  an  elastic  tissue  stain  was 
used,  the  heavy  black  line  represents  the  internal 
elastic  lamella,  and  we  see  that  it  becomes  abnor- 
mal in  appearance  as  we  follow  the  circumference 
of  the  vessel.  It  finally  fades  out  as  the  vessel  wall 
becomes  very  thin.  This  is  one  of  the  defects  char- 
acteristically noted  in  a vessel  in  which  an  aneu- 
rysm has  developed. 

There  were  degenerative  and  calcific  changes 
in  the  aneurysmal  wall,  in  addition  to  the  loss  of 
elastic.  Smooth  muscle  was  also  deficient,  and  had 
been  largely  replaced  by  collagenous  connective 
tissues  in  the  wall  of  the  aneurysm. 

It  was  our  interpretation  that  the  symptomatol- 
ogy here  was  related  to  hemorrhage  from  the 
cerebellar  metastases — from  the  hypernephroma 
rather  than  from  the  aneurysm. 

Dr.  Van  Allen:  Before  we  turn  our  attention  fur- 
ther to  the  difficulties  of  diagnosis  here,  I should 
like  Dr.  Culp  to  discuss  the  urologic  aspects. 

Dr.  David  A.  Culp,  Urology:  From  a review  of 
our  cases  of  hypernephroma,  we  found  that  42  per 
cent  of  the  patients  have  presented  themselves 
with  the  classical  triad  of  pain,  hematuria  and  a 
mass  in  the  abdomen.  Although  this  is  the  most 
common  picture,  more  than  50  per  cent  of  the  pa- 
tients will  present  neither  with  all  three  parts  of 
this  triad  nor  with  any  portion  of  it.  I think  that 
the  case  now  under  discussion  presents  this  prob- 
lem quite  clearly. 

What  is  the  clinical  picture  of  these  patients? 
What  symptoms  may  they  exhibit?  There  may  be 
unexplained  fever,  unexplained  anemia,  weight 
loss,  pathologic  fracture,  hemoptysis  and,  of  course, 
the  signs  and  symptoms  of  an  intracranial  lesion. 
We  are  well  aware  of  this,  and  fortunately  in  most 
cases  our  excretory  urograms  are  diagnostic.  But 
as  you  can  see  from  the  pathologic  specimen  that 
has  been  shown  you,  there  are  occasions  when  the 
neoplastic  lesion  is  attached  to  the  kidney  by  such 
a small  stalk  that  it  does  not  create  a deformity  of 
the  calyceal  system  or  disrupt  the  normal  outline 
of  the  kidney.  In  fact,  I have  had  an  opportunity  to 
review  these  films  with  Dr.  Van  Epps,  and  from 
the  excretory  urogram  the  most  we  can  say  in  this 
particular  case  is  that  incomplete  filling  of  the 
upper  pole  is  demonstrated.  That  alone,  however, 
should  prompt  us  to  secure  better  visualization  of 
the  area. 

Why,  then,  didn’t  we  proceed  with  retrograde 
pyelograms?  We  could  have  performed  them  and 
still  have  been  left  with  the  same  problem.  The 


upper-pole  calyx  could  have  been  normal  in  this 
case,  even  by  retrograde  study,  since  the  neoplasm 
didn’t  invade  the  renal  parenchyma  extensively. 
Therefore,  we  still  would  have  been  left  with  the 
same  impression.  This  kidney  was  not  the  site  of 
a hypernephroma.  The  individual  who  saw  this 
patient  felt  that  he  could  see  enough  on  the  pye- 
logram  to  say  that  it  was  not  abnormal,  and  in 
view  of  the  complications  and  problems  that  retro- 
grade pyelograms  involve,  he  elected  not  to  do 
them  in  a patient  with  an  intracranial  lesion.  His 
was  a decision,  a judgment,  which  must  be  made 
on  all  patients.  It  is  sometimes  a difficult  one  to 
make.  A physician  may  be  wrong  in  his  decision 
not  to  do  the  examination  on  some  occasions,  as 
this  case  illustrates. 

Another  problem  would  have  arisen  if  he  had 
demonstrated  a hypernephroma.  What  type  of 
therapy  should  he  have  recommended?  The  chanc- 
es are  that  with  intracranial  metastasis  our  ther- 
apy would  have  been  palliative  and  limited  to  ra- 
diation. In  conclusion,  I think  this  case  demon- 
strates the  fact  that  our  diagnostic  procedures 
aren’t  always  foolproof. 

Dr.  Van  Allen:  Thank  you,  Dr.  Culp. 

Dr.  Sahs,  would  you  care  to  comment  further 
on  any  aspect  of  this  case,  now  that  we  have  the 
answer? 

Dr.  Sahs:  The  pain  in  the  patient’s  left  temple 
might  still  have  been  a manifestation  of  the  stretch- 
ing of  the  aneurysm  in  the  absence  of  bleeding. 
This  is  a symptom  which  we  sometimes  encounter 
as  the  initial  sign  of  a rupturing  intracranial  aneu- 
rysm. This  is  entirely  possible  in  the  light  of  the 
knowledge  that  we  have  obtained  from  the  au- 
topsy. It  still  is  true  that  if  she  had  experienced 
a rupture  of  this  aneurysm,  the  onset  would  have 
been  much  more  dramatic,  and  I think  she  would 
have  had  some  associated  phenomenon  relative  to 
the  left  internal  carotid  system.  I have  already 
mentioned  those  symptoms  and  signs.  I would  as- 
sume that  there  was  no  gross  blood  in  the  spinal 
fluid.  The  protocol  says  the  fluid  was  xantho- 
chromic and  contained  three  lymphocytes.  From 
the  written  protocol,  I can’t  determine  whether 
the  fluid  was  acidified  and  whether  or  not  we 
might  have  dissolved  some  red  cells  in  the  process 
of  counting  the  lymphocytes  in  the  spinal  fluid. 
There  might  have  been  a small  amount  of  gross 
blood  in  the  spinal  fluid  that  we  removed  during 
the  process  of  acidifying  the  fluid  before  counting 
the  cells  under  the  counting  chamber. 

Dr.  Van  Allen:  Two  red  cells,  two  lymphocytes. 

Dr.  Sahs:  So  this  was  not  bloody  spinal  fluid. 
Then  we  have  to  try  to  understand  the  xantho- 
chromia. Of  course,  this  can  be  explained  on  the 
basis  of  transfer  of  blood  pigment  through  the 
wall  of  a tumor  in  such  a way  that  discoloration  of 
the  spinal  blood  occurs.  In  rare  instances,  the  in- 
crease in  protein  will  be  of  such  magnitude  as  to 
make  the  fluid  yellowish  in  color. 

Dr.  Van  Epps:  I should  just  like  to  state  that  a 
negative  chest  roentgenogram  can  mean  many 


Vol.  LIII,  No.  2 


Journal  of  Iowa  Medical  Society 


89 


things  to  many  people.  It  means  either  that  we  did 
not  see  anything  despite  the  fact  that  there  was 
something  to  see,  or  actually  that  nothing  abnormal 
was  present.  Suffice  it  to  say  that  lesions  in  a fa- 
vorable position  surrounded  by  air  and  not  ob- 
scured by  heart,  mediastinum,  rib  or  diaphragm, 
can  be  seen  in  sizes  from  three  to  five  millimeters. 
Lesions  as  large  as  a centimeter  or  more  may  not 
be  visualized  if  they  are  in  unfavorable  positions. 
Therefore,  factors  of  size,  time  and  density  are  im- 
portant in  determining  the  radiographic  visibility 
of  a lesion.  I have  seen  individuals  in  whom  chest 
roentgenograms  were  normal  despite  the  fact  that 
metastatic  carcinoma  had  replaced  the  medias- 
tinum. Even  the  retrospectroscope  does  not  find 
these  lesions. 

Dr.  Van  Allen:  Thank  you,  Dr.  Van  Epps. 

I should  like  to  point  out  that  cerebellar  tumor 
can  be  a cause  of  sudden  death.  These  patients 
may  go  for  some  time  with  increasing  headaches, 
vomiting  and  generalized  weakness,  and  then 
death  may  ensue  very  quickly.  This  case  is  im- 
portant in  demonstrating  that  there  are  various 
causes  for  bleeding  in  the  subarachnoid  space,  and 
that  all  that  bleed  are  not  aneurysms.  Diagnosis 
was  particularly  difficult  in  this  instance  because 
the  lesion  commonly  associated  with  subarachnoid 
hemorrhage  was  looked  for  and  found.  Dr.  Locks- 
ley  has  had  considerable  personal  experience  with 
aneurysms,  as  well  as  a large  experience  in  analyz- 
ing cases  in  the  Aneurysm  Registry.  I have  asked 
him  to  tell  us  how  we  can  determine  whether  a 
demonstrated  aneurysm  is  the  source  of  a sub- 
arachnoid hemorrhage  in  a given  instance. 

Dr.  H.  B.  Locksley,  Surgery:  In  nearly  all  cases 
there  is  a shadow  of  doubt  as  to  whether  an  angio- 
graphically  demonstrated  lesion  is  the  source  of 
subarachnoid  hemorrhage  (SAH).  Statistically, 
that  shadow  is  a fairly  faint  one.  It  is  estimated 
that  the  incidence  of  subarachnoid  hemorrhage 
in  the  general  population  is  between  0.5  and  2.0 
per  cent,  and  for  convenience  in  calculation  let’s 
assume  it  is  2.0  per  cent.  From  clinical  and  patho- 
logic studies,  it  is  known  further  that  about  half 
of  the  patients  with  SAH — i.e.,  1.0  per  cent  of  the 
population — have  cases  that  are  a consequence  of 
intracranial  aneurysms.  The  other  1.0  per  cent  of 
the  population  bleed  from  a variety  of  lesions  re- 
lated, for  example,  to  congenital  vascular  anom- 
alies, arteriosclerotic  or  hypertensive  vascular  dis- 
ease, brain  tumor,  toxemia  of  pregnancy,  blood 
dyscrasia,  meningo-vascular  lues  or,  more  recently, 
a complication  of  anticoagulant  therapy.  The  prob- 
ability of  a patient’s  coming  in  with  SAH  due  to 
aneurysm  is,  as  we  have  said,  about  1 per  cent. 
If  we  demonstrate  an  aneurysm  by  angiography 
and  then  ask,  as  Dr.  Van  Allen  has  done,  “Was 
this  aneurysm  the  source  of  bleeding?”  we  are,  in 
effect,  postulating  two  lesions  or  diseases.  The  like- 
lihood of  any  given  person’s  simultaneously  hav- 
ing an  aneurysm  and  another  disease  capable  of 
producing  subarachnoid  hemorrhage  is  .01  (for 
aneurysm)  x .01  (for  the  other  disease)  = .0001,  or 


in  other  words,  one  chance  in  ten  thousand.  That 
is  as  closely  as  I can  estimate  the  likelihood  of  our 
mistaking  a demonstrated  aneurysm  as  the  source 
of  bleeding  when  in  fact  there  is  another  cause. 
Applying  this  reasoning  to  the  present  case,  I can 
say  that  if  we  concede  this  patient  had  a subarach- 
noid hemorrhage  and  if  it  turns  out  that  her  aneu- 
rysm was  a purely  incidental  finding,  she  is  one 
case  in  ten  thousand. 

Patients  who  present  multiple  intracranial  aneu- 
rysms pose  more  difficult  but  commoner  problems 
as  regards  identification  of  the  source  of  bleeding. 
This  multiplicity  occurs  in  about  15  per  cent  of 
our  aneurysm  cases.  It  is  often  difficult  to  deter- 
mine which  of  a patient’s  two,  three  or  four 
aneurysms  actually  bled.  This  is  a matter  of  cru- 
cial importance  in  selecting  the  most  appropriate 
surgical  treatment.  In  the  final  analysis,  we  can 
identify  the  source  of  bleeding  with  absolute  cer- 
tainty only  by  direct  observation  either  at  opera- 
tion or  at  autopsy.  In  most  cases,  however,  there 
are  clues  that  point  to  the  offending  aneurysm  with 
a compelling  probability.  Dr.  Sahs  has  mentioned 
neighborhood  neurologic  signs  such  as  third  crani- 
al nerve  palsy,  visual  field  defects,  and  lateraliza- 
tion based  on  hemiparesis  and  speech  disorders. 
Often,  the  parent  vessel  of  the  bleeding  aneurysm 
can  be  seen  in  the  angiogram  to  be  narrowed  by 
local  spasm,  and  sometimes  one  can  find  a slight  to 
moderate  displacement  of  the  parent  vessel,  in- 
dicative of  a small  hematoma  in  the  neighborhood 
of  the  aneurysm  that  bled.  Thus,  this  spectre  of 
uncertainty  that  Dr.  Van  Allen  has  properly 
brought  to  our  attention  yields  reasonably  well  to 
systematic  neurologic  and  angiographic  analysis. 

Dr.  Van  Allen:  Thank  you,  Dr.  Locksley.  As  I 
reread  the  protocol  and  interpret  Dr.  Van  Epps’ 
remarks,  I judge  that  none  of  these  angiographic 
signs  were  demonstrated. 

Dr.  Ziffren:  I should  like  to  ask  two  questions. 
First,  what  was  the  clinical  diagnosis?  Second,  did 
anyone  pay  any  attention  to  the  consultant  who 
insisted  that  the  lesion  was  in  the  kidney? 

Dr.  Van  Allen:  In  his  conclusion,  the  consultant 
said:  “Possible  lower  pole  of  a normal  left  kidney, 
probably  normal  size  liver,  question  hemangioma, 
aneurysm  of  liver  or  partial  thrombosis.  Continue 
treatment  for  her  primary  problem.”  Apparently 
at  the  time  the  patient  came  in,  it  was  felt  she 
might  have  polycystic  kidneys,  which  are  known 
to  be  associated  with  aneurysm  and  subarachnoid 
hemorrhage.  It  was  during  the  course  of  diagnostic 
efforts  directed  at  investigation  of  the  mass  that 
the  patient  rather  suddenly  died. 

Dr.  Henry  Hamilton,  Internal  Medicine:  Was 
there  papilledema? 

Dr.  Van  Allen:  Papilledema  was  not  present. 
The  spinal  fluid  pressure  was  normal,  as  measured 
in  the  lumbar  subarachnoid  space. 

Unidentified  questioner:  I should  like  to  ask  Dr. 
Van  Epps  whether,  knowing  that  this  patient  had 
hypernephroma,  he  now  can  find  that  the  x-rays 
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show  any  evidence  of  lesion  in  the  bony  skeleton. 

Dr.  Van  Epps:  No,  there  was  no  evidence  of  me- 
tastasis to  the  skeleton  or  to  the  lungs  on  roent- 
genography. 

Dr.  John  A.  Gius,  Surgery:  I should  like  to  ask 
Dr.  Stamler  whether  the  conditions  are  more 
favorable  for  growth  of  metastases  in  the  brain 
than  they  are  in  the  lungs. 

Dr.  Stamler:  I think  we  have  very  little  informa- 
tion that  would  help  us  to  answer  that  question. 
There  have  been  some  studies  made  in  an  attempt 
to  gauge  the  growth  rates  of  disseminated  tumors 
in  various  organs,  but  I don’t  believe  any  well 
established  patterns  have  been  discovered.  We  do 
know  that  in  the  case  of  hypernephroma  metas- 
tases develop  in  certain  fashions,  although  there 
are  great  variations.  The  fascicle  on  renal  tumors 
at  the  Armed  Forces  Institute  of  Pathology  has  re- 
ported that  over  50  per  cent  of  cases  coming  to 
autopsy  have  lung  metastases,  and  that  over  one 
third  of  the  cases  have  metastases  to  the  liver,  to 
lymph  nodes  or  to  bone.  Other  organs  are  com- 
monly involved,  too.  Some  18  or  19  per  cent  have 
adrenal  involvement,  and  although  we  tend  to 
think  of  this  as  a tumor  often  metastasizing  to  the 
brain,  only  6.6  per  cent  of  cases  in  the  study  to 
which  I refer  had  brain  metastases  at  the  time  of 
autopsy.  In  regard  to  this  particular  tumor,  I 
don’t  know  of  any  precise  information  we  have 
relative  to  graded  growth  in  various  organs.  We 
see  very  large  metastases,  at  times,  in  the  liver 
and  lungs.  We  see  tremendous  variations,  so  I 
think  that  as  with  other  tumors  there  must  be  dif- 
ferences among  the  individuals  involved.  In  some 
cases  of  neoplastic  dissemination,  we  see  a tre- 
mendous growth  of  tumor  in  the  liver,  and  little 
if  any  in  the  lungs.  In  the  next  case,  we  may  see 
the  lungs  simply  riddled  with  tumor  growth,  and 
little  or  none  in  the  liver.  There  is  no  standard 
pattern  that  we  can  demonstrate.  There  seems  to 
be  a great  deal  of  individual  variation. 

Dr.  Sahs:  Dr.  Stamler,  I am  always  concerned 
about  the  very  large  metastasis  which,  in  this  case, 
apparently  came  up  by  way  of  the  left  vertebral 
artery.  How  does  the  tumor  embolus  get  into  the 
vertebral  artery? 

Dr.  Stamler:  In  the  retroperitoneal  tissues,  there 
are  venous  channels  connecting  the  retroperitoneal 
vessels  with  the  paravertebral  venous  plexus. 
With  changing  pressures  within  the  abdomen  or 
the  thorax,  retrograde  flows  of  blood  can  occur 
and  may  cause  direct  dissemination  of  tumor  cells 
to  the  brain. 

Dr.  Sahs:  It  apparently  entered  into  the  venous 
system,  but  where  does  it  go  to  get  to  the  vertebral 
artery?  Or  does  it  actually  enter  the  venous  sys- 
tem of  the  brain? 

Dr.  Stamler:  Some  experimental  evidence  sup- 
ports the  concept  that  with  pressure  changes  from 
coughing  or  straining  at  stool,  tumor  cells  may 
be  carried  through  venous  channels  in  a retro- 
grade fashion.  I think  that  it  can  occur  in  a more 


circuitous  fashion.  This  tumor  was  shown  to  have 
invaded  a large  vein  and  thus  could  disseminate 
quite  widely,  since  we  know  that  tumor  emboli 
can  pass  through  the  pulmonary  capillary  bed. 
These  capillaries  are  unusually  large,  and  thus 
not  only  individual  cells  but  clumps  of  cells  can 
pass  through  them  and  go  on  to  distant  sites  in 
this  fashion. 

Dr.  Van  Allen:  I believe  that  Dr.  Gius  has  in- 
vestigated pathways  of  metastasis. 

Dr.  Gius:  With  respect  to  dissemination  of  metas- 
tases to  distant  parts  of  the  body,  and  especially 
where  the  lung  is  uninvolved  and  therefore  ap- 
pears to  have  been  bypassed,  the  vertebral-venous 
system  has  been  given  considerable  attention  in 
the  literature.  The  writings  go  back  more  than 
100  years,  but  in  recent  times  the  vertebral-venous 
system  appears  to  have  been  rediscovered  by  Dr. 
Batson,  the  famed  anatomist  of  the  University  of 
Pennsylvania  Graduate  School.  This  system  of 
veins,  which  is  often  called  “Batson’s  plexus,”  ex- 
tends from  the  dural  venous  sinuses  of  the  skull, 
along  the  course  of  the  skeleton,  and  down  to  the 
coccyx.  It  includes  the  veins  about  the  bones  of 
the  shoulder  girdle  and  the  pelvic  girdle.  There 
are  innumerable  communications  between  the 
veins  of  the  vertebral  system  and  the  caval  system. 
The  blood  in  the  vertebral  system  is  probably  out 
of  the  “main  stream,”  so  to  speak,  and  perhaps  is 
under  lower  than  systemic  venous  pressure  and 
thus  is  subject  to  reversal  of  flow.  The  veins  of 
this  system  are  generally  free  of  valves.  For  these 
reasons,  certain  physiologic  stresses  such  as  those 
caused  by  coughing,  straining,  lifting,  etc.  may 
cause  cancer  cells  floating  in  the  systemic  veins 
to  be  carried  into  the  vertebral  veins,  and  then 
to  bone  where  they  lodge  and  grow.  Skeletal 
metastases  in  the  absence  of  lung  metastases  are 
most  often  encountered  in  cancer  of  the  breast, 
prostate,  thyroid  and  kidney. 

This  is  the  hypothesis  regarding  “paradoxical” 
metastases  that  Batson  propounded  and  which 
certain  experimental  work  appears  to  support. 
But  there  are  other,  more  recent  observations 
which  seem  to  me  to  throw  considerable  doubt  on 
the  validity  of  this  concept.  For  example,  about 
30  per  cent  of  patients  with  breast  cancer  have 
been  found  to  have  tumor  emboli  in  the  veins 
draining  the  affected  breast.  Studies  of  patients 
with  other  types  of  tumors  have  likewise  revealed 
that  the  venous  circulation  is  “seeded”  more  fre- 
quently and  in  greater  degree  with  cancer  cells 
than  we  have  been  accustomed  to  believe. 

The  fate  of  these  cells  in  the  circulation  is  in- 
completely understood,  but  undoubtedly  most  of 
them  are  destroyed  or  find  environments  in  which 
conditions  are  unfavorable  for  their  growth.  Some 
may  pass  through  A-V  shunts  in  the  lung  and  be 
carried  to  distant  areas  of  the  body,  including  the 
skeleton.  Perhaps  the  bones  offer  a “soil”  which 
is  particularly  favorable  for  the  growth  of  cancer 
cells  which  have  arisen  in  particular  cells.  I think 
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that  our  knowledge  of  the  mechanisms  of  metas- 
tasis is  quite  incomplete,  and  that  currently  much 
of  it  is  based  upon  speculation. 

Dr.  Carl  L.  Gillies,  Radiology : I wonder  whether 
we  may  see  that  radiograph  again.  I think  there 
is  a bulge  in  the  upper  pole  of  the  left  kidney  not 
seen  on  the  right,  and  I also  think  the  transverse 
diameter  is  larger  on  the  left  than  on  the  right.  I 
thought  there  was  a bulge  medially  in  the  upper 
pole  of  the  left  kidney. 

Dr.  Stamler:  The  mass  was  medial. 

Dr  Gillies:  The  medial  border  of  the  right  kid- 
ney appeared  straight,  whereas  there  seemed  to 
be  a little  bulge  on  the  medial  border  of  the  up- 
per pole  of  the  left  kidney. 

SUMMARY  OF  NECROPSY  FINDINGS 

1.  Adrenocarcinoma,  clear-cell  type  (hyperne- 

phroma), left  kidney 

a.  Metastasis  to  cerebellum,  with  hemor- 

rhage and  medullary  compression 

b.  Metastases  to  liver,  lungs,  lymph  nodes 

and  right  adrenal  gland 

2.  Congenial  berry  aneurysm,  intracranial  por- 

tion, left  internal  carotid  artery 


3.  Cerebral  edema,  moderate 

4.  Adematous  polyp,  colon. 

STUDENTS'  DIAGNOSES 

1.  Spontaneous  subarachnoid  hemorrhage  due  to 

a.  ruptured  aneurysm  congenital  or  mycotic 

or 

b.  hemorrhage  into  a tumor  or  metastasis 

2.  Vascular  anomaly  of  liver,  spleen  or  kidney 

or 

Splenomegaly 

a.  primary  or  secondary  to 

b.  bacteremia 

3.  Asymptomatic  abdominal  tumor. 

DR.  SAHS'  DIAGNOSES 

1.  Neoplasm  in  posterior  fossa,  either  a metas- 

tasis or  a primary  tumor 

2.  Malignant  tumor  of  left  kidney 

3.  Congenital  berry  aneurysm  of  internal  carot- 

id artery. 

CLINICAL  DIAGNOSES 

1.  Ruptured  berry  aneurysm 

2.  Possible  polycystic  kidney. 


Coming  Meetings 


IOWA 


Feb. 

12-15 

Refresher  Course  for  the  General  Practitioner 
(S.U.I.  College  of  Medicine  and  the  Iowa 
Chapter  of  the  American  Academy  of  General 
Practice).  Medical  Amphitheater,  University 
Hospitals,  Iowa  City 

Feb. 

21-22 

Annual  Meeting  of  the  Sioux  Valley  Medical 
Association.  Sheraton-Martin  Hotel,  Sioux 
City 

Mar. 

9 

Second  Annual  Orthopaedic  and  Rehabilita- 
tion Seminar.  Younker  Memorial  Rehabilita- 
tion Center,  Des  Moines 

Mar. 

12-13 

Hernia  (S.U.I.  Department  of  Surgery).  Medi- 
cal Amphitheater,  University  Hospitals,  Iowa 
City 

Infertility  and  Endocrinology  (S.U.I.  College 
of  Medicine).  University  Hospitals,  Iowa  City 

Mar. 

27 

Feb.  11-15 


Feb.  11-15 


Feb.  12-14 


Feb.  14-15 


Feb.  14-16 


Modern  Physiological  Concepts  of  Cardio- 
vascular Disease  (American  College  of  Phy- 
sicians). Presbyterian  Medical  Center,  San 
Francisco 

Medical  Surgical  Clinical  Symposia:  Feb.  11, 
Endocrinology;  Feb.  12,  Medical  Problems  in 
Surgical  Patients;  Feb.  13,  Psychiatry;  Feb. 
14,  Gastroenterology;  Feb.  15,  Pulmonary  Dis- 
ease. University  of  Kansas  Medical  Center, 
Kansas  City,  Kansas 

Growth  and  Development — Management  of 
Common  Behavior  Disturbances.  Medical  Col- 
lege of  Georgia,  Augusta 

Recognition  and  Treatment  of  Psychoneurotic 
Disorders  by  the  General  Practitioner.  Uni- 
versity of  Nebraska  College  of  Medicine, 
Omaha 

American  Society  of  Clinical  Pathologists. 

New  Orleans 


CONTINENTAL  U.  S. 


Feb.  15-16  Clinics  in  Neurology.  University  of  California, 
San  Francisco 


Feb.  2 
Feb.  2-5 


Feb.  4-5 
Feb.  6-9 
Feb.  7-8 


Feb.  7-9 
Feb.  8-9 

Feb.  9-10 
Feb.  11-13 


Dermatology.  Presbyterian  Medical  Center, 
San  Francisco 

Fifty-ninth  Annual  Congress  on  Medical 
Education  (Council  on  Medical  Education  and 
Hospitals  of  the  AMA,  the  Advisory  Board 
for  Medical  Specialties  and  the  Federation  of 
State  Medical  Boards  of  the  U.  S.).  Palmer 
House,  Chicago 

Advanced  Electrocardiology.  University  of 
Nebraska  College  of  Medicine,  Omaha 
American  College  of  Radiology.  Drake  Hotel, 
Chicago 

Two  Common  Killers:  Cardiovascular  Disease 
and  Cancer  (Regional  Postgraduate  Institute 
sponsored  by  the  California  Medical  Associa- 
tion in  cooperation  with  Loma  Linda  Univer- 
sity School  of  Medicine).  El  Mirador  Hotel, 
Palm  Springs,  California 
Society  of  University  Surgeons.  Seattle 
Fourth  Annual  Congress  of  the  Professions 
(Michigan  Association  of  the  Professions). 
Jack  Tar  Hotel,  Lansing,  Michigan 
Recent  Advances  in  Drug  Therapy.  University 
of  California,  San  Francisco 

Eleventh  Annual  Session  of  the  Institute  on 
Metabolic  Research.  Highland-Alameda  County 
Hospital,  Oakland,  California 


Feb.  15-17  American  College  of  Physicians.  Hotel  Del 

Coronado,  Coronado,  California 

Feb.  16-17  Eighth  Spring  Postgraduate  Meeting  of  the 

Los  Angeles  County  Medical  Association. 
Statler  Hilton  Hotel,  Los  Angeles 

Feb.  18-20  Radiology  and  Radioactive  Isotopes.  University 
of  Kansas  Medical  Center,  Kansas  City, 
Kansas 

Feb.  18-Mar.  1 Surgical  Technic.  Cook  County  Graduate 
School  of  Medicine,  Chicago 

Feb.  19  Prevention  and  Treatment  of  Athletic  Injuries 

(Neosho  County  Medical  Society  and  the 
University  of  Kansas  School  of  Medicine). 
The  Southeast  Kansas  Tuberculosis  Hospital, 
Chanute,  Kansas 

Feb.  21-23  Proctology  and  Sigmoidoscopy.  University  of 
California  at  Los  Angeles 

Feb.  22-23  Hearing  and  Speech  (University  of  Kansas 
Medical  Center).  Battenfeld  Auditorium,  Kan- 
sas City,  Kansas 

Feb.  25-Mar.  1 Course  for  Physicians  in  General  Practice. 

University  of  California,  San  Francisco 

Feb.  25-Mar.  1 Management  of  Common  Fractures  and  Dis- 
locations. Cook  County  Graduate  School  of 
Medicine,  Chicago 

Feb.  25-Mar.  1 General  Surgery.  Cook  County  Graduate 
School  of  Medicine,  Chicago 
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Feb.  27  Midwinter  Symposium  on  Heart  Disease  (Los 

Angeles  County  Heart  Association).  Ambas- 
sador Hotel,  Los  Angeles 

Feb.  27-Mar.  1 Management  of  Trauma.  University  of  Colo- 
rado Medical  Center,  Denver 

Feb.  28-Mar.  1 Useful  Laboratory  Examinations  and  Their 
Interpretation.  University  of  Nebraska  College 
of  Medicine,  Omaha 

Feb.  28-Mar.  3 Thirteenth  Annual  Convention  of  the  Ameri- 
can College  of  Cardiology  (Joint  meeting  with 
the  Los  Angeles  County  Heart  Association). 

Ambassador  Hotel,  Los  Angeles 

Feb.  28-Mar.  3 College  of  American  Pathologists.  Rice  Hotel, 
Houston,  Texas 


Mar.  1-2 
Mar.  2-3 
Mar.  3-7 


Mar.  4-7 


Operable  Heart  Disease.  Presbyterian  Medical 
Center,  San  Francisco 

Multiple  Injuries  and  Trauma.  University  of 
California,  San  Francisco 

Thirty-first  Annual  Alumni  Postgraduate  Con- 
vention of  Loma  Linda  University  School  of 
Medicine.  White  Memorial  Medical  Center, 
Los  Angeles 

Twenty-sixth  Annual  Meeting  of  the  New 
Orleans  Graduate  Medical  Assembly.  Roose- 
velt Hotel,  New  Orleans 


Mar.  4-8  Physical  Methodology  in  Medical  Research 

(American  College  of  Physicians).  Massachu- 
setts Institute  of  Technology,  Cambridge 
Mar.  4-8  Surgery  of  Colon  and  Rectum.  Cook  County 

Graduate  School  of  Medicine,  Chicago 
Mar.  4-15  Basic  Internal  Medicine.  Cook  County  Gradu- 

ate School  of  Medicine,  Chicago 


Mar.  4-15 
Mar.  7-8 


Mar.  8-9 
Mar.  9 


Board  of  Surgery  Review,  Part  II.  Cook 
County  Graduate  School  of  Medicine,  Chicago 
Trauma  From  Birth  to  Death  (UCLA  School 
of  Medicine).  California  Medical  Association’s 
West  Coast  Counties  Institute.  Del  Monte 
Lodge,  Pebble  Beach,  California 
National  Medicolegal  Symposium  (AMA). 
Americana  Hotel,  Miami  Beach,  Florida 
Office  Diagnosis.  Presbyterian  Medical  Center, 
San  Francisco 


Mar.  11-13  Gallbladder  Surgery.  Cook  County  Graduate 
School  of  Medicine,  Chicago 

Mar.  11-13  Pediatrics  (University  of  Kansas  Medical  Cen- 
ter). Battenfeld  Auditorium,  Kansas  City, 
Kansas 


Mar.  11-13  Clinical  Reviews  (Mayo  Clinic  and  the  Mayo 
Foundation  for  Medical  Education  and  Re- 
search). Theater,  Mayo  Civic  Auditorium, 
Rochester 


Mar.  11-14 

Mar.  11-22 
Mar.  12-14 
Mar.  12-14 
Mar.  13-17 
Mar.  14-15 
Mar.  14-16 
Mar.  16-17 
Mar.  16-21 

Mar.  17-22 
Mar.  18 

Mar.  18-19 
Mar.  18-20 

Mar.  18-21 
Mar.  18-22 
Mar.  18-22 

Mar.  18-29 


Sectional  Meeting  for  Doctors  and  Nurses 
(American  College  of  Surgeons).  Penn-Shera- 
ton  and  Pittsburgh  Hilton  Hotels,  Pittsburgh 
Obstetrics,  General  and  Surgical.  Cook  County 
Graduate  School  of  Medicine,  Chicago 
Gynecologic  Problems  in  Private  Practice. 
Medical  College  of  Georgia,  Augusta 
American  Academy  of  Allergy.  The  Queen 
Elizabeth  Hotel,  Montreal,  Canada 
Diagnostic  Radiology.  University  of  Cali- 
fornia, San  Francisco 

Gastroenterology.  University  of  Nebraska  Col- 
lege of  Medicine,  Omaha 

Surgery  of  Hernia.  Cook  County  Graduate 
School  of  Medicine,  Chicago 
Cancer.  Presbyterian  Medical  Center,  San 
Francisco 

Fifteenth  Annual  Teaching  Seminar  of  the 
International  Academy  of  Proctology.  Las 

Vegas,  Nevada 

American  College  of  Allergists.  New  York 
Spring  Hospital  Workshops  (Kansas  City 
Southwest  Clinical  Society  in  cooperation 
with  the  hospitals  of  Greater  Kansas  City 
and  the  Kansas  City  Chapter  of  the  AAGP). 
Cardiac  Auscultation.  University  of  Kansas 
School  of  Medicine,  Kansas  City,  Kansas 
Clinical  Reviews  (Mayo  Clinic  and  Mayo 
Foundation  for  Medical  Education  and  Re- 
search). Theater,  Mayo  Civic  Auditorium, 
Rochester 

American  Industrial  Health  Conference.  Shera- 
ton Park  Hotel,  Washington,  D.C. 
Electrocardiography.  Cook  County  Graduate 
School  of  Medicine,  Chicago 
Recent  Advances  in  Cardiovascular  Disease 
(American  College  of  Physicians).  Mount 
Sinai  Hospital,  New  York  City 
Basic  Principles  in  General  Surgery.  Cook 
County  Graduate  School  of  Medicine,  Chicago 


Mar.  19 

Mar.  21-22 

Mar.  22-23 
Mar.  23 
Mar.  24-27 
Mar.  24-27 
Mar.  24-28 
Mar.  24-29 

Mar.  25-29 
Mar.  25-29 
Mar.  27-28 

Mar.  28 
Mar.  28-29 

Mar.  28-30 


Mar.  29-31 
Mar.  29-Apr.  5 
Mar.  30-31 


Venous  Disorders  of  the  Extremities  (Neosho 
County  Medical  Society  and  the  University  of 
Kansas  School  of  Medicine).  The  Southeast 
Kansas  Tuberculosis  Hospital,  Chanute 
Third  Annual  Convention  of  the  International 
College  of  Applied  Nutrition.  Huntington- 
Sheraton  Hotel,  Pasadena,  California 
The  Broadening  Scope  of  Psychosomatic  Med- 
icine. UCLA,  Los  Angeles 

Fractures.  Presbyterian  Medical  Center,  San 
Francisco 

Annual  Session  of  the  California  Medical 
Association.  Ambassador  Hotel,  Los  Angeles 
Missouri  State  Medical  Association’s  Annual 
Meeting.  Kansas  City 

International  Anesthesia  Research  Society. 
Americana  Hotel,  Bal  Harbour,  Florida 
American  College  of  Allergists  Graduate  In- 
structional Course  and  19th  Annual  Congress. 
Americana  of  New  York,  New  York  City 
Vaginal  Approach  to  Pelvic  Surgery.  Cook 
County  Graduate  School  of  Medicine,  Chicago 
Lower  Extremities  Prosthetics.  UCLA,  Los 
Angeles 

Practical  Aspects  of  Difficult  Endocrine  Prob- 
lems (University  of  Southern  California).  Los 
Angeles  County  Hospital,  Los  Angeles 
Obstetrics  and  Gynecology.  University  of 
Nebraska  College  of  Medicine,  Omaha 
International  Symposium  on  the  Evolution  of 
the  Atherosclerotic  Plaque.  Palmer  House, 
Chicago 

Fourth  Oklahoma  Colloquy  on  Advances  in 
Medicine:  Pulmonary  Insufficiency  (Oklahoma 
Tuberculosis  Association).  University  of  Okla- 
homa Medical  Center  Auditorium,  Oklahoma 
City 

American  Society  of  Internal  Medicine.  Den- 
ver 

American  Academy  of  General  Practice.  Chi- 
cago 

Pediatrics,  Obstetrics,  Gynecology,  Surgery 
(UCLA).  Cedars  of  Lebanon  Hospital,  Los 
Angeles 


ABROAD 


Feb.  20-24 


Feb.  20-24 


Feb.  23-27 


Feb.  20-Mar.  2 


International  Congress  on  Diseases  of  the 
Chest  (Council  on  International  Affairs, 
American  College  of  Chest  Physicians).  New 
Delhi,  India.  Write:  Mr.  Murray  Kornfeld, 
Executive  Director,  112  E.  Chestnut  Street, 
Chicago  11 

Seventh  International  Congress  on  Diseases  of 
the  Chest  (American  College  of  Chest  Phy- 
sicians). New  Delhi,  India 

Pan  American  Doctors’  Club.  Hacienda  San 
Miguel  Regia,  Huasca,  Hidalgo,  Mexico. 
Write:  Dr.  Robert  E.  Reagen,  Secretary,  232 
Windsor  Rd.,  Benton  Harbor,  Michigan 
Clinical  Postgraduate  Program  (UCLA  Uni- 
versity Extension  and  the  School  of  Medicine, 
in  cooperation  with  the  National  Autonomous 
University  of  Mexico  School  of  Medicine). 
Mexico  City.  Write:  Continuing  Education  in 
Medicine  and  Health  Sciences,  UCLA  Medical 
Center,  Los  Angeles  24 


Mar.  16-Apr.  7 Clinical  Postgraduate  Program  in  Israel  and 
Greece  (UCLA  in  cooperation  with  Hebrew 
University  Hadassah  Medical  School,  Tel- 
Hasliomer  Hospital  and  Beilinson  Hospital). 
Jerusalem  and  Tel  Aviv,  Israel;  Athens  and 
Epidaurus,  Greece.  Write:  Continuing  Educa- 
tion in  Medicine  and  Health  Sciences,  UCLA 
Medical  Center,  Los  Angeles  24 

Apr.  12-May  4 Clinical  Postgraduate  Program  in  Japan  and 
Hong  Kong  (UCLA  in  cooperation  with  Tokyo 
University  School  of  Medicine,  the  Atomic 
Bomb  Casualty  Commission  at  Hiroshima, 
Hong  Kong  University  School  of  Medicine 
and  the  Hong  Kong  Department  of  Health). 
Write:  Continuing  Education  in  Medicine  and 
Health  Sciences,  UCLA  Medical  Center,  Los 
Angeles  24 

Apr.  16-24  International  Meeting  on  Foreign  Immunology, 
Medicine  and  Pathology  (3rd),  and  Inter- 
national Meeting  on  Forensic  Immunology  and 
Toxicology  (1st).  London.  Write:  Joseph  W. 
Spelman,  M.D.,  Philadelphia  Dept,  of  Public 
Health,  13th  and  Wood  Streets,  Philadelphia  7 

Apr.  18-20  European  Congress  of  Neurosurgery.  Rome. 

Write:  Beniamino  Guidetti,  M.D.,  viale  Uni- 
versita,  30,  Rome 


(Continued  on  page  xxxi) 


"Auto-Immune  Diseases" 

In  the  1950’s  it  was  the  style  to  label  diseases  of 
mysterious  origin  as  “collagen  diseases.”  This 
euphonious  term  was  used  frequently  by  medical 
practitioners  to  cover  up  vast  areas  of  ignorance. 
The  concept  behind  the  term  was  that  collagen 
diseases  were  diseases  of  the  interstitial  or  col- 
lagen-containing tissues,  but  although  the  term 
sounded  beautiful,  proof  of  the  essential  hypothesis 
was  difficult,  so  that  today  it  is  felt  that  the  col- 
lagenous tissues  are  not  primarily  involved  in 
these  diseases.  The  participation  of  the  collagenous 
tissues  may  be  secondary  to  some  other  etiologic 
agent.  We  are  left  then,  with  the  necessity  of  sup- 
planting one  euphonious  term  with  another. 

Luckily  the  term  auto-immune  disease  has  been 
revived  just  in  time,  and  now  many  conditions, 
from  ulcerative  colitis  to  chronic  hepatic  and.  renal 
disease,  rheumatoid  arthritis,  periarteritis  nodo- 
sum, and  idiopathic  thrombocytopenia,  have  been 
ascribed  to  an  “auto-immune”  mechanism.  Again, 
this  term  is  esoteric  in  connotation,  and  again, 
the  proof  of  etiologic  relationship  is  difficult  of 
proof. 

Kraft,  Bregman  and  Kirsner  in  a recent  essay1 
have  attempted  to  wrestle  with  this  problem  in 
ulcerative  colitis.  They  quote  Witebsky  et  al.  in 
suggesting  a series  of  “Koch’s  postulates,”  if  you 
will,  for  criteria  applicable  to  the  auto-immune 
diseases.  (1)  It  is  necessary  to  demonstrate  free 
circulating  antibodies  that  are  active  at  body  tem- 
perature, or  cell-bound  antibodies  by  indirect 
means.  (2)  One  must  recognize  the  specific  anti- 
gen against  which  this  antibody  is  directed.  (3) 
One  must  produce  an  antibody  against  the  same 
antigen  in  experimental  animals.  Finally,  (4)  in 
the  corresponding  tissues  of  an  actively  sensitized 
animal,  one  must  note  the  appearance  of  pathologic 
changes  that  are  basically  similar  to  those  in  the 
human  disease. 

The  gist  of  the  article  by  the  above  mentioned 
authors  is  that  such  proof  is  difficult  to  obtain  in 
ulcerative  colitis  (and  by  inference,  in  other  dis- 
eases). Such  investigative  tools  as  “tanned  eryth- 


1  Kraft,  S.  C.,  Bregman,  E.,  and  Kirsner,  J.  B.:  Criteria  for 
evaluating  autoimmune  phenomena  in  ulcerative  colitis. 
Gastroenterol.,  43:330-336,  (Sept.)  1962. 


rocyte  hemagglutination,”  “phenol-water”  ex- 
tracts of  tissue,  “agar  gel  diffusion,”  “microsomal 
extractions  of  mucosa,”  “Freund’s  adjuvant”  and 
“immunofluorescent  staining”  are  only  a few  of 
the  methods  which  have  been  used  to  delve  into 
this  problem.  The  mere  mention  of  the  above 
terms  should  make  us  realize  that  the  problem  is 
extremely  complex,  and  that  the  new  technics  are 
likewise. 

We  may  conclude  from  their  article  that  al- 
though the  term  auto-immune  sounds  nice,  we 
should  be  a little  reticent  to  ascribe  the  etiology 
of  all  our  mysterious  diseases  to  this  “new”  mech- 
anism. For  the  present,  we  can  only  doff  our  hats 
to  those  with  ideas — those  investigators  who  are 
working  on  the  problem — and  hope  that  they  will 
come  up  with  some  answers  to  these  weighty  prob- 
lems. 

—Daniel  A.  Glomset,  M.D. 


The  Ileum 

The  ileum  is  an  interesting  segment  of  bowel. 
It  is  subject  to  all  kinds  of  afflictions,  beginning 
with  tuberculosis  and  typhoid  fever,  and  ending 
with  the  mysterious  Crohn’s  disease.  It  is  the  home 
of  a Meckel’s  diverticulum,  and  the  area  of  ob- 
struction in  meconium  ileus.  It  is  the  “water 
wringer”  of  the  intestine,  and  the  site  of  origin 
— the  intussusceptum — in  most  cases  of  intussus- 
ception. It  can  be  studied,  scrutinized,  and  criti- 
cized at  will,  but  it  cannot  be  regarded  lightly  or 
excised  without  peril. 

This  latter  consideration  is  of  more  than  aca- 
demic interest  to  the  unsuspecting  surgeon  who, 
operating  with  dash  and  confidence  for  appendi- 
citis, comes  upon  regional  ileitis.  His  dilemma — - 
for  he  suddenly  has  one — results  from  two  estab- 
lished facts:  regional  ileitis  often  involves  the 
terminal  25-30  cm.  of  the  ileum,  and  resection  of 
30  cm.  or  more  of  terminal  ileum  frequently  or 
usually  results  in  sustained  diarrhea.  What  should 
this  surgeon  do?  Or  better  yet,  what  should  he  not 
do? 

There  are  no  exact  or  generally  accepted  an- 
swers to  these  questions.  Some  say  take  it  out; 
others  say  leave  it  in.  Some  say  sidetrack;  others, 
exclude.  Our  surgeon  wishes  that  he  were  some- 
where else  at  the  time,  but  obviously  he  can’t  be. 
He  will  end  up,  of  course,  following  his  own  judg- 
ment in  the  matter,  as  those  who  practice  medi- 
cine must  frequently  do.  But  whatever  he  does 
or  does  not  do,  he  will  be  wise  to  reserve  com- 
ment on  his  result.  He  will  hear  again  from  this 
patient,  for,  as  stated  above,  the  ileum  is  an  in- 
teresting segment  of  bowel  that  cannot  be  re- 
garded lightly  or  excised  without  peril. 

—Daniel  F.  Crowley,  Jr.,  M.D. 
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A Change  in  Name 

A recent  letter  on  the  family  doctor’s  function 
by  Dr.  H.  Price,  in  the  British  medical  journal,* 
contains  a recommendation  of  considerable  merit. 
The  London  physician  says,  “Let  us  begin  by  dis- 
carding at  once  the  term  general  practitioner  and 
to  use  at  every  opportunity  the  term  family  doctor; 
let  the  family  doctor  himself  erase  the  words  ‘phy- 
sician and  surgeon’  from  his  name-plate  and  merely 
say  ‘family  doctor.’  By  the  general  use  of  this 
phrase  a proper  picture  of  this  kind  of  doctor 
presents  itself;  here  is  an  individual  who  should 
be  earning  his  living  by  the  study  of  the  healthy 
and  the  ill  individual  in  society;  let  us  accept  at 
once  that  this  is  a lifelong  study,  no  less  and  no 
more  important,  say,  than  the  lifelong  study  of 
congenital  morbus  cordis  by  a paediatrician  with 
special  interest  in  cardiology. 

“The  word  family  conveys  the  crux  of  the  mat- 
ter, for  it  is  this  basic  sociological  unit  which  is 
the  province  of  this  kind  of  doctor.  He  studies  the 
family  as  a dynamic  thing:  its  illnesses,  its  health, 
tribulations,  and  joys.” 

The  term  general  practitioner  is  an  ambiguous 
one  with  no  specific  connotation,  in  contrast  to 
family  doctor,  which  conveys  accurately  the  role 
of  the  physician  who  does  not  restrict  his  practice 
to  a limited  field  of  medicine. 

The  British  physician  concludes  his  letter,  “He 
should  attach  profound  importance  to  the  family 
unit,  and  by  publicizing  this  fact  he  will  without 
doubt  convey  to  society  his  message,  that  he  con- 
siders the  well-being  of  the  nation  is  centered  in 
the  family  unit,  that  his  function  is  to  endeavor  to 
maintain  that  well-being,  with  the  help  of  social 
services,  the  hospitals,  the  public  health  services, 
and  his  medical  specialist  colleagues.  The  time  has 
come  to  end  once  and  for  all  the  cold  war  between 
the  three  branches  of  the  health  service  and  for  all 
to  work  towards  the  welfare  of  the  patient,  and  the 
sooner  we  all  realize  this,  the  happier  will  we  and 
our  patients  be.” 

Fortunately  there  is  no  cold  war  in  this  country 
among  the  various  branches  of  the  health  services. 
There  is  a place  for  the  public  health  services,  for 
the  academicians,  for  the  family  physicians  and 
for  the  specialists.  They  complement  one  another 
in  their  services  to  the  public.  Unfortunately,  there 
are  a few  physicians  who  entertain  a special  ani- 
mus for  the  specialist,  regardless  of  his  field  of 
endeavor,  an  animus  seemingly  prompted  by  bias 
rather  than  by  reason.  It  is  even  within  the  realm 
of  possibility  that  certain  academicians  and  spe- 
cialists show  a certain  disdain  for  the  “bread  and 
butter”  physician.  Specialization  casts  no  mantle 
of  superiority  on  anyone.  Within  the  profession, 
recognition  must  be  earned.  There  are  no  more 
respected  or  admired  men  than  the  family  phy- 


* Price,  H.:  Family  doctor’s  function.  British  m.  j.,  2:1359, 
(Nov.  24)  1962. 


sicians  who  have  dedicated  their  lives  to  the  wel- 
fare of  their  patients.  Whether  generalist  or  spe- 
cialist, a doctor  commands  respect  and  confidence 
and  engenders  admiration  and  affection  if  he  pos- 
sesses character,  integrity,  skill,  compassion  and 
conscientiousness. 


The  Virtues  of  Procrastination 

Lawson  Wilkins*  has  pointed  out  that  about 
400  new  drugs  are  introduced  each  year,  but  that 
usually  no  more  than  40  are  new  chemical  entities, 
and  that  of  those  only  three  to  six  constitute  real 
therapeutic  advances.  He  emphasizes  that  many 
of  the  new  remedies  have  subtle  and  obscure  side 
effects  which  can  produce  bizarre  iatrogenic  dis- 
turbances which  may  be  overlooked  or  misdiag- 
nosed, and  may  lead  to  dangerous  mistreatment  of 
the  patient.  A drug  may  be  on  the  market  for  a 
considerable  time  before  the  side  effects  are  recog- 
nized and  publicized  to  the  practicing  physician. 

Wilkins  is  of  the  opinion  that  the  medical  pro- 
fession itself  is  to  blame  for  many  therapeutic 
abuses,  and  could  correct  the  situation  by  various 
means.  The  Johns  Hopkins  physician  urges  more 
rigid  censorship  of  drug  advertisements,  improved 
facilities  for  the  testing  of  drugs,  better  means  of 
disseminating  information  concerning  new  drugs, 
with  complete  information  on  toxic  effects,  and 
closer  scrutiny  by  medical  journal  editors  of 
clinical  reports  submitted  for  publication. 

In  concluding  his  presidential  address  to  the 
American  Pediatric  Society,  Wilkins  enumerated 
the  following  guide  lines  for  the  young  doctor,  and 
indeed  these  admonitions  should  be  heeded  by  all 
physicians  when  they  undertake  the  use  of  new 
drugs: 

1.  Remember  the  Oath  of  Hippocrates,  which 
says,  “I  will  use  my  power  to  help  the  sick  to  the 
best  of  my  ability  and  judgment;  I will  abstain 
from  harming  or  wronging  any  man  by  it.  I will  not 
give  a fatal  draught  to  anyone.” 

2.  Give  no  drug  if  it  is  not  needed.  Placebos 
rarely  have  a place  in  pediatrics. 

3.  Remember  that  practically  every  effective 
and  worthwhile  drug  has  potentials  for  toxic  or  un- 
desirable side-effects.  Weigh  carefully  the  advan- 
tages against  the  possible  risks.  In  a potentially  fatal 
infection,  the  risk  of  an  antibiotic  may  be  negligi- 
ble; in  a mild  coryza,  it  is  not.  The  pros  and  cons 
of  cortisone  and  other  hormones  need  careful, 
balanced  judgment  in  each  case. 

4.  Neither  discuss  nor  prescribe  drugs  by  brand 
name,  and  never  use  a drug  or  mixture  without 
full  knowledge  of  its  chemical  nature  and  pharma- 
cologic action. 

5.  Do  not  attempt  to  learn  your  new  therapeutics 

* Wilkins,  L.:  Modern  materia  medica;  presidential  address, 
American  Pediatric  Society,  May  10,  1962.  am.  j.  dis.  child., 
104:449-456,  (Nov.)  1962. 
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from  trade  brochures.  Keep  useful  drugs  and  new 
and  nonofficial  drugs  on  your  desk. 

6.  Do  not  hasten  to  use  the  400  new  drugs  com- 
ing on  the  market  each  year — particularly  if  they 
are  valiants  of  standard  drugs  with  which  you 
have  already  had  experience.  Wait,  wait,  wait — - 
and  then  wait!  Let  the  other  fellow  poison  his 
patient — or  learn  that  the  drug  is  worthless. 

7.  Finally,  to  paraphrase  the  advice  that  Polonius 
gave  to  his  son,  Laertes: 

Those  drugs  thou  hast,  and  their  adoption  tried 

Grapple  them  to  thy  soul  with  hoops  of  steel; 

But  do  not  dull  thy  palm  with  entertainment 

Of  each  new-hatch’d,  unfledged  remedy. 


Caudal  Anesthesia  in  Obstetrics 

An  extensive  experience  with  caudal  anesthesia 
in  obstetrics  in  the  Department  of  Obstetrics  and 
Gynecology  at  the  University  of  Michigan  has  led 
to  the  conclusion  that  the  caudal  method  is  safe, 
simple  and  superior  to  other  technics  used  in  child- 
birth. The  difficulties  and  hazards,  in  the  opinion  of 
staff  members  there,  have  been  overemphasized. 

Evans  and  colleagues*  have  reported  in  detail 
on  the  use  of  caudal  anesthesia  in  obstetrical  pa- 
tients during  the  years  1943  to  1957.  During  that 
period,  its  use  increased  from  2.55  per  cent  of  de- 
liveries in  1943  to  70.5  per  cent  in  1955,  and  over 
the  length  of  time  covered  by  the  study,  9,822  or 
59.85  per  cent  of  16,471  deliveries  were  accom- 
plished under  caudal  anesthesia.  An  additional 
793  patients,  or  4.83  per  cent,  were  delivered  un- 
der various  combinations  including  caudal  anes- 
thesia. Thus,  a total  of  10,615  parturients  were  de- 
livered of  a total  of  10,729  infants.  During  the  four 
years  following  the  study  period,  there  were  6,019 
deliveries,  and  the  frequency  of  caudal  anesthesia 
continued  high,  varying  from  67.5  to  79.2  per  cent 
of  cases.  These  figures  attest  to  the  adaptability 
and  popularity  of  this  form  of  anesthesia  at  the 
University  of  Michigan’s  Department  of  Obstetrics. 

The  technic  described  by  Lull  and  Hingson,  and 
by  Hingson  and  Edwards  was  employed.  In  a few 
instances,  the  single  injection  method  was  used  or 
the  catheter  technic  was  employed.  Induction  of 
anesthesia  was  usually  delayed  until  progressive 
labor  had  been  established,  and  until  the  cervix 
was  dilated  at  least  4 cm.  in  primiparas,  and  3 cm. 
in  multiparas,  until  the  fetal  head  was  engaged, 
and  until  the  uterine  contractions  were  increasing 
in  duration  and  intensity,  with  intervals  less  than 
five  minutes. 

As  experience  with  caudal  anesthesia  increased, 
the  contraindications  to  the  use  of  the  method 
diminished.  The  cooperation  of  the  patient  was 
essential.  Prenatal  counseling  was  found  to  dispell 

* Evans,  T.  N.,  Mosley,  G.  W.,  and  Holder,  L.:  Caudal  an- 
esthesia in  obstetrics,  obst.  & gynecol.,  20:726-733,  (Decem- 
ber) 1962. 


the  fear  of  labor  and  of  being  conscious  during  de- 
livery. It  was  not  used  in  neurologic  disorders  such 
as  poliomyelitis  and  multiple  sclerosis,  or  in  pa- 
tients with  a phobia  of  postanesthetic  paralysis. 
Pilonidal  or  adjacent  skin  infections  were  an  ab- 
solute contraindication. 

The  duration  of  effective  anesthesia  varied. 
Larger  doses  of  Metycaine  were  required  for  tall 
patients.  The  initial  dosage  usually  provided  anes- 
thesia for  one  hour.  Thereafter,  doses  as  often  as 
every  30  minutes  were  sometimes  required.  No 
supplemental  analgesia  was  required  in  5,942  pa- 
tients. Of  3,264  patients  receiving  meperidine, 
1,829  required  75  mg.  or  less,  and  1 435  were  given 
75  to  100  mg.  Morphine  sulphate  was  given  to  only 
106  patients.  During  the  prodromal  stage  of  labor, 
or  before  induction  of  anesthesia,  1,107  received 
a barbiturate.  Morphine  sulphate  and  a barbiturate 
were  given  to  106  patients  for  rest  after  the  induc- 
tion of  caudal  anesthesia.  Scopalamine  was  not 
given  with  continuous  caudal  anesthesia,  since  pa- 
tient cooperation  is  essential. 

According  to  the  authors’  experience,  there  was 
a decline  in  the  incidence  of  long  labor  with  the 
increased  use  of  conduction  anesthesia.  However 
a definite  causal  relationship  could  not  be  estab- 
lished. The  relaxation  of  the  pelvic  musculature 
with  the  maintenance  of  uterine  contractions  may 
augment  the  progress  of  labor,  but  it  may  have  a 
delaying  action  in  some  cases.  Delivery  occurred 
within  two  hours  after  induction  in  5,530  patients, 
or  52.1  per  cent,  and  8,600  patients,  or  81.2  per 
cent,  were  delivered  within  four  hours.  In  only 
429  patients  (4.05  per  cent)  did  delivery  occur 
more  than  eight  hours  after  the  first  dose  of  anes- 
thetic. 

At  the  time  anesthesia  was  induced,  8,031  pa- 
tients, or  75.66  per  cent,  had  occipital  presentations. 
Occipitoposterior  positions  were  present  in  1,170 
patients,  or  11.02  per  cent.  Of  these,  646  rotated 
spontaneously,  and  524  were  rotated  by  the  phy- 
sicians. It  was  thought  that  anesthetic  elimination 
of  the  reflexive  expulsive  powers  contributed  to 
the  number  of  persistent  occipitoposterior  posi- 
tions. However,  the  relaxation  of  the  pelvic  mus- 
culature produced  by  caudal  anesthesia  resulted 
in  ideal  conditions  for  manual  or  forceps  rotation. 
Breech  presentation  occurred  in  358  cases  (3.37 
per  cent),  and  from  their  experience  the  staff  at 
the  University  of  Michigan  prefer  a general  anes- 
thetic when  breech  extraction  is  necessary. 

Among  the  patients  with  cephalic  presentations, 
delivery  was  spontaneous  in  2,815  patients  (26.52 
per  cent).  Delivery  by  outlet  or  low  forceps  was 
accomplished  in  7,120  patients  (67.08  per  cent). 
Mid-forceps  were  used  in  115  deliveries  (1.08  per 
cent).  There  were  no  high-forceps  deliveries. 
Breech  presentations  occurred  in  402  patients. 
Fifty-six  patients  delivered  spontaneously,  266 
were  assisted,  and  80  breech  extractions  were  per- 
formed. There  were  112  twin  pregnancies,  and 
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seven  patients  were  delivered  of  twins  by  version 
and  extraction.  One  classical  cesarean  section  and 
14  low-segment  cesarean  sections  were  done  under 
caudal  anesthesia,  but  spinal  anesthesia  was  con- 
sidered preferable  for  this  operation. 

The  incidence  of  anesthetic  failure  proved  to  be 
very  difficult  to  assess.  As  experience  with  the 
method  increased,  there  was  increased  success 
with  anesthesia.  It  was  found  that  even  physicians 
who  are  experienced  in  the  use  of  this  technic 
must  avoid  taking  short  cuts.  A test  dose  must 
always  be  given,  and  strict  adherence  to  technic  is 
essential.  There  were  toxic  manifestations  in  23 
patients  (0.21  per  cent). 

Close  observation  of  the  blood  pressure  in  con- 
duction anesthesia  given  during  pregnancy  is  of 
paramount  importance.  Because  of  the  increased 
splanchnic  and  pelvic  visceral  circulation  dui  ing 
pregnancy,  sympathetic  block  may  result  in  vas- 
odilatation and  hypotension.  Among  the  patients 
given  caudal  anesthesia,  the  incidence  of  a sig- 
nificant drop  in  blood  pressure  was  high.  In  1,238 
patients,  or  11.66  per  cent,  there  was  a drop  in 
systolic  blood  pressure  of  35  mm.  Hg  oi  moie.  In 
five  patients  in  whom  the  blood  pressure  became 
imperceptible,  there  were  no  apparent  deleterious 
effects  on  either  fetus  or  mother.  In  patients  al- 
ready hypotensive,  caudal  anesthesia  was  regarded 
as  contraindicated.  Vasopressor  agents  were  not 
administered  until  the  systolic  pressure  approached 
or  fell  below  90  mm.  Hg.  Putting  the  patient  in 
the  Trendelenburg  position,  elevating  her  legs  or 
turning  her  onto  her  side  were  helpful  in  the  cor- 
rection of  hypotension. 

In  the  group  of  over  10,000  women  given  caudal 
anesthesia  for  delivery,  there  was  but  one  maternal 
death,  and  it  occurred  13  days  after  delivery. 
Death  resulted  from  the  complications  of  diabetes, 
and  was  in  no  way  related  to  the  anesthetic.  Ma- 
ternal morbidity  (i.e.,  a temperature  of  100.4°F 
or  more  on  two  or  more  successive  days  postpar- 
tum) occurred  in  135  patients,  or  1.27  per  cent.  In 
none  of  these  cases  could  the  fever  be  attributed 
to  caudal  anesthesia.  In  contrast,  the  incidence  of 
morbidity  in  patients  given  a general  anesthetic 
was  4.52  per  cent.  A blood  loss  of  500  cc.  or  more 
occurred  in  202  patients  (1.9  per  cent),  and  epi- 
siotomy  was  the  chief  site  of  blood  loss.  In  pa- 
tients given  a general  anesthetic,  4.6  per  cent  lost  a 
pint  or  more  of  blood. 

There  were  131  intrapartum  fetal  deaths  (0.79 
per  cent)  during  the  15-year  study,  in  contrast  to 
71  (1.22  per  cent)  in  patients  not  delivered  under 
caudal  anesthesia.  After  the  induction  of  caudal 
anesthesia,  there  were  only  53  intrapartum  deaths 
(0.49  per  cent).  The  total  number  of  neonatal 
deaths  was  413  (2.51  per  cent),  with  112  (1.04  per 
cent)  in  the  caudal  group.  The  majority  of  neonatal 
deaths  were  due  to  prematurity  and  congenital 
abnormalities.  Resuscitation  of  the  infant  was  re- 
quired in  300  cases  (2.82  per  cent)  after  caudal 


anesthesia;  172  (12.97  per  cent)  required  resusci- 
tation after  general  anesthesia. 

The  Michigan  group  are  of  the  opinion  that 
caudal  anesthesia  has  many  of  the  characteristics 
of  an  ideal  obstetric  anesthetic.  In  their  hands,  it 
is  adaptable  to  the  majority  of  patients;  optimal 
levels  of  anesthesia  are  easily  obtainable;  the  pa- 
tient remains  conscious  and  may  cooperate  during 
labor;  and  by  strict  adherence  to  precautions,  ma- 
ternal and  fetal  morbidity  and  mortality  are  not 
increased.  They  feel  that  the  method  has  distinct 
advantages  over  other  regional  methods.  The  level 
and  duration  of  anesthesia  are  more  easily  con- 
trolled; less  preanesthetic  analgesia  is  required; 
post-anesthetic  headaches  are  less  common;  and 
haste  in  the  administration  of  terminal  anesthesia 
is  avoided. 

Certain  deficiencies  also  have  become  apparent 
to  the  Michigan  physicians,  as  their  experience 
with  the  method  has  increased.  The  method  is  not 
applicable  to  all  patients;  the  level  and  efficacy  of 
anesthesia  are  not  completely  predictable;  it  may 
be  less  effective  in  subsequent  labors;  in  rapidly 
progressing  labor,  the  onset  of  anesthesia  may  be 
too  slow;  significant  levels  of  hypotension  may 
occur;  and  the  patient  under  caudal  anesthetic  may 
require  more  attention  than  do  other  obstetrical 
patients. 

The  authors  conclude  that  by  observing  proper 
precautions,  other  physicians  will  find  continuous 
caudal  anesthesia  among  the  safest  forms  for  ob- 
stetrical patients,  with  many  advantages  for 
mother  and  fetus  over  more  commonly  used 
methods. 
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The  1963  General  Assembly  of  Iowa  is  now  in  ses- 
sion, and  each  physician  in  the  state  should  take  every 
opportunity  to  present  his  views  on  important  issues 
to  the  legislators  from  his  area  and  to  any  of  the  others 
whom  he  happens  to  know.  For  those  who  are  in  need 
of  such  information,  this  issue  of  the  journal  contains 
a list  of  counties  and  of  the  legislators  who  represent 
them.  In  addition,  there  is  a map  showing  the  new  con- 
gressional districts,  and  an  accompanying  tabulation 
contains  the  names  of  our  representatives  and  sen- 
ators in  Congress. 

The  “green  sheet”  in  this  month’s  journal  presents 
the  IMS  recommendations  to  Iowa  legislators  regard- 
ing the  implementation  of  Kerr-Mills  (Medical  Aid 
for  the  Aging)  . I hope  that  every  member  will  read  it 
and  will  call  the  attention  of  his  legislators  to  it. 


President 


BOOK  REVIEWS 

Research  Approaches  to  Psychiatric  Problems:  A 
Symposium,  ed  by  Thomas  T.  Tourlentes,  M.D.,  Sey- 
mour L.  Pollack,  M.D.,  and  Harold  E.  Himivich,  M.D. 
(New  York,  Grune  & Stratton,  Inc.,  1962.  $5.50). 

This  volume  is  a record  of  the  symposium  held  at 
the  Galesburg  State  Research  Hospital,  October  21  and 
22,  1960,  in  celebration  of  the  tenth  anniversary  of 
the  establishment  of  that  institution.  It  is  an  attempt 
to  summarize  some  of  the  principal  ideas  and  promis- 
ing trends  that  appeared  during  that  decade.  The 
material  includes  12  articles  on  a wide  variety  of 
aspects  of  mental  illness,  and  as  a result  there  is  no 
consistent  theme.  Such  a volume  is  particularly  valu- 
able to  those  who  attended  the  meetings,  but  for  others 
it  resembles  a scientific  periodical,  rather  than  serves 
as  a ready  reference. 

In  “Development  of  Concepts  of  Organization  and 
Function  of  the  Brain,”  H.  W.  Morgan  describes  a 
variety  of  theories  regarding  brain  function,  starting 
with  the  Platonic  soul,  touching  upon  the  phrenologic 
and  various  other  notions  and  concluding  with  the 
cybernetic  model  employing  the  servomechanism  of 
N.  Wiener  et  al.  The  author  reviews  Renshaw’s  studies 
of  the  Golgi  type  II  interneuron  as  a mechanism  for 
converting  positive  to  negative  feedback,  and  refers  to 
the  discovery  of  a gamma-efferent  innervation  of  the 
intrafusal  fibers  within  the  muscle  spindle  as  modal- 
ities of  feedback.  However,  in  spite  of  this  supporting 
factual  evidence,  the  import  is  that  we  are  far  from  a 
consensus  as  to  how  the  nervous  system  actually 
functions. 

The  other  articles  cover  the  usual  subjects  in  such 
a synopsis:  sympathomimetic  amines,  genetics,  bio- 
chemical identification  of  schizophrenia,  sensory  dep- 
rivation, somatic  reactions  and  Harlow’s  studies  of 
monkeys.  The  reviewer  was  irritated,  as  usual,  by  the 
use  of  such  words  as  prolegomena  by  people  who  have 
nothing  new  to  say,  and  was  slightly  amused  at  the 
suggestion  that  since  animals  react  to  dummy  mothers, 
perhaps  a patient  on  an  analyst’s  couch  could  make  a 
transference  to  an  automaton  capable  of  uttering  an 
eloquent  recorded  “Hmmm”  after  every  third  one  of 
the  patient’s  sentences,  or  could  interject  an  occasional 
erudite  “What  do  you  think?” 

If  one  is  in  a quizzical  mood,  however,  and  recalls 
the  love  men  have  for  ships  and  machines,  perhaps 
this  idea  of  transference  to  automata  may  not  seem  so 
preposterous  after  all.  In  the  wide  context  of  Magoun’s 
article  is  the  premise  that  the  mind  is  contiguous  with 
the  mechanical,  despite  the  lofty  ancient  talk  about  its 
involvement  with  the  soul.  In  a more  pervasive  way, 


one  senses  an  extension  of  this  contiguity  with  the 
physical  and  chemical  aspects  of  life  in  the  article  by 
H.  E.  Lehmann  et  al.  “The  Effects  of  Psychotropic 
Drugs  on  Biological  Systems  of  Low  Complexity,” 
which  deals  with  dandelions  and  other  primitive  forms. 

In  general,  the  symposium  supports  the  contention 
that  mental  illness  is  the  result  of  defects  that  were 
antecedent  of  social  and  psychological  influences.  Thus, 
Lauretta  Bender  is  quoted  as  saying  that  it  is  possible 
to  recognize  schizophrenia  even  in  infants  because  of 
the  undue  persistence  of  primitive  reflexes.  This  can 
be  taken  to  indicate  that  the  substrate  of  later  pro- 
prioceptive failure  is  already  present  soon  after  birth. 

Thus,  it  would  seem  that  if  there  is  a theme  of  this 
symposium  it  is  that  mental  illness  is  some  sort  of 
failure  in  the  mind’s  mechanical  relation  to  its  environ- 
ment. In  this,  there  is  no  presumption  that  the  mind 
is  located  in  the  brain,  even  though  the  two  may  be 
intimately  connected. — Edwin  O.  Niver,  M.D.,  Director 
of  Research  and  Education,  Clarinda  Mental  Health 
Institute. 


The  House  Physician’s  Handbook,  by  C.  Allan  Birch, 
M.D.  (Edinburgh  & London,  E.  & S.  Livingstone,  Ltd., 
and  Baltimore,  The  Williams  & Wilkins  Company, 
1962.  $4.50). 

This  is  a manual  for  house  physicians  in  British 
hospitals.  It  deals  with  hospital  organization  in  the 
British  Isles,  and  with  procedures  and  tests  as  they 
are  performed  there,  as  well  as  certain  information  on 
drugs  usually  used  and/or  stocked  in  British  hospitals. 
It  is  clearly  the  product  of  a highly  organized  and 
regimented  hospital  system.  As  such,  it  would  have  no 
usefulness  for  a house  officer  in  an  American  hospital, 
where  individuality  is  the  rule  rather  than  the  excep- 
tion. Thirty  per  cent  of  the  text  deals  with  British 
systems  entirely.  The  remainder  of  the  book  covers  in- 
formation with  international  application,  but  the  cov- 
erage is  remarkably  superficial.  Several  specific  points 
made  in  the  text  can  be  challenged.  For  example,  the 
statement  that  the  bleeding  time  need  not  be  requested 
unless  the  platelet  count  is  low  overlooks  one  group 
of  the  purpuras.  The  method  for  correcting  hypona- 
tremia is  correct  to  a point,  but  again  appears  to  ex- 
clude the  patients  who  may  require  hypertonic  saline 
infusions  for  correction.  More  points  could  be  men- 
tioned, and  these  are  but  examples. 

This  text  would  be  useless  for  American  medical 
graduates,  even  as  a quick  reference  source  on  the 
wards.  Its  price,  $4.50,  could  be  better  spent  on  a good 
monograph  along  the  lines  of  the  medical  interests  of 
the  young  house  officer. — Robert  E.  Carter,  M.D. 
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Synopsis  of  Roentgen  Signs,  by  Isadore  Meschan,  M.D., 

with  the  assistance  of  R.  M.  F.  Farrer Meschan,  M.D. 

(Philadelphia,  W.  B.  Saunders  Company,  1962.  $11.00). 

This  volume  is  a condensation  of  material  from  two 
other  well  known  books,  roentgen  signs  in  clinical 
diagnosis  and  normal  radiographic  anatomy.  Conse- 
quently there  is  nothing  new  in  it  for  physicians  who 
are  familiar  with  those  two  earlier  works.  That  num- 
ber includes  most  radiologists. 

As  its  title  implies,  this  book  is  a synopsis.  It  has  all 
of  the  advantages  and  disadvantages  of  that  type  of 
presentation.  It  is  relatively  short  (417  pages),  and 
for  a book  of  its  size,  it  contains  a large  amount  of 
useful  information,  much  of  it  in  outline  or  “midget 
exhibit”  style.  Thus,  it  is  valuable  for  medical  stu- 
dents, beginning  residents  or  physicians  outside  the 
field  of  radiology  who  desire  more  than  just  a super- 
ficial knowledge  of  roentgenology.  For  the  radiologist 
or  advanced  resident,  however,  the  more  detailed 
works  mentioned  previously  are  of  more  value. 

Any  book  of  this  size  that  attempts  to  cover  such  a 
broad  subject  must  of  necessity  omit  a great  deal,  and 
this  volume  is  no  exception,  although  the  author  has 
done  a fine  job.  Also,  in  attempting  to  cover  the  entire 
field,  he  has  attempted  to  discuss  many  of  the  rarer 
conditions  that  are  not  of  general  interest.  This  com- 
ment is  especially  applicable  to  the  chapters  on  bone 
diseases. 

Each  chapter  is  augmented  by  a list  of  questions 
which  the  student  should  find  helpful,  and  I recom- 
mend the  sections  on  chest  diseases  to  all  physicians. 
— Morris  G.  Sloan,  M.D. 


Congenital  Cardiac  Disease:  A Review  of  357  Cases 
Studied  Pathologically,  by  Robert  S.  Fontana,  M.D., 
and  Jesse  E.  Edwards,  M.D.  (Philadelphia,  W.  B. 
Saunders  Company,  1962.  $10.00). 

This  book  is  a complete  survey  of  the  literature  per- 
taining to  certain  aspects  of  congenital  heart  disease. 
Incidence,  association  with  other  conditions,  sex  and 
age  at  death  are  included.  Clinical  symptoms,  descrip- 
tion of  lesions,  and  physiological  results  of  the  anomaly 
are  not  discussed. 

The  book  is  an  excellent  reference  for  teaching,  re- 
search or  writing,  but  has  rather  little  value  for  the 
physician  in  private  practice. — John  E.  Gustafson,  M.D. 

BOOKS  RECEIVED 

TRANSPLANTATION,  A CIBA  FOUNDATION  SYMPOSIUM, 
ed.  by  G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M B..  M.R.C.P., 
and  Margaret  P.  Cameron,  M.A.  (Boston,  Little,  Brown  and 
Company,  1962.  $12.00). 

RESISTANCE  OF  BACTERIA  TO  THE  PENICILLINS,  CIBA 
FOUNDATION  STUDY  GROUP  NO.  13,  ed.  by  A.  V.  S.  de 
Reuck,  M.Sc.,  and  Margaret  P.  Cameron,  M.A.  (Boston, 
Little,  Brown  and  Company,  1962.  $2.95). 

DRUGS  IN  CURRENT  USE,  1963,  ed.  by  Walter  Modell,  M.D. 
(New  York,  Springer  Publishing  Company,  Inc.,  1962.  $2.50). 


Plan  for  Eliminating  Double 
Health  Insurance  Coverage 

A special  study  group  set  up  jointly  by  the 
American  Life  Convention,  the  Health  Insurance 
Association  of  America  and  the  Life  Insurance 
Association  of  America  is  proposing  a novel 
scheme  for  eliminating  losses  that  have  resulted 
from  duplication  in  health  insurance  coverage.  It 
would  allow  overinsurance  against  one  category 
of  medical  or  hospital  bills  to  be  applied  only  to- 
ward correcting  underinsurance  in  another  cate- 
gory. The  new  provision,  the  group  contends,  is 
a liberal  one  for  the  claimant,  and  it  is  expected 
to  be  acceptable  both  to  employee  groups  and  to 
state  insurance  commissioners. 

Under  the  proposed  arrangement,  the  claimant 
would  be  reimbursed  up  to  100  per  cent  of  his  in- 
sured expenses.  The  commonest  form  of  overin- 
surance in  the  group  field  occurs  when  a working 
wife  is  covered  in  her  own  right  as  an  employee, 
but  also  is  covered  through  her  husband  at  his 
place  of  employment.  In  such  a case,  if  the  woman 
had  hospital  room-and-board  coverage  of  $15  per 
day  under  each  policy,  she  might  enter  a hospital 
charging  $20  per  day  for  a semi-private  room  and 
pocket  $10  per  day  after  paying  her  bill,  as  things 
now  stand.  Under  the  new  scheme,  she  would  col- 
lect only  $20  per  day  for  hospital  room-and-board, 
and  the  extra  $10  would  be  applied  against  any 
other  expense  of  her  illness,  such  as  a surgeon’s 
bill,  to  the  extent  that  the  other  charge  was  in- 
completely covered  by  insurance. 

Under  no  circumstances  would  the  holder  of 
duplicate  coverage  have  an  opportunity  to  profit 
from  an  illness,  and  the  resultant  savings  to  the 
carriers  would  be  passed  on  to  insured  groups 
through  reductions  in  premiums. 

The  report  has  been  sent  to  all  member  com- 
panies of  the  three  associations,  and  to  each  state 
insurance  commissioner. 


W.  B.  SAUNDERS  COMPANY  features  the  fol- 
lowing recent  books  in  their  full  page  adver- 
tisement appearing  elsewhere  in  this  issue: 

1963  CURRENT  THERAPY 
Today’s  best  treatments — ranging  from  man- 
agement of  conditions  causing  enuresis  to 
treatment  of  coma  with  analeptic  drugs. 

BOCKUS— GASTROENTEROLOGY 
An  eminent  3-volume  work!  Volume  I,  on  the 
Esophagus  and  Stomach,  just  published. 

MEARES— MANAGEMENT  OF  THE  ANXIOUS 
PATIENT 

Tells  you  from  what  sources  anxiety  in  a pa- 
tient may  spring  and  how  it  can  be  resolved. 


Iowa  Delegation  in  Congress 


First  Congressional  District — Fred  Schwengel  (R) , Davenport  (Scott) 

Second  Congressional  District — James  E.  Bromwell  (R),  Cedar  Rapids  (Linn) 
Third  Congressional  District — H.  R.  Gross  (R) , Waterloo  (Black  Hawk) 
Fourth  Congressional  District — John  Kyi  (R) , Bloomfield  (Davis) 

Fifth  Congressional  District — Neal  E.  Smith  (D) , R.F.D.,  Altoona  (Polk) 
Sixth  Congressional  District — Ben  F.  Jensen  (R) , Exira  (Audubon) 

Seventh  Congressional  District — Charles  B.  Hoeven  (R) , Alton  (Sioux) 

U.  S.  SENATORS  FROM  IOWA 

Bourke  B.  Hickenlooper  (R)  Cedar  Rapids 

Jack  Miller  (R)  Sioux  City 


Letters  to  congressmen  should  he  addressed  to  the  House  Office  Building, 
Washington  25,  D.  C.,  and  letters  to  senators  should  he  addressed  to  the  Senate 
Office  Building,  Washington  25,  D.  C. 
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Speech  and  Language  Problems  of 
The  Hard-of-Hearing  Child 


The  initial  step  in  over-all  rehabilitation  for  a 
child  with  a hearing  loss  is  simple  recognition  of 
the  problem.  Far  too  many  of  these  children  who 
have  undetected  hearing  losses  are  considered 
speech  defectives,  mental  retardation  cases  or  be- 
havior problems.  Thus  there  is  a real  urgency 
about  early  detection  and  diagnosis.  (This  has 
been  discussed  in  a previous  article  in  this  series.) 

Second,  after  recognizing  that  a child  is  hard-of- 
hearing,  we  need  to  give  him  a complete  medical 
and  audiologic  evaluation  to  determine  the  degree 
and  type  of  his  loss.  Such  an  examination  should 
be  followed  by  an  evaluation  for  amplification,  if 
indicated.  Third,  it  is  essential  that  such  a child  be 
evaluated  by  a psychologist,  not  only  to  determine 
his  educational  potential  but  also  to  find  whatever 
effect  his  hearing  loss  may  have  had  on  his  total 
adjustment.  Finally,  social  service  records,  or  at 
least  the  case  history  and  family  situation,  should 


The  Committee  on  the  Conservation  of  Hearing  for  the  State 
of  Iowa,  which  is  presenting  a series  of  articles  in  the  jour- 
nal, consults  with  and  advises  all  agencies  interested  in  the 
problems  of  hearing  impairment.  Its  services  are  available  to 
industry,  agriculture,  education  and  to  the  broad  spectrum  of 
public  health  and  welfare  services  within  the  state. 

The  Committee  has  been  officially  sponsored  by  the  Iowa 
State  Department  of  Health  since  1957.  However  it  was  first 
formed  in  1949,  and  has  been  continuously  active  under  the 
leadership  of  Dr.  Dean  M.  Lierle,  head  of  the  Department  of 
Otolaryngology  and  Maxillofacial  Surgery  at  S.U.I.  From  the 
first,  the  Committee  has  been  interdisciplinary  in  composition 
and  purpose. 

The  Committee  presently  consists  of:  C.  M.  Kos,  M.D. 
(chairman),  otologist  in  private  practice,  Iowa  City;  Joseph 
Wolvek  (executive  secretary),  consultant,  Hearing  Conserva- 
tion Services,  State  Department  of  Public  Instruction,  Des 
Moines;  M.  G.  Barillas,  assistant  director  for  Special  Services 
Division  of  Vocational  Rehabilitation,  Des  Moines,  Iowa; 
L.  E.  Berg,  superintendent,  Iowa  School  for  the  Deaf,  Council 
Bluffs;  Dale  S.  Bingham,  consultant.  Speech  Therapy  Serv- 
ices, State  Department  of  Public  Instruction,  Des  Moines; 
Paul  Chestnut,  M.D.,  private  practitioner  and  member  of 
AAGP,  Winterset;  James  F.  Curtis,  Ph.D.,  head,  Department 
of  Speech  Pathology  and  Audiology,  S.U.I. , Iowa  City;  Mad- 
elene  M.  Donnelly,  M.D.,  director,  Division  of  Maternal  and 
Child  Health,  State  Department  of  Health,  Des  Moines;  Joseph 
Giangreco,  assistant  superintendent,  Iowa  School  for  the 
Deaf,  Council  Bluffs;  Malcolm  Hast,  Ph.D.,  Department  of 
Speech  Pathology  and  Audiology,  S.U.I.,  Iowa  City;  Byron 
Merkel,  M.D.,  otolaryngologist  in  private  practice  and  mem- 
ber  of  Academy  of  Otolaryngology  and  Ophthalmology,  Des 
Moines;  William  Prather,  Ph.D.,  Department  of  Speech  Pathol- 
ogy  and  Audiology,  S.U.I.,  Iowa  City;  Mrs.  Jeanne  Smith 
Department  of  Otolaryngology  and  Maxillofacial  Surgery, 
S.U.I.,  Iowa  City;  Edmund  Zimmerer,  M.D.,  commissioner, 
State  Department  of  Health,  Des  Moines. 


be  investigated  in  an  attempt  to  determine  the  best 
possible  programing  for  the  particular  child. 

Initially,  parents  are  usually  quite  upset  and  are 
most  anxious  that  a child  “learn  to  talk.”  Effort 
must  be  devoted,  at  this  point,  to  helping  the  par- 
ents understand  the  necessity  for  their  child’s  first 
learning  to  understand  language,  if  his  hearing  loss 
is  of  sufficient  degree  so  that  he  has  not  already 
learned  to  communicate  verbally  to  some  extent. 
By  “language”  we  mean  the  total  communication 
process — the  ability  to  interpret  the  spoken  word 
and  to  grasp  the  concept  of  thought  transference 
from  one  human  being  to  another.  A word  must 
have  meaning  for  a child  prior  to  his  attempting  a 
reproduction  of  it.  Otherwise  there  is  danger  of  his 
merely  “parroting.”  By  “parroting”  we  mean  re- 
peating verbal  stimuli  without  comprehending  the 
thought  process  that  is  involved. 

Throughout  the  entire  period  of  rehabilitation  or 
habilitation  for  these  children,  their  need  for  lan- 
guage and  language  growth  must  constantly  be 
recognized.  If  corrective  speech  measures  are  al- 
lowed to  take  precedence,  the  need  for  continued 
language-building  is  frequently  submerged,  and 
the  child  may  fall  far  behind  his  peers  in  general 
communication,  in  vocabulary  and  in  language 
skills.  For  the  very  young  child,  corrective  speech, 
as  such,  should  be  secondary  to  the  total,  over-all 
pattern  of  learning  in  the  language  area.  The  cor- 
rection of  articulation  can  be  initiated  after  a firm 
foundation  for  communication  has  been  estab- 
lished. Primary  skills  will  of  necessity  take  prece- 
dence as  one  initiates  a total  program  for  a child 
who  must  use  amplification  and/or  speech  reading. 

Speech  and  language  for  the  normal  child  starts 
in  infancy  with  recognition  of  voices  and  patterns 
which  are  meaningful  to  him.  His  initial  attempts 
at  speech  are  based  on  the  many  repetitions  he  has 
heard  of  given  sounds  and  words.  According  to  Ir- 
win, any  word  a child  uses  spontaneously  is  one 
that  has  been  used  approximately  60  times  in  his 
presence.  This  fact  gives  us  at  least  a meager  idea 
of  the  great  deficit  that  a hard-of-hearing  child  has 
to  overcome.  It  is  imperative  that  the  parents  be 
counseled,  at  the  very  outset,  to  do  a great  deal  of 
verbalizing  with  a hard-of-hearing  child,  regardless 
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of  whether  he  recognizes  words  initially.  A hear- 
ing-handicapped child  must  be  made  aware  of  lan- 
guage and  of  facial  movements,  in  order  to  learn  to 
communicate  visually  as  much  as  possible.  For  a 
child  with  imperfect  hearing,  such  visual  communi- 
cation may  provide  a basis  for  the  necessary  initial 
communication  skills. 

It  is  hopeful  to  note  that  greater  emphasis  will 
be  placed,  in  the  not  too  distant  future,  on  the 
early  detection  of  these  children  prior  to  school 
age.  The  normal  child  establishes  language  skills 
between  the  ages  of  two  and  five.  At  the  first-grade 
level,  the  average  child  has  developed  a vocab- 
ulary of  approximately  5,000  to  6,000  words.  This 
in  itself  points  out  the  obvious  need  to  recognize 
hard-of-hearing  children  and  to  institute  remedial 
measures  prior  to  their  entrance  into  school. 

If  the  child  is  communicating,  albeit  imperfectly, 
by  the  time  he  reaches  school  age,  it  is  hopefully 
assumed  that  detection  and  evaluation  of  the  hear- 
ing loss  will  be  part  of  the  school  program,  since 
there  are  regular  audiologic  checkups  in  the  Iowa 
public  schools  nowadays.  Assuming  the  hearing 
deficit  has  been  detected,  a speech  clinician  and/or 
hearing  clinician  can  be  made  available  for  the 
individual  child’s  needs.  However,  such  a specialist 
is  not  always  available,  and  it  is  then  imperative 
that  a hearing-handicapped  child  be  referred  to  a 
recognized  center*  specifically  designed  to  meet 
his  requirements  for  speech  and  hearing.  For  too 
many  of  these  children,  rehabilitative  measures  are 
not  instituted  because  of  a lack  of  facilities  within 
the  home  community. 

Children  with  marked  hearing  losses  are  not 
difficult  to  recognize.  They  are  usually  noted  at  a 
comparatively  early  age  by  their  parents,  by  med- 
ical personnel  and  by  other  observers.  A few  of 
these  children  are  still  neglected  because  of  the 
lack  of  popular  recognition  of  remedial  sources. 
The  vast  number  of  children  with  mild  and  mod- 
erate hearing  losses  are  the  ones  who  frequently 
remain  undetected  over  a period  of  years,  par- 
ticularly the  children  who  have  been  intelligent 
enough  to  compensate  in  part  by  lip  reading  and 
using  other  visual  signs.  These  children  will  almost 
invariably  have  defective  articulation.  In  the  school 
situation  at  least,  it  is  to  be  hoped  that  a teacher 
will  note  the  speech  defect  and  refer  the  child  to 
the  speech  clinician.  Such  a child  consistently 

/For  a listing  of  centers  in  Iowa,  address:  Hearing  con- 
sultant, Department  of  Public  Instruction,  State  Office  Build- 
ing, Des  Moines  19. 
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omits  or  distorts  sounds  like  “th,”  “s,”  “t,”  ‘f,”  and 
“k,”  and  omits  the  consonant  sounds  at  the  ends  of 
words. 

Speech  or  language,  as  such,  should  never  be  an 
isolated,  rehabilitative  measure  for  a child  with  a 
hearing  deficit.  This  rehabilitation  must  be  no 
more  than  a part  of  an  over-all  adjustment  pro- 
gram, including  speech-reading,  amplification,  aud- 
itory training,  psychological  counseling,  sometimes 
remedial  reading,  and  classroom  adjustment.  Ex- 
cept as  a part  of  a larger  pattern,  simple  speech 
therapy  will  be  of  no  more  than  minimal  assist- 
ance. 


Mayo  Clinical  Reviews 

The  Mayo  Clinic  and  Mayo  Foundation  are  to 
present  Clinical  Reviews  twice,  next  spring,  on 
March  11-13  and  again  on  March  18-20.  The  pro- 
grams are  to  be  identical.  Last  year,  over  800  phy- 
sicians attended. 

Topics  to  be  covered  on  the  first  day  include 
acute  asthma,  heart  failure  in  the  aged,  diagnosis 
of  headache,  subarachnoid  hemorrhage,  heart  mur- 
murs in  children,  selection  of  patients  for  heart- 
valve  surgery,  dizziness,  common  disorders  of  the 
external  eye,  new  antibiotics,  facial  pain,  moles 
and  melanoma,  hearing  deficiencies,  leg  ulcers, 
pitfalls  in  vein  surgery,  lymphedema,  pelvic  ma- 
lignancy, conservative  treatment  of  fractures,  and 
pneumonia  and  its  complications. 

Presentations  on  the  second  day  will  concern 
oral  contraceptives,  abnormal  presentations  in  ob- 
stetrics, mouthguards  for  athletes,  agricultural 
hazards,  hematologic  clues  to  malignant  disease, 
hemolytic  anemia,  blood  dyscrasias,  the  dilemma 
of  pain  in  the  neck,  radioactive  scanning  methods, 
rheumatoid  variants,  anorectal  surgery,  angiog- 
raphy in  clinical  diagnosis,  psychological  aspects 
of  aging,  abnormal  cervical  cytology,  office  urol- 
ogy, medical  management  of  hypertension,  and 
respiratory  distress  in  the  infant. 

Subjects  for  the  final  day  will  be  ulcers  of  the 
anus  and  rectum,  hypercortisonism,  vascular  clues 
in  diagnosis,  radiologic  treatment  of  cancer,  diag- 
nostic problems  in  the  head  and  neck,  radiologic 
diagnosis  of  gallbladder  problems,  traumatic  intra- 
cranial bleeding,  smoking  and  lung  cancer,  insulin 
therapy,  acute  cholecystitis,  liver  biopsy,  intrac- 
table peptic  ulcer,  massive  gastrointestinal  bleed- 
ing, and  management  of  the  acutely  disturbed  pa- 
tient. 

This  three-day  program  is  acceptable  for  25 
hours  of  Category  I credit  by  the  American  Acad- 
emy of  General  Practice. 

The  registration  fee  is  $10.  The  number  of  physi- 
cians who  can  be  accommodated  is  necessarily 
limited,  and  for  this  reason  identical  sessions  are 
being  offered  during  successive  weeks.  Those  wish- 
ing to  attend  should  communicate  with  Mr.  M.  G. 
Brataas,  Mayo  Clinic,  Rochester,  Minnesota,  and 
should  indicate  which  session  they  prefer. 
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Life  Insurance  Dividends 

HOWARD  D.  BAKER 
Waterloo 


The  choice  of  dividend  treatment  frequently 
poses  an  important  problem  in  the  organization  of 
an  insurance  portfolio.  With  regard  to  the  disposi- 
tion of  dividends,  there  are  four  basic  options,  any 
one  of  which  may  be  exercised  in  most  participat- 
ing life  insurance  contracts. 

THE  CASH  OPTION 

The  cash  option  provides  that  annual  dividends 
will  be  paid  to  the  policyholder  in  cash.  In  gen- 
eral, this  arrangement  has  little  utility  for  the 
average  doctor  who  is  building  up  his  insurance 
program.  It  is  of  value  only  to  the  man  who  has 
paid-up,  participating  policies,  and  who  has  no 
need  for  additional  insurance  and  is  no  longer  pay- 
ing  premiums  against  which  the  dividends  could 
be  offset. 

THE  PREMIUM  OPTION 

The  premium  option  provides  that  dividends 
will  be  used  annually  in  partial  satisfaction  of 
premiums  due.  It  is  most  useful  for  the  young 
doctor  who  is  building  up  a large  insurance  pro- 
gram and  wants  MAXIMUM  protection.  He  ob- 
viously can  carry  much  more  insurance  if  he  pays 
only  the  net  premium  (premium  less  dividend), 
rather  than  uses  his  dividends  otherwise.  If  such 
a man  later  improves  his  financial  position  or  be- 
comes uninsurable,  he  can  change  his  election  to 
the  paid-up  insurance  option. 

THE  PAID-UP  INSURANCE  OPTION 

Annual  dividends  can  be  applied  to  the  purchase 
of  paid-up  additions  to  a life  insurance  policy.  This 
choice  is  generally  most  useful  to  a doctor  who  is 
between  40  and  50  years  of  age  and  does  not  have 


Mr.  Baker  is  a partner  in  Professional  Management  Mid- 
west, and  manager  of  its  Retirement  Planning  Department. 
He  majored  in  accounting  and  business  administration  at 
S.U.I.,  and  was  an  agent  of  the  U.  S.  Bureau  of  Internal 
• for  ^'2  years  before  forming  his  present  association 


as  much  insurance  as  he  ought  to  have  or  would 
like.  It  is  quite  valuable,  also,  to  the  doctor  who 
has  become  uninsurable.  In  either  of  these  situa- 
tions, a man  can  elect  to  use  his  dividends  to  pur- 
chase paid-up  additions  which  will  increase  his 
protection  and  will  also  maintain  a cash  value 
about  equal  to,  or  slightly  greater  than,  the  divi- 
dends originally  invested.  Thus,  the  policyholder 
gains  the  advantage  of  maximum  protection,  but 
still  retains  a cash  reserve  for  retirement  or  emer- 
gency use. 

THE  INTEREST  OPTION 

Dividends  can  be  left  on  deposit  with  the  com- 
pany to  accumulate  at  interest.  This  option  is  gen- 
erally outmoded  because  of  the  low  rate  of  return 
(2-2%  per  cent) , and  because,  with  most  low  net- 
cost  companies,  paid-up  additions  will  have  a cash 
value  which  will  equal  or  exceed  the  accumulation 
of  dividends  left  at  interest  over  a period  of  years. 

In  general,  this  option  would  be  worthy  of  con- 
sideration only  on  contracts  under  which  the  in- 
sured is  at  liberty  to  convert  accumulated  divi- 
dends and  interest  to  paid-up  insurance  at  any 
time.  Such  a privilege  is  quite  rare  in  policies  to- 
day. 

What  about  the  doctor  who  elected,  years  ago, 
to  leave  his  dividends  at  interest,  as  many  did?  He 
now  has  a sizeable  accumulation  drawing  two  to 
three  per  cent  taxable  interest.  His  individual  situ- 
ation should  be  reviewed,  and  probably  his  divi- 
dend option  should  be  changed.  If  he  needs  pro- 
tection through  additional  insurance,  he  should 
take  the  paid-up  insurance  option  on  future  divi- 
dends and,  to  whatever  extent  possible,  on  accum- 
ulated dividends.  To  the  extent  that  paid-up  addi- 
tions in  exchange  for  the  accumulation  are  prohib- 
ited, it  is  our  feeling  that  dividends  should  be  with- 
drawn and  prudently  invested  elsewhere,  for  great- 
er income  and  possible  growth.  This  advice  is  also 
applicable  to  situations  where  present  insurance, 
reduced  insurance  needs  and  other  assets  make  it 
unnecessary  for  the  individual  to  consider  adding 
to  his  insurance. 
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Immediate  Implementation  Is  Imperative,  But  the  Iowa 

Kerr-Mills  Program  Should  Be  Kept  Flexible 


The  platforms  and  the  leaders  of  both  political 
parties  in  Iowa  have  endorsed  the  Kerr-Mills  En- 
abling Act,*  and  have  asked  that  funds  be  appro- 
priated for  such  a program.  Thus  there  no  longer 
is  much  doubt  that  some  money  for  it  will  be 
forthcoming  this  year.  The  principal  matters  re- 
maining to  be  decided  are  the  size  of  the  appro- 
priation and  the  technic  to  be  used  in  administer- 
ing it. 

Everyone  wants  adequate  help  to  be  given  to  all 
elderly  citizens  who  are  not  now  public  charges 
but  must  have  assistance  if  their  health-care  needs 
are  to  be  met.  But  at  the  outset,  the  program 
should  be  designed  principally  to  assess  the  size 
and  needs  of  the  group  to  be  benefitted,  and  the 
administrative  set-up  should  be  one  that  can  easily 
be  changed. 

Governor  Hughes  has  suggested  a state  appro- 
priation of  $2  million  for  each  of  the  next  two 
years,  which  at  the  cui-rent  federal-state  matching 
formula  of  approximately  3:2  would  provide  about 
$5  million  annually.  The  State  Board  of  Social 
Welfare  has  proposed  a state  appropriation  of  $4 
million  per  year,  which  along  with  federal  match- 
ing funds  would  make  $10  million  available  each 
year.  More  advisable  figures,  we  think,  can  be 
found  somewhere  between  those  two  sets,  and  we 
suggest  a state  appropriation  of  $2.5  million  per 
year,  which  with  the  federal  share  would  provide 
about  $6.25  million  for  each  of  the  next  two  years. 

A FISCAL  AGENT  SHOULD  BE  USED  AT  THE  START 

The  legislators  have  three  alternatives  from 
which  to  choose  in  setting  up  the  administrative 
framework  for  Kerr-Mills,  or  Medical  Aid  for  the 
Aged,  and  the  choice  is  an  extremely  important 
one.  They  can,  of  course,  elect  to  let  the  Depart- 
ment of  Social  Welfare  handle  the  program  more 
or  less  as  it  sees  fit,  chiefly  because  it  already  has 

* House  File  470,  in  the  1961  General  Assembly,  and  now 
Chapter  249A  of  the  1962  Code  of  Iowa. 


charge  of  all  aspects  of  several  “categorical  as- 
sistance’’ programs.  We  oppose  such  a move  for 
several  reasons.  First,  it  is  essential  that  facts  be 
gathered  regarding  the  numbers  and  the  needs  of 
the  marginally  self-sufficient  group  of  elderly  peo- 
ple, as  distinguished  from  those  who  already  are 
receiving  government  help  through  the  Old  Age 
Assistance  program,  and  regarding  the  future  cost 
of  supplementing  their  resources  so  that  they  can 
meet  their  needs  fully.  Such  findings  will  be  avail- 
able only  if  the  MAA  and  the  OAA  groups  are 
kept  entirely  separately,  and  it  is  almost  certain 
that  the  Department  would  fail  to  do  that.  Since 
OAA  beneficiaries  in  nursing  homes  could  be  more 
amply  provided  for  under  MAA,  it  is  likely  that 
with  both  programs  in  their  hands,  the  DSW  per- 
sonnel would  make  numerous  transfers.  In  North 
Dakota,  at  the  end  of  the  first  year,  64.7  per  cent 
of  persons  on  the  MAA  rolls  had  been  transferred 
from  OAA,  from  Aid  to  the  Blind  or  from  Aid 
for  the  Totally  Disabled. 

Second,  the  handling  of  MAA  by  the  Depart- 
ment would  probably  be  unnecessarily  expensive 
because  its  operations  are  widely  dispersed.  Be- 
sides determining  the  eligibility  of  applicants,  it 
would  undertake  to  audit  vendors’  claims  in  each 
of  its  99  county  offices,  and  thus  would  find  it 
necessary  to  hire  a very  considerable  number  of 
additional  clerks.  Besides,  it  would  have  to  em- 
ploy a full-time  physician  consultant  at  the  state 
level,  and  to  pay  him  a salary  of  approximately 
$20  thousand  per  year. 

Third — and  this  is  most  important — giving  MAA 
entirely  into  the  control  of  DSW  would,  in  all 
practicality,  be  irrevocable,  whereas  an  arrange- 
ment with  a private  fiscal  agent  could  be  tentative. 
In  just  the  health-care  aspects  of  the  existing 
“categorical  assistance”  programs,  the  Department 
paid  out  in  excess  of  $5.3  million  last  year.  If 
once  it  were  given  this  pilot  MAA  program,  and  if 
it  interwove  it  with  the  others,  as  seems  quite 


likely,  any  chance  for  a change  would  have  been 
lost  forever. 

Administration  of  MAA,  at  least  temporarily, 
through  a private  agency  would  insure  the  gather- 
ing of  precise  sets  of  figures.  It  would  also  elim- 
inate the  initial  processing  and  review  of  medical, 
hospital,  nursing  home,  dental  and  drug  bills,  etc. 
by  county  welfare  workers,  and  would  permit 
trained  personnel  in  the  office  of  the  insurance 
company  to  do  this  work.  Questionable  claims 
would  be  reviewed  by  professionals  in  the  health 
and  accident  insurance  field,  and  would  be  for- 
warded when  necessary  to  county  or  state  com- 
mittees of  vendors  for  final  adjudication,  in  ac- 
cordance with  policies  and  rules  established  by 
the  DSW.  In  addition,  the  state  comptroller  would 
re-audit  them. 

The  vendors  who  composed  the  state  or  county 
committees,  and  the  insurance  men,  could  be 
relied  upon  to  guard  the  program’s  funds  with  the 
utmost  care.  To  a man,  they  are  devotees  of  pri- 
vate enterprise,  and  they  would  be  intent  upon 
proving  the  preferability  of  their  management. 

Independent  fiscal  management — which,  by  the 
way,  is  expressly  permitted  by  the  Kerr-Mills  En- 
abling Act — is  by  no  means  an  untried  idea.  The 
federal  Defense  Department  has  used  it  altogether 
satisfactorily  throughout  the  country  during  the 
past  several  years,  in  its  program  that  provides 
health  care  for  the  dependents  of  servicemen.  Any 
of  the  insurance  companies  that  might  undertake 
to  serve  the  State  of  Iowa  as  fiscal  and  administra- 
tive agent  for  MAA  would  be  certain,  furthermore, 
to  interfere  as  little  as  possible  in  physician-pa- 
tient relationships.  There  would  be  no  require- 
ment for  prior  authorizations  for  specific  diagnos- 
tic or  treatment  procedures,  and  thus  patients 
would  be  spared  delays  and  invasions  of  privacy. 
Such  management  would  necessitate  minimal  out- 
lays for  equipment  and  staff,  since  the  chosen 
health  and  insurance  underwriter  would  already 
have  electronic  computers,  trained  clerical  person- 
nel and  salaried  medical  consultants  ready  to  do 
the  additional  work.  DSW  probably  could  utilize 
no  more  than  its  present  staff  in  establishing  the 
eligibility  of  applicants  and  reviewing  the  status  of 
participants  in  the  program. 

HEALTH  INSURANCE  MAY  PROVIDE  THE  BEST 
FINAL  ANSWER 

It  is  quite  possible  that  fiscal-agent  administra- 
tion will  prove  the  best  possible  arrangement, 
when  it  has  been  given  a two-year  trial,  and  that 
the  Legislature  will  want  to  continue  it  beyond 
the  spring  of  1965,  but  the  major  advantage  of 
choosing  it  at  this  time  is  that  an  opportunity  can 
thus  be  provided,  two  years  hence,  for  consider- 
ing the  insurance  approach  to  health  care  for  the 
near-needy  aged.  As  a protection  for  the  dignity 
of  the  beneficiary  and  as  a means  of  preserving  the 
free-enterprise  system,  the  very  best  arrangement 
would  be  one  under  which  state  and  federal 
moneys  might  be  used  to  pay  a share  of  the  pre- 
miums on  a health-insurance  policy  for  each 


eligible  individual  or  couple — a share  that  might 
be  large  or  small,  depending  on  the  payment  that 
the  policyholder  could  meet  out  of  his  own  pocket. 
Except  for  establishment  of  eligibility  and  oc- 
casional reviews  involving  only  his  financial  sta- 
tus, the  aid  recipient  would  have  to  undergo  no 
special  scrutiny  at  any  time.  He  would  be  indis- 
tinguishable from  any  other  health-insurance  poli- 
cyholder, and  his  patient-physician  relationship 
could  remain  confidential.  If  the  legislators  are  in- 
terested in  preserving  the  individuality  and  guard- 
ing the  self-esteem  of  our  less-fortunate  senior 
citizen,  this  would  seem  the  best  way  for  them  to 
do  it! 

For  the  time  being,  however,  though  health-in- 
surance policies  are  available  for  the  aged  on  an 
individual  basis,  maximally  economical  group  cov- 
erages for  the  elderly  unemployed  haven’t  yet 
been  devised.  The  information  necessary  for  set- 
ting up  actuarily  sound  arrangements  of  this  sort 
— data  on  numbers  of  people  to  be  covered  and 
on  their  needs  as  regards  medical  and  surgical 
treatment,  dentistry,  hospitalization  and  drug  re- 
quirements— can  be  ascertained  only  through  a 
year  or  more  of  operation  of  the  Iowa  MAA  pro- 
gram. 

CONCLUSION 

In  summary,  the  Iowa  Medical  Society  recom- 
mends the  following: 

A.  An  appropriation  of  $2.5  million  per  year  for 
the  first  two  years  of  the  MAA  program,  which 
with  federal  matching  funds  will  make  $6.25  mil- 
lion available  each  year.  Such  an  amount  will  as- 
sure a good  start  and  adequate  fact-finding,  but  it 
is  small  enough  to  forestall  waste. 

B.  Care  should  be  taken  to  make  sure  that  MAA 
is  provided  only  to  those  elderly  persons  who  are 
ineligible  for  previously  existing  categorical  as- 
sistance programs.  Unless  the  new  group  is  kept 
distinct,  no  one  will  ever  know  the  precise  num- 
ber of  Iowa’s  near-needy  aged,  or  whether  the 
new  program  is  satisfying  their  requirements. 

C.  For  the  first  two  years,  an  independent  fiscal 
agent  should  be  engaged  to  process  and  pay  claims, 
under  the  supervision  of  the  State  Welfare  De- 
partment and  the  state  comptroller.  This  inter- 
mediary would  help  preserve  the  confidentiality 
of  the  physician-patient  relationship,  it  is  sure  to 
prove  at  least  as  economical  as  direct  administra- 
tion by  DSW,  and  most  importantly,  such  a choice 
will  leave  the  door  open  for  a change  in  1965,  if 
a change  then  seems  desirable. 

D.  For  the  preservation  of  the  self-esteem  of  the 
impoverished  elderly,  and  for  the  maintenance  of 
the  free-enterprise  system,  the  best  arrangement 
would  be  one  under  which  state  and  federal  funds 
might  be  used  to  pay  portions  of  health-insurance 
premiums.  During  the  first  two  years  of  its  opera- 
tion, the  MAA  program  will  uncover  facts  on 
which  optimal  group  insurance  for  these  people 
must  be  based. 

We  repeat:  the  door  should  be  kept  open  for  the 
consideration  of  the  insurance  alternative  in  1965! 


Annual  Scientific  Assembly 
of  the  AAGP 

The  fifteenth  annual  Scientific  Assembly  of  the 
American  Academy  of  General  Practice  will  be 
held  at  McCormick  Place,  in  Chicago,  April  1-4. 

A challenging  program  is  being  offered.  It  will 
begin  with  an  afternoon  symposium  on  “The  Role 
of  Government  in  Medical  Care,”  with  Dr.  Walter 
H.  Judd,  a Congressman  from  Minnesota  for  many 
years,  as  moderator.  The  panelists  are  to  be  Dr. 
Durward  Hall,  Republican  Congressman  from 
Missouri;  Senator  Hubert  H.  Humphrey  (D„ 
Minn.);  Senator  Everett  M.  Dirksen  (R.,  111.),  the 
Senate  minority  leader;  and  a representative  from 
the  Department  of  Health,  Education  and  Welfare. 
The  last  hour  of  the  program,  on  this  first  after- 
noon, will  be  given  over  to  the  questions  that  the 
audience  may  wish  to  direct  to  members  of  the 
panel.  This  discussion  in  itself  is  sure  to  be  worth 
your  going  to  Chicago  to  hear. 

The  program  for  the  second  day,  Tuesday,  April 
2,  will  cover  a variety  of  interesting  subjects,  such 
as  “Psychosis  Recognition”;  “Post-Institutional 
Care”;  “Varicose  Veins”;  and  “Anal  Surgery.”  It 
is  to  include  a gynecologic  symposium  on  endo- 
metriosis, with  topics  of  “Indications  for  D&C” 
and  “Habitual  Abortion.”  Papers  on  “Trauma  of 
the  Urinary  Tract”  and  “Lower  Urinary  Tract 
Infection”  will  complete  the  day’s  schedule.  Two 
of  the  speakers  who  are  to  appear  on  this  part  of 
the  program  have  participated  in  scientific  ses- 
sions of  the  Iowa  Chapter.  They  are  Drs.  Raymond 
Jackman,  of  Rochester,  Minnesota,  and  Ralph  A. 
Reis,  of  Chicago. 

The  program  for  the  third  day,  Wednesday, 
April  3,  will  begin  with  “Emphysema”  and  “Com- 
mon Skin  Diseases.”  The  presentation  on  emphy- 
sema will  make  use  of  Eidophor  closed-channel 
television.  For  the  first  time,  the  diagnostic  and 
therapeutic  aspects  of  the  disease  will  be  presented 
with  special  clarity  and  in  magnified  detail  on  a 
large  screen.  Another  feature  of  this  day’s  sched- 
ule will  be  two  periods  labelled  “Come  What 
May.”  These  are  being  held  open  for  presentations 
on  any  “hot”  new  developments  in  medical  knowl- 
edge which  may  have  come  up  since  the  program 
was  planned.  Also  to  be  presented  on  Wednesday 
is  a pediatric  symposium  covering  “Congenital 
Cardiac  Anomalies”;  “Congenital  Enzyme  Defects 


in  Infants”;  and  “Blood  Dyscrasias.”  The  other 
topics  that  day  will  be  “External  Eye  Diseases” 
and  “Regional  Anesthesia.”  Two  of  the  speakers 
on  that  day,  Drs.  Malcolm  A.  McCannel,  of  Min- 
neapolis, and  John  S.  Lundy,  of  Rochester,  have 
appeared  on  programs  of  the  Iowa  Chapter. 

On  the  last  morning,  Thursday,  April  4,  the 
topics  will  be  “Therapy  of  Hypertension”;  “Ar- 
rythmias”;  and  “Rehabilitation  Clinic.” 

Besides  attending  the  scientific  program,  all 
Academy  members  are  urged  to  attend  the  Con- 
gress of  Delegates  which  will  convene  at  the 
Palmer  House  on  Saturday,  March  31,  for  the 
transaction  of  official  Academy  business.  This  is 
your  opportunity  to  see  your  Congress  in  action. 
Members  will  also  find  it  interesting  to  attend  the 
meetings  of  the  various  reference  committees. 

Chicago  being  close,  this  is  an  opportunity  for 
all  Iowa  physicians  to  attend  an  annual  Scientific 
Assembly  of  the  American  Academy  of  General 
Practice. 


Medical  Care  of  the  Adolescent 

Harvard  Medical  School  announces  a postgrad- 
uate course  in  the  medical  care  of  the  adolescent, 
to  be  held  at  Children’s  Hospital  Medical  Center, 
Boston,  April  29  to  May  3,  1963,  under  the  direc- 
tion of  J.  Roswell  Gallagher,  M.D.  Members  of 
the  Iowa  Medical  Society  will  recall  that  Dr.  Galla- 
gher was  one  of  the  speakers  at  one  of  their  recent 
annual  meetings. 

This  intensive  course  is  designed  to  cover  the 
diagnosis  and  treatment  of  many  disorders  com- 
mon in  adolescence,  as  well  as  various  aspects  of 
understanding  and  evaluating  boys  and  girls  be- 
tween 12  and  21  years  of  age.  Among  the  subjects 
to  be  covered  are  obesity,  menstrual  problems, 
management  of  the  adolescent’s  office  visit,  skin 
problems,  physiologic  and  psychological  character- 
istics of  adolescence,  school  failure,  gastrointes- 
tinal, cardiac  and  endocrine  disorders,  scoliosis, 
athletic  injuries  and  other  orthopedic  problems, 
and  the  treatment  of  everyday  personality  and 
emotional  difficulties.  The  fees  and  the  cost  of  cer- 
tain luncheons  and  dinners  total  $180,  and  a check 
for  that  amount  should  be  sent  to  the  Assistant 
Dean,  Courses  for  Graduates,  Harvard  Medical 
School,  Boston  15,  with  each  registration  applica- 
tion. 
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Little  Things  DO  Count! 

Noel  Coward  said,  “A  happy  ship  is  an  efficient 
ship.”  A medical  office  reflects  smooth  or  rough 
sailing,  depending  upon  the  efficiency  of  its  crew 
of  medical  assistants.  Whoever  said  “plan  your 
work,  and  work  your  plan”  spoke  wisely.  Develop- 
ing an  efficient  system  for  completing  myriad 
duties  is  just  one  more  challenge  to  the  ingenuity 
and  resourcefulness  of  the  medical  assistant. 

Efficient  management  of  an  office  is  essentially 
the  same  as  good  housekeeping.  Work  is  planned 
so  as  to  avoid  hurry  and  confusion.  Have  a place  for 
everything,  and  keep  everything  clean  and  ready 
for  use.  This  practice  saves  time,  conserves  prop- 
erty and  eliminates  wasted  energy. 

Educational  psychology  teaches  that  time  and 
energy  are  saved  and  efficiency  is  increased  when 
like  activities  are  performed  simultaneously.  So, 
instead  of  filling  the  various  dispensers  for  each 
room  individually,  gather  all  dispensers  from  all 
rooms,  take  them  to  a central  work  area  where 
supplies  are  stored,  and  clean  and  refill  all  at  one 
time.  Fill  a tray  and  make  one  trip  do  the  job! 

To  save  steps,  make  use  of  trays  whenever  pos- 
sible. When  checking  supplies  needed  for  various 
areas,  list  your  needs  in  a notebook  or  on  a 
scratch  pad,  make  one  trip  to  the  supply  room, 
fill  the  tray  and  restock  the  rooms  from  the  tray. 
Having  a central  supply  area  and  work  room  al- 
lows you  to  see  at  a glance  when  orders  need  to 
be  placed  to  replenish  stocks.  You  can  keep  a 
“want”  list  there  to  remind  yourself  of  your  needs 
when  a salesman  calls  or  when  orders  are  to  be 
placed  by  mail  or  telephone. 

Keep  a scratch  pad  and  pencil  beside  each  tele- 
phone, where  you  can  make  necessary  notes  to 
yourself  or  for  your  doctor.  Don’t  trust  your  mem- 
ory for  the  details  of  a message  or  for  a telephone 
number.  Something  may  distract  you  before  you 
can  get  to  your  desk  to  make  a notation. 

At  billing  time,  fold  six  or  eight  statements  at 
one  time,  and  then  separate  them  as  you  are  about 
to  place  them  in  envelopes.  Use  window  envelopes 
to  save  typing  names  and  addresses  twice.  Also, 
moisten  flaps  on  several  envelopes  at  one  time, 
and  then  sepai'ate  and  seal  them.  Pre-stamped 
window  envelopes  bearing  your  return  address 
can  be  ordered  from  your  local  Post  Office.  Then, 
inserting  the  statement  and  sealing  the  envelope 
are  all  that  is  needed  for  mailing.  Of  course,  your 


postmaster  would  appreciate  your  sorting  local 
and  out-of-town  mail,  thus  insuring  more  rapid 
handling. 

Make  a list  of  the  instruments  and  supplies  that 
are  needed  for  the  various  types  of  treatment 
done  in  your  office,  so  that  you  will  know  in  ad- 
vance just  what  will  be  required  for  each  proce- 
dure and  so  that  a tray  of  essentials  can  be  ready 
for  the  doctor  when  the  patient  appears  for  his 
appointment.  If  a procedure  is  new  to  you,  do  not 
hesitate  to  ask  what  will  be  used.  Your  doctor 
will  appreciate  such  thoughtfulness  in  saving  his 
time,  and  the  patient  will  appreciate  your  having 
everything  ready  so  that  his  time  will  not  be 
wasted  either. 

When  an  examination  or  treatment  is  concluded, 
bid  the  patient  goodbye  from  your  desk,  where 
the  charge  for  the  procedure  can  be  given  to  him, 
where  he  can  be  given  an  opportunity  to  pay,  and 
where  a return  appointment  can  be  made,  if  nec- 
essary. 

Are  you  a sack,  string  or  box  saver?  A SMALL 
reservoir  of  these  can  come  in  handy  when  it  is 
necessary  to  return  goods  by  mail,  to  return  lost 
articles  to  a patient,  or  to  mail  a few  days’  supply 
of  a forgotten  medication  to  a vacationer. 

Don’t  discard  the  business  card  given  to  you 
by  the  pharmaceutical  detail  man.  You  may  re- 
member the  company  he  represents  but  forget  his 
name,  and  an  alphabetical  filing  by  company  name 
can  save  you  embarrassment.  Or,  your  doctor  may 
want  some  information  from  such  a man,  and  if 
you  have  his  name  and  address  on  file,  your 
efficiency  may  seem,  for  the  moment  at  least, 
superhuman! 

Do  you  have  a “rainy  day  list”?  We  always 
have  work  to  do,  but  when  an  obstetrical  case  or 
emergency  surgery  has  taken  your  doctor  from 
the  office,  you  can  use  the  time  to  good  advantage 
in  making  dressings,  replenishing  swabs,  or  clean- 
ing a shelf  or  two.  Most  importantly,  such  a list 
should  include  a reminder  to  restore  proper  order 
to  a disarranged  file  before  you  are  asked  to  lo- 
cate a card  or  folder  on  short  notice. 

These  ideas  are  not  original,  but  we  hope  you 
will  find  them  useful.  If  you  have  any  suggestions 
to  share,  we  shall  be  glad  to  receive  them  and 
pass  them  on.  Mail  them  to  this  correspondent  at 
201  Lowell  St.,  Iowa  City,  Iowa. 

— Helen  G.  Hughes 
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STATE  DEPARTMENT  OF  HEALTH 


Drugs  and  Biologicals  Available 
From  the  State  Department  of  Health 

VENEREAL  DISEASE  CONTROL 

Procaine  Penicillin  (aqueous  or  oil  suspension). 
For  gonorrhea  cases,  1,200,000  units  for  a male  and 
a minimum  of  1,800,000  units  for  a female;  for 
syphilis  cases,  6,000,000  to  12,000,000  units,  depend- 
ing upon  diagnosis. 

Benzathine  Penicillin  G (Bicillin).  Distribution 
restricted  to  syphilis  cases — 2,800,000  to  9,000,000 
units,  depending  upon  diagnosis. 

Achromycin  (250  mg.  capsules).  Distribution 
limited  to  medically  indigent  syphilis  patients  in 
whom  penicillin  sensitivity  has  been  definitely  es- 
tablished. 

These  drugs  are  available  without  cost  to  physi- 
cians for  the  treatment  (control)  of  reported  cases 
of  venereal  disease.  Requests  for  drugs  should  be 
made  by  physicians  directly  to  the  Venereal  Dis- 
ease Division,  Iowa  State  Department  of  Health, 
and  must  be  accompanied  by  case  reports. 

SKIN  TEST  MATERIALS 

Tuberculin.  Koch’s  old  tuberculin  may  be  ob- 
tained in  one  or  the  other  of  two  strengths.  The 
dilution  sent  the  physician  is  the  one  he  chooses 
to  request.  Each  ampule  of  tuberculin  will  con- 
tain 1 cc.,  or  10  skin-test  units.  The  label  states 
the  dilution. 

First  test  strength — Each  0.1  cc.  test  dose  con- 
tains 0.01  mg.  of  old  tuberculin,  or  one  interna- 
tional tuberculin  unit.  This  compares  with  0.00002 
mg.  of  PPD-S. 

Intermediate  test  strength — Each  0.1  cc.  test  dose 
contains  0.5  mg.  of  old  tuberculin,  or  five  inter- 
national tuberculin  units.  This  is  the  dilution  of 
old  tuberculin  most  generally  recommended,  and 
it  compares  with  0.0001  mg.  of  PPD-S. 

Since  funds  for  the  purchase  and  distribution 
of  tuberculin  are  small,  the  Department  must  limit 
its  distribution  to  physicians  who  are  using  it  only 
occasionally  or  in  small  amounts  for  routine  office 
practice.  On  that  basis,  physicians  who  want  a 
small  supply  sent  each  month  to  their  offices  may 
write  to  the  State  Department  of  Health,  Division 
of  Tuberculosis  Control,  stating  whether  they  wish 


1 cc.  or  2 cc.  of  the  tuberculin,  and  the  strength 
they  wish  to  use. 

PPD  can  be  furnished  only  for  county  medical 
society  approved  school  testing  programs,  or  other 
specific  group  programs  having  similar  approval. 
For  this  material,  apply  to  the  Iowa  Tuberculosis 
and  Health  Association,  1818  High  Street,  Des 
Moines  14. 

Histoplasmin.  This  is  supplied  in  1 cc.  vials,  of 
10  skin-test  doses  each. 

These  skin-test  reagents  are  furnished  upon  re- 
quest to  any  physician,  regardless  of  the  economic 
status  of  his  patient. 

IMMUNIZING  AGENTS 

Triple  Toxoid  (diphtheria,  tetanus  and  whoop- 
ing cough).  In  accordance  with  the  1961  Red  Book 
of  the  American  Academy  of  Pediatrics,  the  De- 
partment prefers  that  this  be  used  for  children 
under  eight  years  of  age. 

Diphtheria-Tetanus  Toxoid  (combined,  absorbed 
or  precipitated — adult  type).  According  to  the  Red 
Book  of  the  American  Academy  of  Pediatrics,  this 
material  is  recommended  for  immunization  of  per- 
sons eight  years  of  age  or  older. 

Typhoid  Vaccine  Triple  (typhoid,  para  A and 
para  B). 

Smallpox  Vaccine. 

This  group  of  immunizing  agents  is  distributed 
to  physicians  for  patients  who  are  indigent  or,  in 
the  doctor’s  opinion,  hardship  cases.  Also,  the  tri- 
ple toxoid,  diphtheria-tetanus  toxoid  and  smallpox 
vaccines  will  be  sent  to  counties,  towns  or  cities 
for  school  immunization  programs,  provided  the 
Division  of  Maternal  and  Child  Health  has  re- 
ceived a statement  that  the  county  medical  society 
of  the  area  concerned  has  approved  the  program 
and  has  also  approved  including  the  requested  im- 
munization agents  in  that  program.  Requests  for 
these  biologies  for  school  programs  should  be 
made  to  the  Division  of  Maternal  and  Child  Health. 

Ordinarily,  typhoid  vaccine  is  not  used  in  school 
immunization  programs.  Besides  requesting  it  for 
use  in  indigent  or  medical  hardship  cases,  physi- 
cians may  request  it  for  use  in  protecting  persons 
who  have  been  or  may  have  been  exposed  to  a 
known  case  of  typhoid  fever  or  to  a known  typhoid 
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carrier.  Typhoid  vaccine  is  also  available  for  use 
in  “disaster  conditions.” 

Currently,  the  State  Department  of  Health  is 
distributing  no  poliomyelitis  vaccine.  Since  funds 
for  the  purchase  of  biologies  are  small,  and  since 
it  has  been  demonstrated  that  funds  for  poliomy- 
elitis vaccine  are  readily  available  in  all  counties, 
the  Department  has  chosen  not  to  use  its  funds  for 
the  purchase  of  these  vaccines. 

RABIES  CONTROL 

Duch  Embryo  Anti-Rabies  Vaccine.  This  is  rec- 
ommended in  lieu  of  brain-tissue  vaccine  espe- 
cially for  persons  who  have  received  brain-tissue 
vaccine  previously.  It  should  not  be  used  in  per- 
sons sensitive  to  egg  protein.  The  usual  treatment 
consists  of  14  doses. 

Anti-Rabies  Serum.  This  is  limited  to  use  in  per- 
sons who  have  been  bitten  about  the  face  and 
neck,  or  who  have  extensive  bites  on  other  parts 
of  the  body,  and  for  such  of  those  patients  who  can 
be  given  the  material  within  three  days  after  re- 
ceiving the  bites.  It  does  not  replace  anti-rabies 
vaccine,  but  serves  as  an  adjunct  in  certain  situa- 
tions. 

Rabies  Vaccine  (brain  tissue) . This  no  longer 
is  carried  in  stock  because  of  a lack  of  demand. 
However,  for  those  who  are  sensitive  to  egg  pro- 
tein, it  can  be  made  available. 

These  rabies  materials  are  sent  directly  to 
physicians  upon  request.  If  the  physician  states 
that  the  patient  cannot  pay  for  the  vaccine  or 
serum,  he  is  not  billed  for  it.  See  “Indications  and 
Products  for  Anti-Rabies  Treatment,”  in  the  June, 
1961,  issue  of  this  journal  (pp.  376-379). 

DENTAL  MATERIALS 

Sodium  Fluoride  Powder.  This  reagent,  for  top- 
ical applications  to  children’s  teeth,  may  be  ob- 
tained by  any  dentist  who  requests  it  from  the 
State  Hygienic  Laboratory,  Medical  Laboratories 
Building,  Iowa  City. 

GAMMA  GLOBULIN 


See  release  on  gamma  globulin  distribution 
dated  May  1,  1962. 

SNAKE  ANTI-VENOM 


Enough  of  this  material  for  one  treatment  is 
kept  in  the  offices  of  the  State  Department  of 
Health  and  at  the  following  poison  centers  set  up 
by  the  Division  of  Maternal  and  Child  Health: 


Iowa  Poison  Center 
Poison  Sub-Center 
Poison  Sub-Center 
Poison  Sub-Center 


Iowa  Methodist  Hospital, 
Des  Moines 

St.  Joseph  Mercy  Hospital, 
Mason  City 

Lutheran  Hospital,  Fort 
Dodge 

Dickinson  County  Memorial 
Hospital,  Spirit  Lake 


VACCINES  OCCASIONALLY  REQUIRED 
FOR  INTERNATIONAL  TRAVELERS 

These,  such  as  cholera  and  typhus  vaccines,  are 
not  supplied  through  the  State  Department  of 
Health.  The  physician  may  purchase  any  of  the 
vaccines  except  yellow  fever  vaccine  through  his 
local  pharmacy.  Since  yellow  fever  vaccine  is  very 
fragile,  it  may  be  given  in  no  place  other  than  a 
certified  yellow  fever  immunization  station.  For 
this  reason,  a yellow  fever  immunization  center 
has  been  set  up  at  the  S.U.I.  Student  Health  Serv- 
ice, in  Iowa  City.  The  vaccine  is  given  only  on 
Wednesdays  from  10:00  a.m.  to  12:00  m.,  by  ap- 
pointment. The  telephone  number  is  337-3111,  ex- 
tension 247. 


Activities  of  the  Division  of  Licensure 

The  Division  of  Licensure,  operating  under 
Chapter  147,  Code  of  Iowa,  regulates  the  licensing 
of  certain  professions  to  practice  in  the  State  of 
Iowa.  Chapter  147  states:  “No  person  shall  engage 
in  the  practice  of  medicine  and  surgery,  podiatry, 
osteopathy,  osteopathy  and  surgery,  chiropractic, 
nursing,  dentistry,  dental  hygiene,  optometry,  cos- 
metology, barbering,  funeral  directing  or  embalm- 
ing as  defined  in  the  following  chapters  of  this 
title,  unless  he  shall  have  obtained  from  the  state 
department  of  health  a license  for  that  purpose.” 
It  is  the  responsibility  of  the  various  examining 
boards  to  review  qualifications,  give  examinations 
and  certify  to  the  Commissioner  of  Public  Health 
those  individuals  who  are  acceptable  for  licensure 
by  the  State  of  Iowa,  in  their  respective  profes- 
sions. 

The  work  of  the  Division  consists  of  handling 
correspondence  regarding  licensure  requirements, 
receiving  of  applications  and  fees  for  examinations 
and  licensure,  printing  examinations,  proctoring 
examinations  and  issuing  licenses,  after  certifica- 
tion by  the  appropriate  boards  of  examiners. 

All  material  connected  with  each  examination 
for  a license  shall  be  filed  with  the  State  Depart- 
ment of  Health  and  preserved  for  five  years  as  a 
part  of  the  records  of  the  Department,  during 
which  time  said  records  shall  be  open  to  public 
inspection. 

The  Boards  of  Cosmetology,  Barbering,  Chiro- 
practic, Medicine  and  Surgery  and  Osteopathy 
operate  under  separate  offices  from  the  Division 
of  Licensure;  however,  all  licenses  except  those 
in  cosmetology  and  barbering  are  made  out  by 
this  Division  and  submitted  to  the  Commissioner 
of  Public  Health  for  his  signature. 

Under  the  provisions  of  the  Code  of  Iowa,  Chap- 
ter 135D,  the  State  Department  of  Health  is  author- 
ized to  administer  the  laws  relating  to  mobile 
home  parks.  The  Division  of  Licensure  accepts  ap- 
plications and  fees  for  licensure  and  at  the  direc- 
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tion  of  the  Division  of  Public  Health  Engineering, 
issues  licenses  for  a period  of  one  year. 

BOARDS  OF  LICENSURE 

FEES  COLLECTED,  APPROPRIATIONS  AND  EXPENDITURES 
IN  THE  FISCAL  BIENNIUM  JULY  I,  I960  TO  JUNE  30, 

1962 

State  law  provides  that  these  examining  boards 
shall  function  through  the  State  Department  of 
Health,  but  the  details  of  their  operation  vary 
with  the  terms  of  the  statutes  setting  up  these 
different  professional  licensure  groups.  The  fol- 
lowing constitutes  a summary,  and  should  any- 
one desire  more  information,  he  can  obtain  it 
from  the  examining  board  in  question  or  from 
the  Division  of  Licensure,  State  Department  of 
Health. 

Each  board  derives  fees  from  a variety  of 
sources  such  as  examinations,  renewals  of  license, 
certifications  of  grades,  reinstatements,  itinerant 
practitioner  licenses,  and  licenses  issued  on  the 
basis  of  reciprocity. 

CHIROPRACTIC  EXAMINERS 

Chiropractic  fees  were  collected  in  the  amount 
of  $4,814.00  during  this  period.  Two  examinations 
were  held,  and  56  new  licenses  were  issued. 
There  are  approximately  1,485  practitioners  cur- 
rently registered  in  Iowa,  and  the  renewal  fee 
is  $1.00  per  year.  Receipts  are  deposited  in  the 
State  General  Revenue  Fund.  The  appropriation 
for  the  biennium  was  $10,860.00,  and  the  total 
expended  was  $10,934.82. 

DENTAL  EXAMINERS 

Dentistry  fees  were  collected  in  the  amount  of 
$15,927.00  during  the  past  fiscal  biennium.  New 
licenses  were  issued  to  199  dentists,  and  to  97 
dental  hygienists.  Two  examinations  were  held. 
There  are  approximately  2,277  dentists  and  246 
dental  hygienists  currently  registered  in  this  state. 
The  renewal  fee  for  dentists  is  $5.00  per  year, 
$4.00  of  which  goes  to  a special  fund  for  use  by 
the  Board  of  Dental  Examiners,  and  $1.00  goes 
into  the  General  Revenue  Fund.  The  hygienists’ 
renewal  fee  is  $1.00,  and  this  money  is  deposited 
in  the  General  Revenue  Fund.  The  appropriation 
for  the  biennium  was  $5,300.00,  and  the  total  ex- 
penditures for  the  biennium  have  been  $6,693.93. 

FUNERAL  DIRECTOR  AND  EMBALMER  EXAMINERS 

Funeral  director  and  embalmer  fees  were  col- 
lected in  the  amount  of  $12,804.00  during  these 
two  years,  37  new  licenses  were  issued,  and  the 
examination  was  given  four  times.  There  are  ap- 
proximately 1,360  such  practitioners  currently 
registered  in  the  state,  and  their  renewal  fee  is 


$5.00,  of  which  $3.00  goes  into  a special  fund  for 
the  use  of  the  board,  and  $2.00  is  deposited  in  the 
General  Revenue  Fund.  The  appropriation  for 
the  bienniuum  was  $7,200.00  and  the  total  ex- 
penditures have  been  $6,300.52. 

MEDICAL  EXAMINERS 

Medicine  and  surgery  fees  were  collected  in 
the  amount  of  $40,286.00  during  this  period. 
Three  hundred  thirty -five  new  medical  licenses  and 
33  new  resident  physician  licenses  were  issued, 
and  the  licensure  examination  was  given  five 
times.  There  are  approximately  4,745  doctors  of 
medicine  currently  registered,  and  their  renewal 
fee  is  $3.00  per  year.  Receipts  are  deposited  in 
the  state’s  General  Revenue  Fund.  The  appropri- 
ation for  the  biennium  was  $30,060.00,  and  the 
total  expenditures  for  the  biennium  were  $31,- 
060.12. 

OPTOMETRy  EXAMINERS 

Optometry  fees  were  collected  in  the  amount 
of  $4,611.00.  Nineteen  new  licenses  were  issued, 
and  the  examination  was  given  twice.  There  are 
approximately  528  optometrists  currently  regis- 
tered in  the  State  of  Iowa.  Their  renewal  fee  is 
$5.00  per  year,  and  this  money  is  deposited  in 
the  General  Revenue  Fund.  The  appropriation 
for  the  biennium  was  $2,500.00,  and  the  total  ex- 
penditures were  $2,733.23. 

OSTEOPATHY  EXAMINERS 

Osteopathy  fees  were  collected  in  the  amount 
of  $7,266.25  during  this  period.  The  examinations 
were  held  five  times,  and  124*  new  licenses  were 
issued.  There  are  approximately  1,000  practition- 
ers currently  registered  in  Iowa.  The  osteopaths’ 
renewal  fee  is  $1.00  per  year,  and  receipts  are  de- 
posited in  the  General  Revenue  Fund.  The  appropri- 
ation for  the  biennium  was  $4,600.00,  and  the 
total  expenditures  were  $4,463.69. 

PODIATRY  EXAMINERS 

Podiatry  fees  were  collected  in  the  amount  of 
$1,333,00  during  this  period,  the  examination  was 
given  twice,  and  10  new  licenses  were  issued. 
Currently,  there  are  approximately  197  podia- 
trists registered  in  Iowa.  Their  renewal  fee  is 
$5.00  per  year,  and  receipts  are  deposited  in  the 
General  Revenue  Fund.  The  appropriation  for 
the  biennium  was  $1,000.00,  and  the  total  expendi- 
tures for  the  biennium  were  $1,515.78. 

* Twenty  or  30  of  these  124  represent  new  licensees.  The 
larger  number  includes  previously  licensed  osteopathic 
physicians  who  took  the  examination  for  osteopathic  phy- 
sician and  surgeon. 
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Salmonellosis 

On  July  22,  1962,  a family  reunion  was  held  in 
Cerro  Gordo  County  at  which  seventeen  persons 
ate  both  dinner  and  supper.  Fifteen  of  these  per- 
sons and  three  neighborhood  youngsters  became 
ill.  Of  four  who  were  hospitalized,  one,  aged  85, 
died.  Laboratory  findings  confirmed  the  clinical 
manifestations  of  salmonellosis  (S.  typhimurium) 
found  in  the  stools  of  two  of  the  patients. 

Although  none  of  the  food  served  was  available 
for  examination,  home-made  ice  cream,  with  raw 
milk  and  cream  used  to  prepare  the  uncooked  cus- 
tard, was  the  food  item  incriminated.  Because  of 
the  time  lapse  between  the  date  of  the  reunion  and 
the  date  we  were  notified  (37  days),  an  accurate 
account  of  the  foods  eaten  by  all  persons  was  not 
available.  However,  it  is  reasonable  to  assume 
that  the  home-made  ice  cream  was  the  source  of 
contamination  because  three  neighbor  children, 
who  did  not  attend  the  family  gathering,  became 
sick  from  sampling  the  ice  cream  soon  after  it 
was  prepared. 

One  of  the  family  group,  who  was  not  ill,  did 
not  eat  any  ice  cream.  The  other  person,  who  ate 
ice  cream,  was  listed  as  not  being  ill.  However, 
this  person  lives  out  of  the  state  and  could  not  be 
directly  interviewed. 

Incubation  periods  ranged  from  20  to  72  hours. 
The  median  was  28  hours. 

In  late  August  eggs  and  unpasteurized  cream 
and  milk  were  obtained  from  the  farm  where  the 
original  ingredients  were  purchased  for  use  in 
the  ice  cream.  Chicken  droppings  and  swabbings 
of  milk  utensils  and  the  general  area  of  the  milk 
house  were  also  gathered  and  sent  to  the  State 
Hygienic  Laboratories  at  Iowa  City,  Iowa.  Cul- 
tural findings  were  negative  to  salmonella  from  the 
above  specimens  submitted. 


General  Surgery  Is  Called 
Overcrowded 

Young  men  who  are  ready  to  choose  among  the 
types  of  medical  practice  should  study  the  results 
of  a recent  survey  conducted  by  the  American 
College  of  Surgeons,  and  if  they  accept  the  results 
of  that  study,  they  will  steer  away  from  general 
surgery  and  from  obstetrics  and  gynecology.  The 
ACS  members — or  a considerable  majority  of 
them — think  that  there  are  already  too  many  prac- 
titioners of  those  specialties. 

In  the  largest  medical  survey  of  its  kind,  the 
ACS  sent  questionnaires  to  20,672  surgeons,  and 
received  replies  from  13,477  of  them.  The  con- 
sensus was  that  new  men  will  find  the  going 
easiest  in  psychiatry,  brain  surgery,  otolaryngology 
or  general  practice.  About  40  per  cent  of  the  re- 
spondents said  there  are  too  few  ophthalmologists 
in  their  towns. 

Over  55  per  cent  said  there  are  “too  many”  gen- 


eral surgeons  in  their  localities.  Fifty-seven  per 
cent  said  their  communities  have  too  few  psy- 
chiatrists, but  surprisingly,  10  per  cent  said  there 
were  too  many.  More  than  half  said  that  there 
aren’t  enough  general  practitioners. 

The  surgeons  were  also  asked  some  questions 
about  the  fees  that  they  charge,  and  whether  they 
vary  their  charges  according  to  the  patients’  in- 
comes, even  though  both  rich  and  poor  are  cov- 
ered by  insurance.  Those  ones  of  their  answers 
haven’t  yet  been  summarized. 


Morbidity  Report  for  Month 
of  December,  1962 


1962 

Diseases  Dec. 

1962 

Nov. 

1961 

Dec. 

Most  Cases  Reported 
From  These  Counties 

Diphtheria 

0 

! 

0 

Scarlet  fever 

261 

198 

195 

Clay,  Jefferson,  Johnson, 

Typhoid  fever 

0 

0 

0 

Kossuth,  Polk 

Smallpox 

0 

0 

0 

Measles 

744 

295 

217 

Des  Moines,  Hancock, 

Whooping  cough 

13 

7 

16 

Scott,  Winnebago 
Boone,  Cerro  Cordo 

Brucellosis 

7 

3 

12 

Polk 

Chickenpox 

877 

303 

359 

Clay,  Dubuque,  Polk,  Scott 

Meningococcic 

meningitis 

0 

2 

4 

Mumps 

154 

86 

356 

Clay,  Polk,  Scott 

Poliomyelitis 

0 

0 

2 

Infectious  hepatitis 

29 

29 

148 

Polk,  Pottawattamie,  Scott 

Rabies  in  animals 

20 

9 

18 

Fayette,  Polk,  Sac 

Malaria 

0 

0 

0 

Psittacosis 

0 

0 

0 

Q fever 

0 

0 

0 

Tuberculosis 

32 

23 

22 

For  the  state 

Syphilis 

70 

65 

100 

For  the  state 

Gonorrhea 

157 

102 

134 

For  the  state 

Histoplasmosis 

21 

5 

3 

Cerro  Gordo  (delayed  re- 

Food  Intoxication 

0 

0 

325 

ports) 

Meningitis  (type 
unspecified ) 

0 

2 

0 

Diphtheria  carrier 

29 

0 

0 

Woodbury  (delayed  re- 

Aseptic  meningitis 

0 

1 

0 

ports) 

Salmonellosis 

0 

3 

2 

Tetanus 

0 

3 

0 

Chancroid 

1 

0 

1 

Ida 

Encephalitis  (type 
unspecified  J 

1 

0 

1 

Allamakee 

H.  influenzal 
meningitis 

0 

0 

0 

Amebiasis 

0 

13 

0 

Shigellosis 

1 

1 

1 

Polk 

Influenza 

0 

0 

8 

eAuMialmcJ 

1 


mb 


Iowa  Takes  a New  Look  at  AMA-ERF 

After  attending  a very  inspiring  regional  AMA- 
ERF  conference  it  is  apparent  to  me  that  our 
program  in  Iowa  presents  a real  challenge.  Reme- 
dial work  and  effort  are  needed  to  bring  it  into 
proper  perspective  with  relation  to  our  many  fine 
accomplishments  in  other  activities.  The  Auxil- 
iary’s contributions  for  last  year  averaged  41  cents 
per  capita. 

Slogans  and  unique  phrases  are  only  words 
until  they  are  translated  into  action.  However, 
we  have  signs  of  activity  such  as  news  of  county 
fund  raising  events  which  include  sales  of  cards, 
a silent  auction,  a money  tree  and  use  of  the 
Christmas  card. 

We  must  challenge  the  imagination  and  talents 
of  all  our  members.  In  the  program  of  the  Medi- 
cal Auxiliary  to  “assist  in  the  advancement  of 
medicine  and  public  health,”  there  is  no  better  way 
to  preserve  the  heritage  of  free  medicine  in  Ameri- 
ca than  to  support  medical  education  and  research. 

The  success  or  failure  of  any  program  is  not 
the  sole  responsibility  of  a chairman  and  a few 
officers,  but  rather  is  the  responsibility  of  the  en- 
tire membership.  In  individual  action  lies  the 
secret  of  success. 

As  Mi’s.  Thuss  so  aptly  said  about  the  county 
Auxiliary  member:  “She  sees  with  her  eyes  the 
needs  of  her  community.  She  speaks  from  the 
heart  in  support  of  the  objectives  of  the  Auxiliary 
and  AMA;  and  she  works  toward  our  aim  for 
excellence  in  the  Auxiliary  program  of  1962-63.” 

- — Mrs.  A.  C.  Richmond 
President 


Annual  Meeting 

It  isn’t  too  early  to  make  your  plans  to  attend 
the  1963  Annual  Meeting,  scheduled  for  April  8 
and  9 at  the  Savery  Hotel,  Des  Moines.  The  Board 
of  Directors  will  meet  at  the  Savery  on  Sunday 
afternoon,  April  7.  The  committees  are  working 
on  plans  now  for  what  is  hoped  will  be  the  most 
interesting,  most  informative  and  the  best  meet- 
ing yet.  Your  attendance  will  help  to  accomplish 
those  objectives. 


Now  Is  the  Time 

It  is  very  important  that  dues  be  paid  by 
March  1,  so  that  your  treasurer  will  be  able  to 
meet  the  National  Auxiliary’s  deadline.  Her  re- 
port is  due  in  the  Chicago  office  by  March  31. 
The  number  of  members  whose  dues  have  been 
reported  by  March  31  will  govern  the  number  of 
delegates  the  Iowa  Auxiliary  will  have  to  repre- 
sent you  at  the  national  meeting  in  June. 

National  dues  are  acceptable  until  June  30, 
but  the  state  Auxiliary  is  hoping  there  will  be 
no  tardy  dues  this  year.  Have  you  mailed  yours? 

Your  Finance  Chairman,  Mrs.  E.  A.  Vorisek, 
says: 

1.  Send  the  Health  Education  Loan  Fund  contri- 
bution to  the  HELF  Treasurer:  Mrs.  A.  W.  Pun- 
tenney,  421  South  Marshall  Street,  Boone,  Iowa. 

2.  Send  bulletin  subscriptions  ($1.00  per  year) 
to  Mrs.  G.  S.  Atkinson,  1004  Third  Avenue  East, 
Oskaloosa. 

3.  For  memorials  send  notices  of  the  deaths  of 
members  of  your  Auxiliary  to  Mrs.  E.  A.  Vorisek, 
6205  Woodland  Road,  Des  Moines  12. 

4.  Also,  send  notices  on  deceased  members  of 
the  Iowa  Medical  Society  to  Mrs.  E.  A.  Vorisek. 
The  Iowa  Auxiliary  honors  deceased  Auxiliary 
members  by  a memorial  contribution  to  HELF, 
and  deceased  members  of  the  Iowa  Medical  So- 
ciety by  a memorial  contribution  to  AMA-ERF. 
Be  sure  to  include  the  name  and  address  of  the 
family  to  whom  acknowledgement  of  the  Auxil- 
iary Memorial  gift  should  be  sent. 


Who  Belongs  to  the  Woman's 
Auxiliary? 

There  are  82,700  physicians’  wives  who  use 
their  time  and  talents  to  help  their  husbands  pro- 
vide the  best  medical  care  in  the  world  to  the  peo- 
ple in  their  communities.  Are  you  one  of  them? 

They  engage  in  far-reaching  and  productive  ac- 
tivities, guided  and  supervised  by  leaders  in  the 
medical  profession  who  know  the  needs  of  medi- 
cine. 

They  work  at  community  health  projects  in 
which  your  help  is  very  much  needed.  Your  med- 
ical society  would  greatly  appreciate  your  as- 
sistance. 


Ill 
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COUNTY  AUXILIARIES 


Black  Hawk  County 

The  Annual  Medicine  Ball  sponsored  by  the 
Black  Hawk  Medical  Auxiliary  is  scheduled  for 
Wednesday,  February  6.  The  Ball  is  to  be  held 
at  the  Tavern  on  the  Green,  in  Waterloo,  and  the 
theme  will  be  “Musical  Memories.” 

Dinner  is  to  be  served  from  7:30  to  10:00  p.m., 
with  dancing  from  9:30  p.m.  to  12:30  a.m.  to  music 
of  Vance  Dixon’s  Band. 

Mrs.  Lewis  Zager  is  serving  as  general  chairman, 
assisted  by  the  co-chairmen  of  the  Program  Com- 
mittee, Mrs.  Russell  Gerard,  Mrs.  Richard  Wal- 
dorf and  Mrs.  Richard  Acker.  Mrs.  J.  Eugene  Gold- 
berg is  in  charge  of  decorations;  Mrs.  Arthur 
Perley  and  Mrs.  George  Bairnson  are  the  Pub- 
licity Chairmen;  and  Mrs.  Craig  Ellyson  and  Mrs. 
Gardner  Phelps  are  Ticket  Co-Chairmen. 


Buchanan  County 

Following  is  an  activity  resume  of  the  Buchanan 
County  Mental  Health  Committee. 

October — We  donated  a two-place  hot  plate  to 
the  special  education  classes. 

November — All  the  children  (45)  in  the  special 
education  classes  were  our  guests  for  a Thanks- 
giving Day  dinner  (November  24),  served  at  the 
St.  John’s  School  Cafeteria,  together  with  the 
three  teachers  and  the  superintendent  of  Buchanan 
County  Schools. 

Our  Society  takes  a very  active  interest  in  these 
children  in  special  education.  We  have  volunteers 
who  assist  the  teachers,  every  Friday,  in  art, 
sewing,  and  woodwork  classes. 

December — On  the  18th  we  had  a Christmas 
party  for  the  residents  of  the  Buchanan  County 
Home.  We  served  a lunch,  gave  each  resident  a 
gift,  and  had  a carol  “sing”  at  which  time  many 
of  the  residents  favored  us  with  solos. 

During  the  Christmas  party  at  the  Mental 
Health  Institute  in  Independence,  gifts  were  pre- 
sented to  each  child  enrolled  in  the  children’s 
program  at  the  institution. 

— Mrs.  D.  W.  Ingham  (Maibelle) 
Mental  Health  Chairman 


Cerro  Gordo  County 

The  Cerro  Gordo  County  Medical  Auxiliary 
met  on  Tuesday,  January  8,  at  the  home  of  Mrs. 
Robert  Powell.  The  business  meeting  was  con- 
ducted by  the  president,  Mrs.  Paul  Potter. 

John  Mooney,  Jr.,  presented  the  film  “No  Man 
Is  a Stranger,”  showing  the  progress  that  has 
been  achieved  in  treating  the  mentally  ill  in  Haiti. 
The  documentary  film  unfolded  the  story  of  re- 
habilitation of  three  mentally  ill  patients,  and 
contrasted  the  treatment  in  the  ultramodern  psy- 
chiatric clinic  in  Port-au-Prince  with  the  primitive 
camp  of  dirty  shacks  at  Port  Beudet. 


Alert!! 

The  Essay  Contest  is  nearing  its  final  weeks! 
Topic  choice:  “The  Advantages  of  Private  Medi- 
cal Care”  or  “The  Advantages  of  the  American 
Free  Enterprise  System  Over  Communism.” 

Have  you  followed  up  on  your  contact  with 
your  schools  regarding  participation?  Remember, 
essays  must  be  submitted  to  the  county  Auxiliary 
or  medical  society  before  March  1. 

The  first  three  prize-winning  essays  at  county 
level  must  be  sent  to:  Woman’s  Auxiliary  to  the 
Iowa  Medical  Society,  529-36th  Street,  Des  Moines 
12  by  March  15. 


Caduceus  Capers 

The  dance  for  the  benefit  of  the  Health  Educa- 
tion Loan  Fund  this  year  will  be  held  at  the  Fort 
Des  Moines  Hotel  on  Tuesday  evening,  April  9. 
Standard  Medical  and  Surgical  Company  will 
again  cooperate  with  the  Auxiliary  on  this  bene- 
fit project.  Plan  to  attend  and  enjoy  a social  eve- 
ning with  friends,  as  well  as  doing  your  bit  for 
the  HELF. 


Note 

Sorry — the  gremlins  were  with  us  last  month. 
The  new  address  for  Millie  Moe  (Mrs.  R.  H.)  is 
906  Grandview  Avenue,  Council  Bluffs.  Will  you 
please  make  this  change  in  your  Auxiliary  year- 
book? 


WOMAN’S  AUXILIARY  TO  THE  IOWA  MEDICAL  SOCIETY 


President— Mrs.  A.  C.  Richmond,  1132  A Avenue,  Fort  Madison 
President-Elect—  Mrs.  G.  J.  McMillan,  436  Avenue  C,  Fort 
Madison 

Recording  Secretary— Mrs.  N.  A.  Schacht,  1025  North  23rd 
Street,  Fort  Dodge 


Corresponding  Secretary — Mrs.  F.  L.  Poepsel,  Box  176,  West 
Point 

Treasurer — Mrs.  M.  B.  Cunningham,  Norwalk 

Editor  of  the  news — Mrs.  R.  H.  Palmer,  Box  568,  Postville 
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the 

longest 

“needle” 

in  the 
world 


It  never  stings — needs  no  sterilizing. 
It  reaches  all  the  way  from  your  office 
to  the  patient’s  home  to  give  him  po- 
tent penicillin  therapy  as  often  and  as 
long  as  he  needs  it.  It’s  an  oral  “needle,”  of  course 
. . . V-Cillin  K®.  . . the  penicillin  that  makes  oral 
therapy  as  effective  as  intramuscular,  but  safer — 
and  much  more  pleasant. 


V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly)  (penicillin  V 
potassium) 


Sometimes  your  judgment  dictates  parenteral  pen- 
icillin for  your  office  patients.  But  to  extend  that 
therapy,  take  advantage  of  the  longest  “needle” 
in  the  world  . . . V-Cillin  K. 

Tablets  V-Cillin  K,  125  or  250  mg.  (scored). 

V-Cillin  K,  Pediatric,  125  mg.  per  5 cc.,  in  40  and 
80-cc.-size  packages. 

This  is  a reminder  advertisement.  For  adequate  infor 
mation  for  use,  please  consult  manufacturer's  litera 
ture.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana 
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in  severe  respiratory  infections 
refractory  to  other  measures 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis 

for  established 

clinical  efficacy  against 
susceptible  organisms 


In  Friedlander’s  Pneumonia3'13 

Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
a good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 

In  Hemophilus  Influenzae  Pneumonia3,4,13,14 

Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
in  pneumonias  caused  by  H.  influenzae. 

I In  Staphylococcal  Pneumonia18,13 

CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and— 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 

In  Acute  Epiglottitis4*10*13 

This  condition  is  most  often  caused  by  H.  influenzae , most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 

In  Pneumonias  Due  to  Gram-negative  Bacilli9 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter , Proteus  of  various  species,  Paracolobactrum,  and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 

In  Staphylococcal  Empyema12 

The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  M.  Clin.  North  America  43:191.  1959.  (4)  Krugman,  S.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M„  & Holmes,  F.  H.:  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22:769,  1958.  (7)  Calvy,  G.  L.: 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H„  III,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M.:  Rhode 

Island  M.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  P.  R.:  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C.:  Hawaii 
M.  J.  17:339,  1958.  (13)  Rosenthal,  I.  M.:  CP  17:77  (March)  1958.  (14)  Gaisford,  W.:  Brit.  M.  J. 

PARKE.  DAVIS  A COMPANY.  Detroit  32,  Michigan  1:230,  1959. 
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GEORGE  H.  SCANLON,  M.D. 
President 


Iowa  Medical  Society 
1962-1963 


GENERAL  SESSIONS 


Grand  Ballroom 


Monday  Morning,  April  8 


8:00  a.m.  exhibits 


8:55  a.m.  Invocation 

The  Reverend  E.  H.  Hoenig,  Grin- 
ned, Iowa 

Chaplain,  St.  Francis  Hospital 


9:00  a.m.  President’s  Address 

George  H.  Scanlon,  M.D.,  Iowa  City, 
Iowa 

President,  Iowa  Medical  Society 


12:15  p.m.  reservation  luncheon — Wedge  wood 
Room 

panel  discussion:  what  time  of  day  is 

IT  IN  THE  WELFARE  STATE? 

Moderator — Tom  D.  Throckmorton, 
M.D.,  Des  Moines,  Iowa 

“Is  a Penny  Saved  a Penny  Earned?” 
— Mr.  Blough 

“Who  Pays  the  Bill?” — Dr.  Sawyer 

“Freedom  of  the  Press — Its  Respon- 
sibilities”— Mr.  Jones 

“If  We  Could  Turn  Back  the  Clock” — 
Dr.  Baugh 

“The  Cure  for  Government  by  Pres- 
sure”— Senator  Morton 


Monday  Afternoon,  April  8 


9:30  a.m.  Lawrence  J.  Halpin,  M.D.,  Cedar 
Rapids,  Iowa 

“Treatment  of  Allergic  Emergencies” 


2: 00  p.m.  The  Honorable  Thruston  B.  Morton, 
Louisville,  Kentucky,  United  States 
Senator 

“Practical  Politics” 


10:00  a.m.  Paul  T.  Cash,  M.D.,  Des  Moines,  Iowa 

“Modern  Drug  Therapy  in  Clinical 
Psychiatry” 


2:30  p.m.  Mr.  Roger  M.  Blough,  New  York  City, 
New  York 

“Economic  Prescriptions  Unlimited” 


3:00  p.m.  recess  to  visit  exhibits 


10:30  a.m.  recess  to  visit  exhibits 


11:15  a.m.  Kenneth  C.  Sawyer,  M.D.,  Denver, 
Colorado 

“Town  and  Gown” 


3:45  p.m.  C.  W.  Baugh,  M.D.,  Saskatoon,  Sas- 
katchewan 

“The  Saskatchewan  Story” 


The  scientific  program  will  be  ac- 
ceptable to  the  American  Academy 
of  General  Practice  for  10  hours 
of  Category  II  credit. 


11:45  a.m.  Mr.  Jenkin  L.  Jones,  Tulsa,  Oklahoma 
“The  Birth  of  Wisdom” 
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David  Baridon,  Jr.,  M.D.,  of  Des  Moines  (left),  is  cei’tified  by  the  American  Board  of  Pathology,  and 
is  a member  of  the  College  of  American  Pathologists  and  American  Society  of  Clinical  Pathologists.  Charles 
W.  Baugh,  M.D.,  of  Saskatoon,  Saskatchewan  (center),  is  an  assistant  professor  of  medicine  at  the  Univer- 
sity of  Saskatchewan,  and  medical  director,  Red  Cross  Blood  Transfusion  Service.  Charles  M.  Blackburn, 
M.D.,  of  Rochester,  Minnesota  (right),  is  a staff  member  of  the  section  of  Clinical  Oncology,  Mayo  Clinic, 
an  assistant  professor  of  medicine,  Mayo  Foundation,  University  of  Minnesota,  and  a consultant,  National 
Cancer  Institute. 


Mr.  Roger  M.  Blough,  of  New  York  City  (left),  is  chairman  of  the  board  of  directors,  United  States 
Steel  Corporation,  a member  of  the  American  Bar  Association  and  of  the  Council  on  Foreign  Relations, 
and  a trustee  of  the  National  Industrial  Conference  Board,  of  Presbyterian  Hospital,  and  of  the  Nation- 
al Fund  for  Medical  Education.  Miss  Alice  Budny,  of  Milwaukee  (center),  is  president  of  the  American 
Association  of  Medical  Assistants,  and  advisor  to  the  Milwaukee  Institute  of  Technology,  and  member  of 
the  Speakers  Bureau  of  the  Milwaukee  School  Board.  Paul  T.  Cash,  M.D.,  of  Des  Moines  (right),  is  certified 
by  the  American  Board  of  Psychiatry  and  Neurology,  is  a fellow  of  the  American  Psychiatric  Association, 
and  is  a member  of  the  American  Electroencephalographic  Society,  of  the  Association  for  Research  in  Nerv- 
ous and  Mental  Diseases,  and  of  the  American  Academy  of  Neurology. 


General  Session  (Continued) 

Grand  Ballroom 


Tuesday  Morning,  April  9 

Donald  S.  Childs,  Jr.,  M.D.,  Roches- 
ter, Minnesota 

8:00  a.m.  exhibits 

Malcolm  B.  Dockerty,  M.D.,  Roches- 
ter, Minnesota 

Charles  W.  McLaughlin,  Jr.,  M.D., 
Omaha,  Nebraska 

9:00  a.m.  Mr.  Robert  B.  Throckmorton,  Des 
Moines,  Iowa 

“Kerr-Mills  at  Home” 

Tuesday  Afternoon,  April  9 

9:30  a.m.  David  Baridon,  Jr.,  M.D.,  Des  Moines 
Iowa 

“Practical  Cervical  Cytology” 

2:00  p.m.  Wendell  Johnson,  Ph.D.,  Iowa  City, 
Iowa 

“Stuttering  From  the  Horse’s  Mouth” 

10: 00  a.m.  Robert  C.  Hardin,  M.D.,  Iowa  City,  Iowa 

“Trends  in  Medical  Education” 

2: 30  p.m.  William  C.  Keettel,  M.D.,  Iowa  City, 
Iowa 

10:  30  a.m.  recess  to  visit  exhibits 

“The  Use  of  Hormones  in  the  Fe- 
male” 

11:15  a.m.  Fred  T.  Kolouch,  M.D.,  Twin  Falls, 
Idaho 

3:00  p.m.  recess  to  visit  exhibits 

“The  Role  of  the  Patient  in  Surgical 
Convalescence” 

3:45  p.m.  Miss  Alice  Budny,  Milwaukee,  Wiscon- 
sin 

12: 00  p.m.  erskine  memorial  lecture — Grand  Ball- 
room— Luncheon— Open  to  All 
Members 

“Your  Medical  Assistant — Asset  or 
Liability” 

panel  discussion:  cancer  of  the  breast 

Robert  T.  Tidrick,  M.D.,  Iowa  City, 
Iowa,  Moderator 

4:15  p.m.  Ernest  B.  Howard,  M.D.,  Chicago,  Illi- 
nois 

Charles  M.  Blackburn,  M.D.,  Roches- 
ter, Minnesota 

“The  Medical  Profession — 1963” 
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Robert  C.  Hardin,  M.D.,  of  Iowa  City  (left),  is  dean  of  the  S.UJ.  College  of  Medicine,  a consultant  to 
the  Veterans  Administration  Hospitals  in  Iowa  City  and  Des  Moines,  and  a consultant  in  pathology  and 
allied  sciences  to  the  Office  of  the  Surgeon  General,  U.  S.  Army.  Ernest  B.  Howard,  M.D.,  of  Chicago 
(center),  is  assistant  executive  vice-president  of  the  American  Medical  Association,  and  he  was  chief  of 
the  U.  S.  State  Department’s  mission  to  Peru  in  1946-47,  and  recipient  of  Peru’s  highest  decoration,  the 
Order  of  the  Sol.  Wendell  Johnson,  Ph.D.,  of  Iowa  City  (right),  is  a professor  of  speech  pathology  and 
psychology  at  SUI,  a fellow  and  past  president  of  the  American  Speech  and  Hearing  Association,  chair- 
man of  the  American  Speech  and  Hearing  Foundation,  a fellow  of  the  American  Psychology  Association, 
and  a consultant  in  speech  pathology  to  the  national  office  of  the  U.  S.  Veterans  Administration. 


Donald  S.  Childs,  Jr.,  M.D.,  of  Rochester,  Minnesota  (left),  is  head  of  the  Section  of  Therapeutic  Radi- 
ology, Mayo  Clinic,  a member  of  the  board  of  trustees  of  the  American  Board  of  Radiology  and  a con- 
sultant to  the  United  States  Atomic  Energy  Commission.  Malcolm  B.  Dockerty,  M.D.,  of  Rochester,  Min- 
nesota (center),  is  head  of  the  department  of  Surgical  Pathology,  Mayo  Clinic,  and  a professor  of  pa- 
thology, Mayo  Foundation  for  University  of  Minnesota.  Lawrence  J.  Halpin,  M.D.,  Cedar  Rapids  (right), 
is  a fellow  and  past-president  of  the  American  College  of  Allergists,  a member  of  the  editorial  board  of 
the  annals  of  allergy,  and  speaker  of  the  Iowa  Medical  Society  House  of  Delegates. 


Special  Meetings  and  Dinners 


Sunday,  April  7 


AMERICAN  MEDICAL  WOMEN’S 
ASSOCIATION,  IOWA  BRANCH  19 

The  annual  meeting  of  the  American  Medical 
Women’s  Association,  Iowa  Branch  19,  will  be  held 
at  the  home  of  Dr.  Jean  Glissman,  2031  70th  Street, 
Des  Moines  at  7:30  p.m.  All  Iowa  medical  women 
are  invited  to  attend. 

GOLF  TOURNAMENT 

The  Annual  Golf  Tournament  will  be  held  in 
Des  Moines  at  the  Wakonda  Club.  Physicians  may 
begin  play  at  any  time  during  the  day,  but  the  ma- 
jority will  start  at  1 p.m.  Dinner  and  awarding  of 
prizes  will  follow.  Reservations  should  be  made 
with  Dr.  Harold  J.  McCoy,  212  Bankers  Trust 
Building,  Des  Moines  9. 


Monday,  April  8 

IOWA  ACADEMY  OF  SURGERY 

Wakonda  Club 
Business  Meeting:  6 p.m. 

Social  Hour:  6:30  p.m. — Dinner:  8 p.m. 

Resei'vations:  R.  C.  Schropp,  M.D. 
1407  Woodland  Avenue,  Des  Moines  14 


IOWA  ASSOCIATION  OF  PATHOLOGISTS 
AND 

IOWA  SOCIETY  OF  MEDICAL 
TECHNOLOGISTS 

Cloud  Room,  Des  Moines  Municipal  Airport 
Social  Hour:  6:30  p.m. — Dinner:  7:45  p.m. 
Guest  Speaker:  J.  L.  Titus,  M.D., 
Rochester,  Minnesota 

Department  of  Pathologic  Anatomy,  Mayo  Clinic 
Reservations:  F.  C.  Coleman,  M.D. 

Mercy  Hospital,  Des  Moines 


IOWA  ORTHOPEDIC  SOCIETY 

South  Room — Des  Moines  Club 
Social  Hour:  6 p.m. — Dinner:  8 p.m. 
Reservations:  W.  E.  Catalona,  M.D. 

309  East  Third  Street,  Muscatine 

IOWA  PSYCHIATRIC  SOCIETY 

West  Room — Hotel  Savery 
Business  Meeting:  5 p.m. 

Social  Hour:  6 p.m.— Dinner:  7 p.m. 
Reservations:  H.  C.  Merillat,  M.D. 

2801  Woodland  Avenue,  Des  Moines  12 

IOWA  RADIOLOGICAL  SOCIETY 

Hotel  Fort  Des  Moines — Third  Floor 
Business  Meeting — 5 p.m. 

Des  Moines  Club 

Social  Hour:  6 p.m. — Dinner:  7 p.m. 
Reservations:  L.  L.  Maher,  M.D. 

1419  Woodland  Avenue,  Des  Moines  14 

IOWA  CHAPTER,  INTERNATIONAL 
COLLEGE  OF  SURGEONS 

Des  Moines  Club 

Social  Hour:  6 p.m. — Dinner:  7 p.m. 

Frank  R.  Peterson,  M.D.,  Cedar  Rapids,  will  pre- 
sent the  Bernard  C.  Barnes  Memorial  Lecture 
Reservations:  M.  T.  Bates,  M.D. 

1068  Fourth  Street,  Des  Moines  14 


All  members  of  the  IMS 
are  encouraged  to  attend 

MEETINGS  OF  THE 
HOUSE  OF  DELEGATES 

Sunday,  April  7 — 10  a.m. 
Wedgewood  Room — 
Hotel  Fort  Des  Moines 

Wednesday,  April  10 — 8 a.m. 
Grand  Ballroom — Hotel  Savery 
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Mr.  Jenkin  L.  Jones,  of  Tulsa  (left),  is  editor  of  the  tulsa  tribune,  vice-president  of  the  Tulsa  Trib- 
une Company,  and  a past-president  of  the  American  Society  of  Newspaper  Editors.  William  C.  Keettel, 
M.D.,  of  Iowa  City  (center),  is  professor  and  head  of  the  Department  of  Obstetrics  and  Gynecology  at 
the  SUI  College  of  Medicine,  a fellow  of  the  American  College  of  Surgeons,  and  a member  of  the  Cen- 
tral Association  of  Obstetricians  and  Gynecologists,  of  the  American  College  of  Obstetricians  and  Gyne- 
cologists, of  the  Society  for  Gynecological  Investigation,  of  the  American  Gynecological  Society,  and  of 
the  Association  of  Professors  of  Gynecology  and  Obstetrics.  Fred  T.  Kolouch,  M.D.,  Ph.D.,  of  Twin  Falls, 
Idaho  (right),  is  certified  by  the  American  Board  of  Surgery,  is  a fellow  of  the  American  College  of  Sur- 
geons, and  is  a member  of  the  American  Society  of  Clinical  Hypnosis,  of  the  Society  for  Experimental  Bi- 
ology and  Medicine,  of  the  Western  Surgical  Association,  of  the  American  Academy  of  Science,  and  of 
the  American  Association  of  Anatomists. 


Charles  W.  McLaughlin,  Jr.,  M.D.,  of  Omaha  (left),  is  professor  of  surgery  at  the  University  of  Ne- 
braska College  of  Medicine,  is  governor  for  Nebraska  of  the  American  College  of  Surgeons,  is  certified  by 
the  American  Board  of  Surgery,  and  is  a member  of  the  Central,  Western  and  Southern  Surgical  Asso- 
ciations. Hon.  Thruston  B.  Morton,  of  Louisville  (center),  is  a U.  S.  Senator  from  Kentucky,  is  a mem- 
ber of  the  Senate  Finance  and  Commerce  Committee  and  was  national  chairman  of  the  Republican  Par- 
ty from  1959-1961.  Kenneth  C.  Sawyer,  M.D.,  of  Denver  (right),  is  an  associate  professor  of  clinical 
surgery  to  the  University  of  Colorado  Medical  School,  is  surgical  consultant  at  Fitzsimons  Army  Hospi- 
tal, in  Denver,  and  at  the  Veterans  Administration  Hospital  in  Grand  Junction,  is  a diplomate  of  the 
American  Board  of  Surgery,  is  a fellow  of  the  American  College  of  Surgeons,  and  is  a member  of  the 
AMA  Council  on  Medical  Education  and  Hospitals,  of  the  Southwestern  Surgical  Congress,  of  the  West- 
ern Surgical  Association,  and  of  the  World  Medical  Association  Founders  Group. 


Special  Meetings  and  Dinners  (Continued) 


IOWA  SOCIETY  OF  ANESTHESIOLOGISTS 

Ranch  and  Arizona  Rooms — Hotel  Fort  Des  Moines 
Social  Hour:  6 p.m. — Dinner:  7:15  p.m. 
Reservations:  T.  A.  Bond,  M.D. 

711  Equitable  Building,  Des  Moines  9 

IOWA  SOCIETY  OF  INTERNAL  MEDICINE 

Johnny  and  Kay’s  Restaurant 
Social  Hour:  6 p.m. — Dinner:  7 p.m. 
Reservations:  J.  E.  Kelsey,  M.D. 

1308  Pleasant  Street,  Des  Moines 

PAST  PRESIDENTS’  DINNER 

Third  Floor,  Hotel  Fort  Des  Moines — Room  332 
Dinner:  7 p.m. 


Tuesday,  April  9 

LEGISLATIVE  CONTACT  MEN 

Grand  Ballroom — Hotel  Savery 
Breakfast:  7:30  a.m. 


PRESIDENT’S  RECEPTION  AND  ANNUAL 
BANQUET 

Hotel  Fort  Des  Moines 
Reception:  6 p.m. — Wedgewood  Room 
Banquet:  7 p.m. — Grand  Ballroom 


BENEFIT  DANCE 

“Caduceus  Capers” 

Grand  Ballroom — Hotel  Fort  Des  Moines 
8: 30  p.m. 

Don  Hoy’s  Orchestra 

Sponsored  by  the  Woman’s  Auxiliary  for  the 
Benefit  of  Its  Health  Education  Loan  Fund 


ATTENTION  ALL  ARTISTS! 

You  are  invited  to  display  your  original  art  and  sculpture  work 

at  an 

ART  EXHIBIT 

sponsored  by  the  Woman’s  Auxiliary.  All  IMS  members 
and  their  wives  are  encouraged  to  participate. 

Entries  will  he  received  at  the 

HOTEL  FORT  DES  MOINES 
Sunday,  April  7 
1 :30  to  4:30  p.m. 

Awards  will  be  made  in  four  general  categories : 
oils  and  watercolors;  sculpture;  drawing;  and  graphic  art. 

For  entry  blanks  and  information  write  to: 

Mrs.  F.  M.  Burgeson,  Exhibit  Chairman 
1166  Chatauqua  Parkway,  Des  Moines,  Iowa 
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Mr.  Robert  B.  Throckmorton,  of  Des  Moines  (left),  attorney  at  law,  is  legal  counsel  to  the  Iowa  Med- 
ical Society,  a member  of  the  American  Bar  Association  and  American  Law  Institute,  and  a Trustee  of 
Drake  University  and  Wesley  Acres.  Robert  T.  Tidrick,  M.D.,  of  Iowa  City  (right),  is  professor  and  head 
of  the  Department  of  Surgery  at  the  SUI  College  of  Medicine,  is  a fellow  of  the  American  College  of  Sur- 
geons, and  is  a member  of  the  Society  of  University  Surgeons,  of  the  Central  Surgical  Association,  of  the 
American  Surgical  Association,  and  of  the  Western  Surgical  Association. 


The  House  of  Delegates 

Open  to  All  Members 


First  Meeting — -Sunday 
April  7,  10:00  a. m. 

W edgewood  Room 
Hotel  Fort  Des  Moines 

Roll  Call 

Approval  of  the  Minutes  of  the  Meet- 
ing held  on  May  16,  1962 

Reports  of  Officers 

Reports  of  Committee  Chairmen 

Memorials  and  Communications 

New  Business 


Second  Meeting — Wednesday 
April  10,  8:00  a.m. 

Grand  Ballroom 
Hotel  Savery 

Roll  Call 

Reading  of  Minutes 
Election  of  Officers 
Reports  of  Committees 
Unfinished  Business 
New  Business 
Adjournment 


SPEAKER 


L.  J.  Halpin,  M.D. 


Program  Committee 


T.  D.  Throckmorton,  J.  B.  Priestley, 
M.D.,  Chairman  M.D. 


J.  M.  Rhodes,  M.D.  C.  W.  Seibert,  M.D. 


Herman  J.  Smith, 
M.D. 
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“WHAT  TIME  OF  DAY  IS  IT 
IN  THE  WELFARE  STATE?” 

Panel  Discussion 

12:15  p.m.— Monday,  April  8 
Wedgewood  Room— Hotel  Fort  Des  Moines 

A duteli-treat  reservation  luncheon  will  lie  served  in  conjunction  with 
this  program,  and  because  of  limited  space,  reservations  will  be  ac- 
cepted on  a first  come-first  serve  basis.  Details  will  be  provided  at  a 
later  date. 


Plan  Now  to  Attend 

THE  ERSKINE  MEMORIAL  LECTURE 

General  Session 
Open  to  All  Members 
12  O’Clock  Noon — Tuesday,  April  9 
Grand  Ballroom — -Hotel  Fort  Des  Moines 

Panel  Discussion 
“CANCER  OF  THE  BREAST” 

Arrangements  will  be  made  for  a dutch-treat  luncheon  in  conjunc- 
tion with  this  program.  Details  concerning  luncheon  service  will  be 
provided  at  a future  date. 
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AN  EVENING  OF  ENTERTAINMENT 

Tuesday,  April  9— Hotel  Fort  Des  Moines 

Buy  a Banquet  Ticket  and  Attend 

THE  PRESIDENT’S  RECEPTION 
6 p.m.— Wedgewood  Room 

(Blue  Shield  is  arranging  the  reception  in 
honor  of  G.  H.  Scanlon,  M.D.,  IMS  President) 

THE  ANNUAL  BANQUET 
7 p.m. — Grand  Ballroom 

Tickets  Will  Be  Sold  at  the  Registration  Desk , Hotel  Fort  Des  Moines 
Banquet  Speaker 
EARL  NIGHTINGALE 

Mr.  Nightingale  is  considered  one  of  the  nation's  leading 
authorities  in  the  field  of  human  motivation.  He  pres- 
ently writes,  produces  and  narrates  his  syndicated  radio 
series  “OUR  CHANGING  WORLD”  which  is  heard  daily 
in  cities  and  towns  from  coast-to-coast. 

Mr.  Nightingale 


PLAN  TO  ATTEND  THE 

“CADUCEUS  CAPERS” 

Benefit  Dance 
for  the 

WOMAN’S  AUXILIARY  HEALTH  EDUCATIONAL  LOAN  FUND 

Don  Hoy’s  Orchestra 
8:30-12:00 

Social  Evening  Expense  Courtesy  of 
Standard  Medical  and  Surgical  Company 

Tickets  will  be  sold  at  the  Registration  Desk , Hotel  Fort  Des  Moines 


SCIENTIFIC  EXHIBITS 


State  University  of  Iowa  College  of  Medicine 

Paracervical  Block  Anesthesia  in  Obstetrics — 
R.  M.  Pitkin,  M.D.,  and  Charles  A.  White,  M.D., 
Department  of  Obstetrics  and  Gynecology 

Geriatric  Psychiatry — Department  of  Psychiatry, 
Psychopathic  Hospital 

SUI  Medical  Alumni  Practicing  in  Iowa  and 
Postgraduate  Medical  Education  at  SUI — Rob- 
ert C.  Hardin,  M.D.,  Dean,  College  of  Medicine 


Veterans  Administration  Hospital,  Iowa  City 

Certain  Applications  of  Laminography — Julius  G. 
Baron,  M.D.,  and  William  I.  Evans,  M.D.,  Radiol- 
ogy Service 

Clinical  Electromyography — David  M.  Paul,  M.D., 
Physical  Medicine  Rehabilitation  Service;  and 
Robert  Jebsen,  M.D.,  St.  Luke’s  Methodist  Hos- 
pital, Cedar  Rapids 


Veterans  Administration  Center,  Des  Moines 

Antrectomy  With  Vagectomy  for  Chronic  Duo- 
denal Ulcer — Louis  T.  Palumbo,  M.D.,  Wendell 
S.  Sharpe,  M.D.,  and  Donald  J.  Lulu,  M.D., 
Surgical  Service 

Effective  Illustrations  for  the  Oral  Paper — 
Medical  Illustration  Service 


General 

Salmonella  Outbreak— Iowa  State  Department  of 
Health,  Division  of  Preventable  Diseases 

Syphilis  Is  Where  You  Find  It — Iowa  State  De- 
partment of  Health,  Division  of  Venereal  Dis- 
ease Control,  in  cooperation  with  U.  S.  Public 
Health  Service,  Communicable  Disease  Center, 
Atlanta,  Georgia 


Civil  Defense  Emergency  Hospital  Program — 
Iowa  State  Department  of  Health,  Division  of 
Health  Mobilization 

Nutrition  Service  Offers  an  Education  Program 
— Iowa  State  Department  of  Health,  Nutrition 
Service 

Infant  Immunization  Study — Des  Moines-Polk 
County  Health  Department 

Doctor,  Is  a Layman  Your  Consultant  in  Lab- 
oratory Medicine? — Iowa  Association  of  Pathol- 
ogists 

Iowa  Chapter  of  the  American  Academy  of  Gen- 
eral Practice 

Guthrie  Bacterial  Inhibition  Assay  in  the  De- 
tection of  Phenylketonuria— Iowa  Society  of 
Medical  Technologists 

Demonstrating  Unusual  Lesions  of  the  Gall- 
bladder— Iowa  Society  of  X-Ray  Technicians 

Iowa  Association  of  Medical  Assistants 

Breathing  Exercises  for  Asthma  and  Emphysema 
— Iowa  Chapter,  American  Physical  Therapy 
Association 

Arthritis — Iowa  Chapter  Arthritis  & Rheumatism 
Foundation 

American  Cancer  Society,  Iowa  Division,  Inc. 

Iowa  Thoracic  Society 

Finding  Adoptive  Parents — What  Are  We  Look- 
ing for? — Iowa  Children’s  Home  Society 

Serving  the  Doctor  and  the  Public — Polk  County 
Medical  Society 

Automotive  Crash  Injury  Research — Cornell 
Aeronautical  Laboratory,  Inc.,  Cornell  Univer- 
sity 

Amplification — Help  for  Some  With  Hearing 
Loss — Des  Moines  Hearing  and  Speech  Center 

Dietitians  Are  Educators — Iowa  Dietetic  Associa- 
tion 
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TECHNICAL  EXHIBITORS 


Abbott  Laboratories,  North  Chicago,  Illinois 

Ayerst  Laboratories,  Chicago,  Illinois 

Blue  Cross-Blue  Shield  Plans,  Des  Moines-Sioux 
City 

Breon  Laboratories  Inc.,  New  York,  New  York 

Carnation  Company,  Los  Angeles,  California 

Central  Medical  & Surgical,  Inc.,  Des  Moines,  Iowa 

CIBA  Pharmaceutical  Company,  Summit,  New 
Jersey 

Continental  Medical  Electronics,  Hinsdale,  Illinois 

Cusack-Harmon  Company,  Sioux  City,  Iowa 

Desitin  Chemical  Co.,  Inc.,  Providence,  Rhode 
Island 

Dictaphone  Corporation,  New  York,  New  York 

Endo  Laboratories  Inc.,  Richmond  Hill,  New  York 

Marshall  Erdman  & Associates,  Inc.,  Madison, 
Wisconsin 

Fuller  Pharmaceutical  Company,  Minneapolis, 
Minnesota 

Geigy  Pharmaceuticals,  Yonkers,  New  York 

Hammer  X-Ray  Corporation,  Des  Moines,  Iowa 

Holland-Rantos  Company,  Inc.,  New  York,  New 
York 

Iowa  Pepsi  Cola  Bottlers  Association,  Des  Moines, 
Iowa 

Lazy  M Shoe  Stores,  Des  Moines,  Iowa 

Lederle  Laboratories,  Pearl  River,  New  York 

Eli  Lilly  and  Company,  Indianapolis,  Indiana 

J.  B.  Lippincott  Company,  Philadelphia,  Pennsyl- 
vania 

Lloyd  Brothers,  Inc.,  Cincinnati,  Ohio 

Loma  Linda  Food  Company,  Arlington,  California 

Mead  Johnson  Laboratories,  Evansville,  Indiana 

Medco  Products  Company,  Inc.,  Tulsa,  Oklahoma 

The  Medical  Protective  Company,  Fort  Wayne, 
Indiana 

Merck  Sharp  & Dohme,  Chicago,  Illinois 

The  Wm.  S.  Merrell  Company,  Cincinnati,  Ohio 

Noi  thwestern  Bell  Telephone  Company,  Des 
Moines,  Iowa 

Organon  Inc.,  West  Orange,  New  Jersey 


Ortho  Pharmaceutical  Corporation,  Raritan,  New 
J ersey 

Parke,  Davis  & Company,  Detroit,  Michigan 

Pfizer  Laboratories,  New  York,  New  York 

Physicians  and  Hospitals  Supply  Company,  Minne- 
apolis, Minnesota 

Physicians  & Surgeons  Underwriters  Corporation, 
Minneapolis,  Minnesota 

Picker  X-Ray,  Midwest,  Inc.,  Omaha,  Nebraska 

Professional  Management  Midwest,  Waterloo,  Iowa 

The  Prouty  Company,  Des  Moines,  Iowa 

Riker  Laboratories,  Inc.,  Northridge,  California 

A.  H.  Robins  Company,  Inc.,  Richmond,  Virginia 

Roche  Laboratories,  Nutley,  New  Jersey 

J.  B.  Roerig  and  Company,  New  York,  New  York 

Sandoz  Pharmaceuticals,  Hanover,  New  Jersey 

W.  B.  Saunders  Company,  Philadelphia,  Pennsyl- 
vania 

Sehering  Corporation,  Union,  New  Jersey 

Julius  Schmid,  Inc.,  New  York,  New  York 

G.  D.  Searle  & Company,  Chicago,  Illinois 

E.  R.  Squibb  & Sons,  New  York,  New  York 

Standard  Medical  & Surgical  Company,  Des 
Moines,  Iowa 

Thermo-Fax  Dealers  of  Iowa,  Des  Moines,  Iowa 

Thermolyne  Corporation,  Dubuque,  Iowa 

Ulmer  Pharmacal  Company,  Minneapolis,  Minne- 
sota 

The  Upjohn  Company,  Kalamazoo,  Michigan 

U.  S.  Vitamin  & Pharmaceutical  Corporation,  New 
York,  New  York 

Wamer-Chilcott  Laboratories,  Morris  Plains,  New 
Jersey 

The  Warren-Teed  Products  Company,  Columbus, 
Ohio 

Westwood  Pharmaceuticals,  Buffalo,  New  York 
Whylie-F arrell,  Inc.,  Des  Moines,  Iowa 
Winthrop  Laboratories,  New  York,  New  York 
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Frequently-Missed  Medical  Diagnoses 


ROBERT  C.  LARIMER,  M.D. 

Sioux  City 

In  these  days  of  soaring  hospital  costs  and  of  radi- 
cal and  sometimes  magical  therapies  for  many 
diseases,  it  is  more  than  ever  important  for  us  to 
know  as  specifically  and  as  quickly  as  possible 
just  what  is  wrong  with  a patient.  Often  the  exact 
etiology  of  a given  condition  is  not  thoroughly  ap- 
preciated, and  the  treatment  is  inappropriate. 
Many  times,  diagnoses  are  completely  overlooked, 
to  the  detriment  both  of  the  patient’s  health  and 
of  his  pocketbook.  These  mistakes  are  sometimes 
embarrassing,  but  often  more  than  just  embar- 
rassment is  involved. 

There  are  many  diseases  which  are  easily  mis- 
diagnosed. I write  from  the  standpoint  of  an  in- 
ternist, most  of  whose  patients  have  been  referred 
by  other  doctors.  I have  considered  patients  whose 
diagnoses  I have  missed  myself,  on  first  examina- 
tion, as  well  as  patients  sent  to  me  by  other  phy- 
sicians with  diagnoses  either  markedly  in  error 
or  lacking  entirely.  I might  add  parenthetically 
that  the  general  diagnostic  abilities  of  referring 
physicians  appear  to  be  improving  as  time  goes 
on,  and  that  fewer  and  fewer  obvious  diagnoses 
are  being  missed.  This  is  occurring,  I think,  partly 
because  more  diagnostic  technics,  laboratory  stud- 
ies, etc.,  are  being  used  by  attending  physicians 
generally,  and  also  because  educational  programs 
are  becoming  more  widely  available,  and  physi- 
cians in  general  are  becoming  more  and  more 
aware  of  certain  causes  of  illness. 


Dr.  Larimer  made  this  presentation  in  Fort  Dodge  at  a 
medical  conference  sponsored  by  the  Iowa  Medical  Society 
and  the  Webster  County  Medical  Society. 


FOUR  REASONS  FOR  MISSING  DIAGNOSES 

There  are  four  reasons  why  diagnoses — particu- 
larly medical  diagnoses — are  missed.  The  most 
obvious  reason  is  that  sometimes  the  doctor  simply 
does  not  have  time,  or  does  not  take  time,  to  go 
over  the  story — the  history  of  the  illness — which 
the  patient  brings  him,  and  to  do  the  physical  ex- 
amination and  laboratory  studies  that  are  indi- 
cated. We  are  all  busy,  and  occasionally  in  the 
press  of  daily  work,  we  simply  brush  aside  some 
significant  complaints.  This  does  not  occur  as  fre- 
quently as  one  might  think,  however. 

The  second  reason  why  diagnoses  are  over- 
looked is  our  assumption,  fostered  by  our  training 
in  medical  schools  and  postgraduate  institutions, 
that  all  of  the  complaints  that  a patient  has  at  a 
given  time  are  due  to  only  one  disease.  I am  told 
that  a favorite  question  of  examiners  in  the  surgi- 
cal specialty  is,  “Where  is  the  most  dangerous 
place  for  acute  appendicitis  to  develop?”  The 
correct  answer  of  course  is,  “In  a hospital,  when 
a patient  is  sick  with  something  else.”  From  time 
to  time,  a patient  who  is  in  the  hospital  with  an 
acute  myocardial  infarction  will  also  have  a 
duodenal  ulcer;  we  all  have  seen  this  happen. 
Occasionally  one  sees  a woman  who  has  persistent 
nausea,  vomiting  and  epigastric  pain,  and  in 
whom  x-rays  confirm  the  clinical  suspicion  of  an 
active  duodenal  ulcer.  Treatment  for  the  ulcer 
does  not  alleviate  her  troubles  significantly,  and 
only  later  does  one  realize  that  the  girl  is  also 
pregnant.  This  is,  of  course,  embarrassing  to  the 
physician  as  well  as  to  the  patient. 

The  other  two  reasons  why  diagnoses  are  missed 
are  probably  both  the  most  important  and  the 
commonest.  Many  times  only  a partial  diagnosis 
is  made,  and  the  basic  cause  of  a given  condition 
is  not  looked  for.  Thus  a middle-aged  man  corn- 
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plaining  of  fatigue,  shortness  of  breath  and  pal- 
pitation may  be  anemic,  and  we  may  treat  him 
for  the  anemia  without  giving  any  particular  con- 
sideration to  the  question  of  why  he  became 
anemic  in  the  first  place.  There  are  many  sites  in 
the  gastrointestinal  tract,  for  example,  from  which 
bleeding  can  be  of  sufficient  volume  to  produce  a 
marked  iron  deficiency.  Occasional  ulcers  will 
not  cause  any  particular  discomfort  or  distress, 
and  it  is  a common  observation  that  the  ulcers 
that  bleed  don’t  hurt,  and  the  ones  that  hurt  don't 
bleed.  Malignancies  of  the  stomach,  of  the  small 
bowel  and  of  the  cecum  can  bleed  without  pro- 
ducing early  symptoms.  Consequently,  it  is  im- 
portant that  a stool  examination  for  blood  be  done 
on  every  patient  with  an  anemia,  the  cause  for 
which  is  not  otherwise  fairly  obvious.  Likewise, 
a low  grade  uremia  is  a common  cause  of  a hypo- 
plastic anemia  and,  if  not  a BUN  determination, 
at  least  a urinalysis  should  be  done  as  a part  of 
the  study  of  such  a patient.  An  anemia  need  not 
be  secondary  to  G.  I.  bleeding.  A small  percent- 
age of  patients  will  demonstrate  hemolytic  mecha- 
nisms of  low  enough  degree  so  as  not  to  cause 
jaundice;  a hemolytic  anemia  is  occasionally  the 
presenting  sign  of  Hodgkin’s  disease  or  lympho- 
sarcoma, particularly  if  the  condition  happens  to 
involve  the  spleen  before  involving  peripheral 
nodes.  Hemolytic  mechanisms  of  this  sort  are 
usually  demonstrable  by  suitable  laboratory  pro- 
cedures, but  these  tests  are  somewhat  complex 
and  difficult  to  perform  in  the  office.  However,  a 
simple  examination  of  the  blood  smear,  particu- 
larly if  supravital  staining  is  used  to  demonstrate 
reticulocytes,  will  usually  show  whether  or  not 
further  study  is  indicated.  It  seems  almost  super- 
fluous to  suggest  that  the  cells  themselves  should 
be  looked  at  if  the  red  or  white  blood  cell  count 
is  abnormal,  but  many  times  this  obvious  step  is 
not  taken  and  the  cause  of  the  anemia  is  not 
found. 

Another  blood  dyscrasia  frequently  overlooked 
is  pernicious  anemia.  Until  about  10  years  ago, 
liver  extract  and  B-12  injections  were  the  only 
treatment  for  this  disease,  and  before  a patient 
was  committed  to  a lifetime  of  injections,  the 
diagnosis  in  most  instances  was  made  fairly  defi- 
nitely. However,  with  the  development  of  oral 
B-12  preparations  which  could  be  absorbed  by 
patients  lacking  intrinsic  factor,  and  with  the  in- 
corporation of  these  preparations  in  shotgun  medi- 
cations, the  necessity  for  exact  diagnosis  was  lost, 
since  pills  are  easier  to  take  than  shots.  For  this 
reason,  we  tend  not  to  remember  pernicious 
anemia.  The  patient  who  presents  himself  with 
weakness,  paresthesias  or  a sore  tongue  may  not 
even  have  anemia,  since  the  neurologic  damage 
may  precede  any  specific  indications  of  the  time 
disease.  There  are  adequate  tests  for  the  presence 
of  acid  in  the  stomach  which  do  not  involve  the 
bother  and  nuisance  of  gastric  intubation.  These 


are  easy  to  use  in  the  office,  and  they  should  be 
used.  Shotgun  hematinic  preparations  are  no  sub- 
stitute for  diagnosis. 

THE  PATIENT'S  COMPLAINTS  MUST  BE  TAKEN 
SERIOUSLY 

Most  people  regard  it  as  very  difficult  and  em- 
barrassing to  consult  a physician  unless  a cata- 
strophic illness  has  occurred.  As  doctors,  we  tend 
to  forget  this  attitude,  and  we  miss  diagnoses  be- 
cause we  persist  in  thinking  that  many  of  the  peo- 
ple who  seek  our  help  are  “not  really  sick”  or  are 
“just  neurotic.”  Perhaps  the  easiest  diseases  to 
miss  are  those  with  symptoms  so  mild  as  to  be 
overlooked,  or  so  indefinite  as  to  be  ascribed  to 
some  other  cause.  An  example  would  be  a young 
mother  who  has  just  had  her  third  baby,  who  has 
no  help  in  the  home,  and  who  complains,  two  or 
three  months  after  delivery,  of  fatigue  and  “just 
aching  all  over.”  Physicians  are  too  likely  to  as- 
sume that  the  girl  is  obviously  exhausted  from 
looking  after  two  older  children  as  well  as  a new 
baby,  and  that  she  is  probably  somewhat  depressed 
after  having  been  pregnant,  since  most  girls  are.  It 
is  easy  for  us  to  forget  that  she  may  actually  have 
a mild  rheumatoid  arthritis  without  joint  symp- 
toms. The  important  thing  for  us  to  bear  in  mind 
is  that  fatigue  and  depression  do  not  cause  fever 
or  an  elevation  of  the  sedimentation  rate.  An  ac- 
tive inflammatory  process,  however,  will  do  so. 

One  occasionally  sees  a child  in  the  fourth  or 
fifth  grade  who  simply  will  not  sit  still.  The  child 
is  otherwise  well,  but  does  badly  in  school,  makes 
his  parents  angry  over  his  inattention  and  jittery 
behavior  at  home,  and  is  thought  of  as  being  a 
very  naughty  child.  Many  of  these  children  are 
simply  naughty,  but  some  of  them  have  undiag- 
nosed Sydenham’s  chorea. 

Lupus  erythematosus  has  a way  of  initially 
mimicking  something  else,  most  of  the  time,  and 
can  be  mistakenly  diagnosed  for  many  years  as 
a fatigue  state,  arthralgia  or  arthritis,  a hemolytic 
diathesis,  a digestive  disturbance,  “habitual  abor- 
tion” or  some  other  similar  poorly-defined  condi- 
tion, before  it  becomes  evident  that  the  patient 
has  actually  had  lupus  all  along.  The  diagnosis 
has  become  much  easier  to  establish  since  the 
discovery  that  under  suitable  circumstances  leu- 
kocytes will  phagocytose  the  patient’s  own  DNA, 
and  this  phenomenon  can  be  observed  under  the 
microscope.  The  technic  is  not  suitable  for  rou- 
tine screening  in  the  usual  office  laboratory,  but  it 
can  usually  be  done  in  a hospital  and  should  be 
one  of  the  routine  procedures  employed  in  the 
laboratory  investigation  of  vague  illness. 

WE  SHOULD  BE  CONSTANTLY  WATCHFUL  FOR 
CERTAIN  DISEASES 

It  is  worthwhile  to  consider  how  easily  mistakes 
in  diagnosis  can  be  made  in  certain  specific  situa- 
tions. Pulmonary  disease  in  its  late  stages  is 
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hardly  ever  overlooked.  Early  lung  cancer  or 
early  tuberculosis,  however,  may  not  make  the 
patient  sick  enough  to  necessitate  a chest  x-ray, 
and  cough,  weight  loss  and  night  sweats  do  not 
appear  as  early  signs.  The  patient  may  simply  be 
tired,  have  no  pep,  and  act  depressed,  and  thus 
the  actual  disease  process  in  the  lung  may  be 
overlooked.  Very  commonly,  when  lung  disease 
— bronchopneumonia,  for  example — is  looked  for 
and  found,  the  etiology  is  not  actually  determined. 
It  is  important  to  remember  that  the  various  anti- 
biotics may  have  broad,  narrow  or  sometimes 
overlapping  spectrums.  Generally,  antibiotics  at- 
tack germs  and  not  patients,  and  we  can  find  the 
most  suitable  antibiotic  only  by  knowing  what 
organism  we  are  dealing  with.  Even  if  cultures 
and  tests  to  determine  the  sensitivity  of  the  of- 
fending organism  are  not  available,  a simple  Gram 
stain  of  the  sputum  or  nasal  or  throat  exudate 
may  provide  a valuable  clue  as  to  the  organism 
and  the  appropriate  antibiotic. 

Certain  diseases  are  enzootic  in  Iowa  and  should 
be  of  special  interest  to  Iowa  physicians.  In  spite 
of  the  general  awareness  of  these  diseases,  how- 
ever, and  the  educational  efforts  of  the  State  Uni- 
versity of  Iowa,  many  of  these  diseases  are  over- 
looked by  busy  practitioners.  I am  thinking  par- 
ticularly of  chronic  brucellosis  and  leptospirosis. 
People  are  often  not  very  sick  with  these  dis- 
eases, and  the  low  grade  fever,  the  general  aches 
and  pains,  and  the  prostration  that  they  cause  are 
often  ascribed  to  “influenza”  or  “a  virus.”  Serologic 
tests  are  being  routinely  done  at  the  University 
for  these  diseases,  and  the  results  are  much  more 
commonly  positive  than  are  those  for  syphilis.  Be- 
sides the  obvious  implications  of  illness,  these 
two  diseases  have  the  public  health  and  economic 
implications  of  infected  herds  of  animals.  It  is  not 
very  unusual  to  see  a patient  with  brucellosis  who 
has  not  realized  he  had  a sick  animal,  and  the 
physician  has  to  consult  with  the  veterinarian,  as 
well  as  to  provide  appropriate  antibiotic  therapy 
for  the  patient. 

Amebic  infestation  with  or  without  dysentery 
has  been  endemic  in  this  area  for  nearly  30  years, 
but  it  is  rarely  diagnosed.  Again,  patients  with 
this  condition  may  not  have  been  sick  enough  to 
call  attention  to  their  troubles.  The  ulcerative 
colitis  resulting  from  large-bowel  infection  may 
be  called  “idiopathic”  because  amoebae  were  not 
looked  for  at  the  time  of  sigmoidoscopy. 

It  is  perhaps  fortunate  that  histoplasmosis  is 
most  commonly  a benign,  self-limited  disease, 
since  it  is  so  rarely  diagnosed  in  an  acute  stage. 
We  see  many  people  from  certain  areas  whose 
chest  x-rays  show  the  typical  scattered  miliary 
calcifications  of  burned-out  histoplasmosis,  and 
whose  skin  tests  are  positive.  They  must  have 
had  acute  histoplasmosis  at  one  time,  but  virutally 
none  of  the  many  people  in  this  condition  whom  I 
have  asked  remember  having  had  any  major  pul- 


monary illness  at  any  time  in  the  past.  Acute  histo- 
plasmosis exists,  and  should  be  looked  for  not  only 
because  of  its  obvious  implications  for  the  patient 
but  because,  again,  the  public  health  and  economic 
aspects  of  its  spread  among  poultry  flocks  is  im- 
portant. 

Another  disease  which  I am  sure  is  frequently 
overlooked  is  chronic  pyelonephritis.  There  may 
not  be  fever  or  flank  pain,  and  in  fact,  changes  in 
the  urine  may  not  be  picked  up  unless  quite  a 
number  of  specimens  are  tested.  The  patient  will 
simply  feel  sick,  and  the  symptoms  may  suggest, 
for  example,  gastrointestinal  rather  than  renal 
disease.  Even  an  intravenous  pyelogram  may 
fail  to  demonstrate  abnormalities.  Recent  work 
has  shown  that  a grossly  contaminated  urine  (one 
with  100,000  or  more  bacteria  per  cubic  centi- 
meter) is  almost  always  associated  with  infection 
of  the  kidneys,  and  it  has  also  been  demonstrated 
that  catheterization  is  probably  the  most  frequent 
cause  of  this  contamination.  This  is  particularly 
true  in  pregnancy,  in  bedfast  patients  in  whom 
normal  bladder  function  is  impaired,  and  in  pa- 
tients with  some  degree  of  obstruction.  One  must 
always  consider  obstruction  such  as  is  pi’oduced 
by  aberrant  blood  vessels  crossing  the  lower  part 
of  the  renal  pelvis;  kinking  of  the  ureters  from 
endometriosis;  and  chronic  cystitis  and  trigonitis 
in  older  women.  In  these  patients,  even  if  the 
pyelonephritis  is  recognized  and  treated  with  anti- 
biotics, the  chance  of  a cure  is  slight  since  normal 
drainage  is  interfered  with. 

In  the  field  of  cardiovascular  disease,  congestive 
failure  is  hardly  ever  missed,  since  almost  all 
doctors  and  many  patients  are  quite  aware  of  the 
classical  features  of  shortness  of  breath,  edema 
and  cardiac  enlargement  and  irregularity.  Pleural 
effusions  due  to  congestive  failure  are  often 
missed,  however.  Many  times  the  cause  of  con- 
gestive failure  is  overlooked.  If  the  patient  has 
not  had  high  blood  pressure,  an  old  coronary,  old 
rheumatic  heart  disease  or  congenital  heart  dis- 
ease, I think  it  is  imperative  to  wonder  why  the 
heart  should  have  failed,  since  many  of  the  less 
frequent  causes  of  congestive  failure  are  poten- 
tially curable.  I think  all  of  us,  for  example,  have 
had  the  experience  of  seeing  a 50-year-old  woman 
whose  toxic  goiter  was  removed  30  years  ago, 
who  has  auricular  fibrillation  and  congestive  fail- 
ure because  of  persistent  low  grade  overactivity 
of  the  remnants  of  the  thyroid  gland. 

Anemia  by  itself  can  produce  heart  failure,  as 
can  uremia.  Every  so  often,  we  see  a patient  with 
obvious  congestive  symptoms  whose  disease  does 
not  really  lie  in  the  heart  at  all,  but  in  mediastinal 
nodes,  enlarged  by  lymphoma,  the  treatment  for 
which  would  be  x-ray  rather  than  digitalis.  Like- 
wise, constrictive  pericarditis  is  not  as  uncom- 
mon as  one  would  think,  particularly  in  patients 
who  have  had  previous  coronary  thrombosis  with 
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some  degree  of  pericardial  involvement.  The  ad- 
herent pericardium,  rather  than  the  scarred  mus- 
cle, may  be  the  cause  of  subsequent  congestive 
failure. 

One  need  only  mention  that  thrombophlebitis 
often  occurs,  even  in  an  ambulatory  patient,  to 
remember  that  it  is  often  overlooked  until  pul- 
monary embolization  takes  place.  Even  though 
this  is  a much  more  benign  disease  than  coronary 
thrombosis,  patients  do  die  from  acute  pulmonary 
infarction.  Differentiation  between  pulmonary  and 
myocardial  infarction  in  a critically  ill  patient 
with  chest  pain,  shock  and  shortness  of  breath 
may  not  be  easy,  but  since  the  treatment  is  differ- 
ent in  each  of  these  conditions,  it  is  important  to 
know  which  one  the  patient  has. 

High  blood  pressure  should  always  be  thought 
of  primarily  as  a symptom  rather  than  a disease 
when  the  patient  first  presents  himself.  More  and 
more  conditions,  primarily  of  the  kidney,  have 
been  demonstrated  in  recent  years  to  cause  hyper- 
tension, and  the  percentage  of  patients  for  whom 
no  explanation  for  high  blood  pressure  can  be 
found  is  definitely  decreasing.  When  the  patient 
is  first  seen,  a series  of  urine  specimens  should  be 
tested  for  the  possibility  of  pyelonephritis  or 
glomerulonephritis.  The  pulses  in  the  legs  must 
be  felt  for,  as  a screening  test  for  coarctation  of 
the  aorta.  In  a slender  person,  an  aortic  aneurysm 
at  the  level  of  the  renal  arteries  is  usually  easily 
palpable,  and  should  be  looked  for.  If  the  hyperten- 
sion is  of  recent  onset  and  not  easily  controlled, 
a rather  intensive  search  should  be  made  for  uni- 
lateral renal  disease  or  unilateral  renal  artery 
disease. 

Chronic  depression  is  another  disease  which 
will  often  cause  a moderate  hypertension,  which 
is  very  easily  confused  with  many  other  conditions 
and  which  is  probably  the  most  frequently  missed 
of  all  diseases.  It  is  difficult  to  tell  whether  a pa- 
tient is  really  sick  or  simply  tired.  Mildly  elevated 
blood  pressure,  “gas,”  a “spastic  colon”  and  “gas- 
tritis” are  more  often  symptoms  of  depression  than 
of  anything  else.  The  patient  may  just  be  listless. 
She  may  have  taken  a long  time  getting  over  an 
attack  of  influenza  or  a surgical  attack,  or  she  may 
be  menopausal,  but  more  often  there  is  no  really 
obvious  reason  for  her  depression.  In  the  last  three 
or  four  years,  medications  to  improve  the  outlook 
of  a patient  with  depression  have  been  developed, 
and  if  this  diagnosis  is  considered,  a therapeutic 
trial  with  one  of  the  monamine  oxidase  inhibitors 
is  often  helpful  in  establishing  it.  I should  like  to 
emphasize  that  the  diagnosis  of  depression,  like 
that  of  any  other  disease,  should  never  be  made 
by  exclusion.  In  the  first  place,  it  is  unreasonably 
expensive  to  perform  every  known  laboratory  test 
and  every  possible  x-ray  examination.  In  the  sec- 
ond place,  a positive  diagnosis  of  depression  can 
be  made  easily  if  one  is  on  the  lookout  for  the 


condition,  and  any  disease  is  much  better  diag- 
nosed on  the  basis  of  positive  criteria  than  be- 
cause “it  simply  couldn’t  be  anything  else.” 

Another  condition  which  is  frequently  missed 
in  older  persons  is  early  Parkinson’s  disease.  Many 
times  such  people  in  early  middle  age  are  brought 
to  the  doctor’s  office  by  their  children,  nephews 
or  nieces  for  examination  simply  because  some- 
thing doesn’t  seem  right,  in  a vague,  undefinable 
way.  Many  things  may  be  wrong  with  the  patient, 
including  diabetes,  arteriosclerosis,  congestive  fail- 
ure, and  the  whole  host  of  other  ailments  which 
may  be  contracted  by  senior  citizens.  Unless  a 
frank  tremor  is  present  in  the  face,  hands  or  feet, 
the  characteristic  rigid  thinking  and  rigid  muscles 
of  Parkinson’s  disease  are  easily  overlooked.  In 
retrospect,  a patient  who  finally  does  develop  a 
tremor  may  have  noticed  that  something  was 
wrong  with  his  thinking  and  his  locomotion  three 
or  four  years  before  his  hands  finally  began  to 
shake,  and  much  expense  and  unpleasantness  has 
been  incurred  simply  because  his  gradually  pro- 
gressive Parkinsonism  has  not  been  recognized. 

A DESIRABLE  ROUTINE 

What  steps  should  one  take  in  an  attempt  to 
avoid  missing  diagnoses?  The  most  obvious  first 
step  is  to  take  an  adequate  history — and  by  this 
I do  not  mean  completing  a check-list  of  symp- 
toms, but  rather,  allowing  the  patient  to  outline 
the  history  of  his  illness  as  it  has  happened  to 
him.  Most  adults  are  fairly  sensible  and  are  pretty 
good  observers.  Given  an  opportunity  and  a 
sympathetic  listener,  they  are  only  too  happy  to 
provide  most  of  the  clues  that  the  physician  needs 
in  order  to  make  a diagnosis.  The  manner  in 
which  the  story  is  told  is  as  important  as  are  the 
facts  themselves,  and  history-taking  can  be  dele- 
gated to  an  interne  or  to  a nurse  only  at  the  ex- 
pense of  missing  at  least  50  per  cent  of  the  perti- 
nent data. 

The  physical  examination  need  not  take  very 
long,  but  it  must  be  thorough.  As  you  know,  “A 
specialist  is  a doctor  who  does  a rectal  examina- 
tion.” Certain  simple  office-laboratory  procedures 
can  be  done  easily  and  quickly,  and  not  only  should 
be  done  routinely  on  every  new  patient,  but  also, 
from  time  to  time,  should  be  performed  on  patients 
whom  one  has  seen  quite  frequently  for  years. 
These  should  include  a hemoglobin,  or  similar 
study  of  red  cells;  a white  blood  count;  and  if  the 
results  of  either  of  these  has  been  abnormal,  a 
stained  smear  of  the  peripheral  blood;  a urinaly- 
sis; a sedimentation  rate;  and  an  examination  of 
the  stool  for  occult  blood  (an  adequate  specimen 
should  be  on  the  end  of  the  gloved  finger,  anyway). 
These  tests  are  almost  basic  and,  except  for  deter- 
mining the  sedimentation  rate,  take  very  little 
time.  A chest  x-ray,  an  electrocardiogram,  a Gram 
stain  of  sputum,  and  a two-hour  postprandial  blood 
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sugar  may  be  needed  on  occasion,  and  facilities 
should  be  available  for  the  performance  of  these 
tests.  Some  laboratory  examinations,  such  as  im- 
munologic studies  or  searches  for  LE  cells  or 
malignant  cells  in  body  fluids,  are  better  done  in 
large  hospital  laboratories  where  the  volume  of 
such  work  justifies  better  technicians  and  more 
elaborate  facilities  than  are  economical  for  an  office 
laboratory. 

The  final  step  is  the  most  important  and  the 
most  difficult.  After  all  information  from  the  his- 
tory, examination  and  laboratory  has  been  syn- 
thesized, and  a conclusion  has  been  formed,  the 
diagnosis  must  be  questioned  constantly.  The 
physician  must  ask  himself  both,  “Is  this  the 
complete  diagnosis?”  and,  “Is  this  the  only  diag- 
nosis?” 

CONCLUSION 

I have  tried  very  briefly  to  remind  you  of  some 
of  the  diseases  which  I think  are  commonly  over- 
looked or  missed  in  diagnostic  evaluations  of  pa- 
tients. My  list  has  been  by  no  means  exhaustive, 


and  I hope  I haven’t  seemed  to  be  speaking  ex 
cathedra.  I am  sure  that  other  internists  in  our 
area  would  make  different  lists,  and  certainly  that 
those  practicing  in  other  parts  of  the  country 
would  make  more  markedly  dissimilar  ones.  Of 
course  internists,  themselves,  miss  many  of  these 
things,  and  certainly  I have  sometimes  overlooked 
some  of  the  very  things  that  I have  mentioned. 

I believe  that  there  are  four  things  that  all  of 
us  must  remember  to  do,  if  we  are  to  avoid  mis- 
takes in  diagnosis.  (1)  We  must  take  time  to 
talk  with  the  patient,  and  particularly  to  listen  to 
him.  (2)  We  must  examine  him  carefully  and  do 
certain  relatively  easy,  inexpensive  laboratory 
studies.  (3)  We  must  make  an  honest  attempt,  in 
every  case,  to  look  for  the  basic  cause  of  the 
presenting  illness.  (4)  We  must  make  a real  search 
for  disease,  both  organic  and  psychological,  when- 
ever a patient  decides  to  seek  our  help.  If  we  do 
all  of  these  things  regularly,  fewer  diagnoses  will 
be  overlooked  and  missed,  and  all  of  our  patients 
will  get  better  care. 


Infertility  and  Endocrinology 
Conference  at  S.U.I. 


The  last  postgraduate  conference  of  the  current 
series — a one-day  session  on  infertility  and  endo- 
crinology— will  be  held  in  the  Medical  Amphithe- 
ater of  University  Hospitals  on  March  27.  The 
conference  is  sponsored  by  the  Department  of 
Obstetrics  and  Gynecology.  Registration  fee  for 
the  conference  is  $10.00  which  includes  tickets  for 
the  luncheon  at  Hillcrest  Dining  Room.  Category 
I credit  will  be  allowed  by  the  Iowa  Chapter  of 
the  AAGP.  Housing  and  parking  accommodations 
will  be  arranged  on  request,  and  advance  registra- 
tion is  urged.  Write:  John  A.  Gius,  M.D.,  Director 
of  Postgraduate  Medical  Studies,  College  of  Med- 
icine, Iowa  City,  Iowa. 

WEDNESDAY,  MARCH  27,  1963 
8:30  Registration 

Chairman:  J.  P.  Jacobs,  M.D. 

9:00  Welcome 

Robert  C.  Hardin,  M.D.,  Dean,  College  of 
Medicine 


9: 15  Clinical  Evaluation  of  Amenorrhea 

J.  P.  Jacobs,  M.D.,  Assistant  Professor,  Ob.  & 
Gyn.,  S.U.I. 

10:15  When  Are  Hormonal  Assays  of  Value? 

J.  T.  Bradbury,  Sc.D.,  Professor,  Ob.  & Gyn., 
S.U.I. 

11:15  Timing  of  Ovulation 

M.  R.  Cohen,  M.D.,  Chicago 

11:45  Question  and  Answer  Period 

Moderator:  W.  C.  Keettel,  M.D.,  Professor  & 
head,  Ob.  & Gyn.,  S.U.I. 

12:15  Lunch — Hillcrest  Dining  Room 

Chairman:  W.  C.  Keettel.  M.D. 

1:30  Reproductive  Potential  of  the  Male 

R.  G.  Bunge,  M.D.,  Professor,  Urology,  S.U.I. 

2:15  Special  Diagnostic  Techniques  to  Evaluate  Tubal 
Function 

M.  R.  Cohen,  M.D. 

3: 15  Discussion  of  Your  Clinical  Problems 


Emergency  Care  of  the  Head-Injury  Patient 

Or  What  to  Do  Before  the  Neurosurgeon  Arrives 


PETER  V.  WESTHAYSEN,  M.D. 

Hammond,  Indiana 

It  is  perhaps  another  sign  of  the  changing  times 
in  which  we  live  today  that  a California  neurosur- 
geon recently  defined  the  typical  citizen  of  this 
country  as  follows:  “An  American  today  is  a 
magnificent-looking  physical  specimen,  with  a deep 
sense  of  responsibility  toward  his  fellow  man,  a 
sense  of  fair  play,  a modicum  of  integrity,  a warm 
and  courageous  heart,  and  a neck  encased  in  a 
cervical  brace.” 

The  subject  of  trauma  to  the  nervous  system  is 
a very  large  one,  and  in  many  respects  it  is  very 
confusing  to  the  medical  profession  in  general.  I 
certainly  would  only  add  to  the  confusion  if  I 
were  to  go  too  far  afield,  and  I shall  therefore 
limit  my  comments  to  a few  general  aspects  of 
head  injury  and  to  the  basic  principles  of  emer- 
gency care. 

To  speak  of  the  acutely  injured  is  to  discuss  the 
subject  of  highway  accidents.  A recent  report  by 
the  National  Safety  Council  revealed  some  mor- 
bid facts.  Automobile  accidents  are  the  No.  1 kill- 
er of  persons  in  the  15-24  year  age  bracket,  and 
they  are  one  of  the  top  10  causes  of  death  for 
people  in  all  other  age  groups.  For  every  person 
killed  by  the  automobile,  about  116  are  injured. 
In  1961,  more  than  38,000  persons  were  killed  in 
automobile  accidents,  and  about  4.5  million  were 
injured.  This  toll,  I believe,  far  exceeds  the  num- 
ber killed  or  injured  in  the  bloodiest  battles  of 
history,  prior  to  the  atomic  bomb.  The  head  is 
injured  most  frequently,  but  the  greatest  number 
of  fatal  head  injuries  are  associated  with  damage 
also  to  the  neck  and  cervical  spine.  Multiple  in- 
juries appear  to  be  occurring  with  a growing  fre- 
quency, and  the  commonest  multiple  injury  is  a 
combination  of  cranio-cerebral  damage  and  injury 
to  the  long  bones  of  the  extremities.  Accidents  in 
in  rural  areas  account  for  about  75  per  cent  of 
motor  vehicle  deaths,  and  in  a relative  sense, 
turnpikes  are  the  safest  roads.  Alcohol  is  a factor 
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in  almost  50  per  cent  of  automobile  casualties. 
Other  well  established  factors  are  the  side-effects 
on  the  central  nervous  system  of  medications  such 
as  some  of  the  antibiotics,  the  antihistamines, 
ganglion-blocking  drugs,  amphetamines  and  seda- 
tives. The  possibility  of  road  accidents  related  to 
the  use  of  insulin  has  long  been  recognized,  of 
course. 

THE  GENERAL  FAULTS  OF  EMERGENCY  CARE 

What  should  disturb  all  physicians  is  the  evi- 
dence that  emergency  care  for  highway  accident 
patients  is  frequently  inadequate,  either  because 
proper  facilities  are  not  immediately  available  in 
the  hospitals  to  which  they  are  brought,  or  be- 
cause the  doctors  who  see  them  first  don’t  give 
them  enough  or  the  right  sort  of  attention.  These 
statements  constitute  a serious  indictment  of  the 
medical  profession,  and  my  own  experience  and 
observations  have  convinced  me  that  the  people 
who  manage  hospitals  deserve  a share  of  the 
blame. 

The  emergency  rooms  of  many  hospitals  are 
seriously  in  need  of  procedures  that  will  facilitate 
better  teamwork  for  the  physicians  who  attend 
the  acutely  injured.  An  improvement  of  this  sort 
would  seem  only  logical,  since  industrial  and  road 
accidents  today  are  responsible  for  filling  a high 
percentage  of  beds  in  most  hospitals.  The  truths 
that  we  physicians  were  forced  to  learn  under 
wartime  conditions  are  being  neglected,  chiefly 
because  of  the  development  of  extreme  medical 
specialization  during  the  last  few  years.  In  some 
instances  the  fault  lies  with  the  individual  physi- 
cian, but  the  basic  cause  has  been  the  unrealistic 
and  artificial  partitions  that  have  been  erected  be- 
tween general  surgery  and  the  surgical  specialties, 
both  in  medical  schools  and  in  hospitals. 

To  divide  the  human  body,  by  regulation  or 
custom,  so  that  several  telephone  numbers  must 
be  called  whenever  a person  has  been  hurt  is  not 
in  the  best  interests  of  the  patient.  Admittedly, 
there  is  a distinction  between  emergency  care  and 
definitive  care,  but  emergency  care  is  the  per- 
sonal responsibility  of  every  physician,  regard- 
less of  whether  he  is  a hospital  interne  or  a med- 
ical specialist.  Good  care  of  accident  cases  calls 
for  the  application  of  the  fundamental  medical 
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principles  which  dictate  that  the  patient  as  a whole 
must  be  treated  first.  The  rating  of  an  emergency- 
room  doctor  does  not  depend  upon  specialty  cer- 
tification, but  upon  keen  interest,  and  upon  com- 
mon sense  and  the  ability  to  use  it. 

Not  infrequently,  the  relative  neglect  and  dan- 
gerous delays  incident  to  hospital  procedures  nul- 
lify the  life-saving  first-aid  measures  which  have 
been  promptly  administered  by  members  of  po- 
lice or  fire  departments,  by  ambulance  attendants 
or  by  others  at  the  scene  of  the  accident.  If  the 
patient  survives  the  trials  of  passing  through  the 
admitting  office,  he  is  often  shunted  to  the  x-ray 
room  to  await  his  turn,  instead  of  receiving  the 
necessary  preliminary  examination  that  would  re- 
veal what  his  emergency  needs  are.  Too  often, 
a nurse  is  ordered  to  “clean  him  up,  start  an  intra- 
venous and  send  him  to  x-ray.”  The  nurse,  though 
she  is  a willing  instrument  of  the  doctor,  is  un- 
qualified to  carry  out  important  details  of  emer- 
gency care.  Time  after  time,  I have  learned  that 
even  the  simple  task  of  clearing  the  patient’s  air- 
way effectively  cannot  be  delegated  to  a nurse, 
unless  she  has  been  specially  trained  for  it.  The 
present  tendency  of  some  physicians  to  relegate 
special  treatment  procedures  to  a willing  nurse 
often  amounts  to  no  more  than  “going  through 
certain  motions,”  from  which  the  patient  derives 
no  benefit  and  which  may  even  contribute  to  his 
demise.  It  is  also  sad  to  note  that  this  lamentable 
practice  is  promptly  copied  by  internes  and  resi- 
dents, who  are  just  beginning  their  medical  ca- 
reers. 

In  the  management  of  trauma  to  the  nervous 
system,  I want  to  emphasize  that  although  the  im- 
mediate or  emergency  care  of  injuries  to  the  brain 
and  spinal  cord  may  differ  in  certain  details  from 
injuries  to  other  parts  of  the  body,  the  basic  prin- 
ciples are  the  same.  It  is  in  the  subsequent  care — • 
in  the  early  definitive  care — that  the  services  of 
the  neurosurgeon  become  necessary. 

The  three  most  commonly  lethal  factors  in  pa- 
tients with  injuries  to  the  head  are  asphyxia, 
hemorrhage  and  shock.  These  must  be  recognized 
and  treated  at  once,  by  any  physician  who  hap- 
pens to  be  available,  and  in  exactly  the  same  man- 
ner that  he  would  treat  such  conditions  in  a case 
of  serious  injury  to  any  other  part  of  the  body. 

ASPHYXIA 

In  the  past,  persons  with  severe  head  injuries 
were  often  considered  doomed  if  a neurosurgeon 
were  not  available  to  “open  the  head.”  Today, 
many  of  these  victims  can  be  saved  if  a general 
physician  “opens  the  neck.”  He  performs  a trache- 
ostomy. There  can  be  no  question  that  the  failure 
to  recognize  and  relieve  a respiratory  obstruction 
or  asphyxia  is  the  most  frequent  cause  of  prevent- 
able death  in  cases  of  head  injury.  Many  of  those 
who  survive  this  neglect  may  be  unnecessarily 
crippled  by  permanent  brain  damage  from  the 


prolonged  anoxia  that  went  unrecognized — or  at 
least  uncorrected — after  his  arrival  at  the  hos- 
pital. 

In  severe  head  injury,  the  breathing  difficulty 
may  be  of  central  origin — i.e.,  due  directly  to  a 
disturbance  of  the  respiratory  center  in  the  brain 
stem — but  the  mechanical  causes  of  asphyxia  such 
as  quantities  of  blood  or  saliva,  a broken  jaw  or  a 
lacerated  tongue  usually  contribute  as  much  to  the 
respiratory  obstruction,  and  the  administration 
of  oxygen  by  any  means  is  useless  if  the  patient 
cannot  breathe.  Therefore,  the  first  rule  is  that 
every  unconscious  head-injury  patient  should  im- 
mediately be  postured  partly  on  his  side,  in  a 
semi  face-down  position,  to  allow  for  external 
drainage  of  blood  and  saliva.  He  should  be  trans- 
ported in  this  position,  and  should  also  be  nursed 
in  this  position  after  his  admission  to  the  hospital. 
If  the  simpler  measures  of  posturing,  aspiration 
and  insertion  of  a rubber  airway  do  not  correct 
the  respiratory  distress,  a tracheostomy  should 
be  done  without  further  delay.  The  time  to  do  a 
tracheostomy  is  when  one  first  thinks  of  it.  Very 
often,  there  is  an  immediate  and  dramatic  change 
in  the  patient’s  condition  when  the  trachea  is 
opened,  and  some  of  the  serious  effects  of  head 
injury  may  actually  disappear.  It  cannot  be  em- 
phasized strongly  enough  that  every  doctor,  no 
matter  what  his  specialty  or  interest,  should  be 
able  and  should  have  the  requisite  courage  to  per- 
form a tracheostomy  when  it  becomes  a life-sav- 
ing procedure.  Concern  over  a wound  or  scar  in 
the  neck  is  of  minor  importance,  for  it  will  heal 
in  a live  patient. 

HEMORRHAGE 

The  difference  between  bleeding  and  hemor- 
rhage is  purely  academic.  The  treatment  is  the 
same  for  both  conditions:  the  flow  of  blood  must  be 
stopped.  Serious  blood  loss  may  occur  from  other 
wounds  associated  with  the  head  injury,  but 
everyone  knows  how  copiously  a simple  scalp 
laceration  can  bleed,  and  complete  exsanguina- 
tion  can  occur  from  a deep  and  extensive  scalp 
laceration  alone.  From  time  to  time,  one  comes 
across  an  emergency-room  doctor  with  the  pe- 
culiar and  inexplicable  attitude  of  “Hands  off, 
until  the  neurosurgeon  gets  here.”  He  will  stand 
by  while  bleeding  continues  from  the  patient’s 
head,  scalp  and  face  wounds.  The  neurosurgeon, 
when  he  arrives,  is  confronted  in  such  instances 
by  the  gruesome  picture  of  a man  lying  on  his 
back,  his  head  and  face  covered  by  partially  clot- 
ted blood,  and  with  every  respiration,  blood  is 
gurgling  through  his  nose  and  mouth  into  an 
overlying  oxygen  mask. 

It  is  enough  to  say  that  the  added  anoxia,  plus 
the  added  shock  from  unchecked  blood  loss,  can 
tip  the  scales  against  the  accident  victim  whose 
head  injury  would  otherwise  be  completely  re- 
versible. 
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SHOCK 

Head  injury  per  se  does  not  produce  serious 
traumatic  shock,  but  the  associated  body  and  ex- 
tremity injuries  may  do  so,  and  the  presence  of  a 
serious  head  injury  is  no  excuse  for  delay  in  the 
prompt  splinting  or  other  fixation  of  major  ex- 
tremity fractures.  Sometimes  a person  with  a 
compound  depressed  skull  fracture  may  be  fully 
conscious,  and  the  relief  of  pain  from  multiple 
associated  injuries  is  then  a very  important  aspect 
of  management.  In  other  words,  in  the  head-injury 
patient,  all  causes  of  impending  shock  should  be 
recognized  and  promptly  corrected.  Because  of  the 
effect  of  the  head  injury  upon  the  brain-stem  regu- 
lating centers,  the  pulse  and  blood  pressure 
changes  may  not  always  follow  the  usual  shock 
pattern,  but  the  overall  traumatic  picture  of  shock 
will  still  be  obvious. 

SKULL  X-RAYS 

Two  questions  are  often  asked,  “When  should 
one  x-ray  the  head?”  and  “How  much  of  an 
emergency  measure  is  it?”  All  head-injury  pa- 
tients should  have  skull  films  taken  sooner  or 
later,  but  the  x-rays  are  never  truly  an  emergency 
requirement.  When  one  suspects  a compound  de- 
pressed fracture  with  brain  penetration,  he  would 
like  to  have  x-ray  information  as  soon  as  possi- 
ble. The  films  will  serve  as  a guide  to  whether 
there  are  indriven  bone  fragments,  what  their 
position  is,  and  so  on,  but  the  confirmation  of  a 
compound  depressed  fracture  can  also  be  achieved 
by  exploring  the  wound  with  a gloved  finger.  A 
non-compounded  depressed  fracture  need  not  be 
x-rayed  on  an  emergency  basis.  The  films  can  wait 
until  more  urgent  matters  have  been  attended  to, 
or  until  the  patient’s  condition  has  stabilized. 
There  is  never  a justification  for  routine  skull 
x-rays  while  the  patient  still  needs  resuscitory 
treatment. 

How  does  one  gauge  the  course  of  a head  in- 
jury? The  level  of  consciousness  is  the  primary 
yardstick  to  use  in  following  the  course  in  such 
cases.  It  should  be  carefully  noted  and  recorded 
when  the  patient  is  first  seen.  A person  who  is  re- 
gaining consciousness  is  not  developing  an  intra- 
cranial complication.  On  the  other  hand,  if  con- 
sciousness is  decreasing,  the  patient  certainly  is 
growing  worse.  The  level  of  consciousness  is  what 
counts  in  a head  injury,  rather  than  the  pulse,  the 
temperature  and  the  respirations  which  everyone 
seems  to  emphasize.  Of  course  the  vital  signs  do 
provide  added  information  and  should  be  charted, 
but  they  should  not  be  relied  upon.  One  should  be 
interested  in  the  regularity  of  the  respirations  and 
in  the  pulse  rate,  as  well  as  in  the  stability  of  the 
blood  pressure.  There  is  a well  established  pattern 
that  follows  increased  intracranial  pressure.  This 
consists  of  a rise  in  the  blood  pressure  and  a slow- 
ing  of  the  pulse.  However,  the  absence  of  these 


signs  should  not  lead  one  to  disregard  the  possi- 
bility of  an  intracranial  expanding  lesion,  such  as 
a blood  clot,  when  there  is  failing  consciousness 
or  deepening  coma. 

As  a rule,  either  persisting  hyperthermia  or  a 
very  subnormal  temperature  should  be  regarded 
as  a bad  sign  in  a head-injury  case.  Either  one  is 
an  indication  that  the  temperature-regulating 
mechanism  in  the  brain  stem  has  been  seriously 
disturbed  and  that  there  has  been  severe  brain 
damage. 

CONCLUSION 

In  closing,  I shall  repeat  my  premise:  the  care 
of  the  patient  with  serious  injury  to  the  head  re- 
quires a team  effort  from  the  doctor  who  first  sees 
him  and  the  neurosurgeon.  Prompt  and  effective 
emergency  care  for  the  acutely  injured  is  the 
professional  obligation  of  every  physician,  regard- 
less of  his  specialty  or  field  of  interest.  The  im- 
portance of  what  a physician  accomplishes  does 
not  hinge  upon  how  far  he  goes  in  the  care  of  the 
accident  victim,  but  on  how  well  he  does  his  part 
of  the  job.  The  physician  who  is  willing  to  edu- 
cate himself  in  the  essential  phases  of  emergency 
care  of  accident  victims,  and  who  conscientiously 
applies  his  knowledge,  is  as  true  a specialist  as 
are  the  members  of  the  most  erudite  specialty  so- 
cieties. 


The  Physicians  Placement  Bureau 
has  had  a request  for  a locum  tenens 
location  from  a young  physician  who 
will  complete  his  internship  in  June, 
and  who  wishes  some  practical  ex- 
perience while  awaiting  his  call  to 
military  service.  If  you  are  yearning 
for  a summer  vacation  and  feel  that 
an  arrangement  of  this  sort  might  ex- 
pedite your  planning,  please  let  us 
know. 

There  may  be  other  inquiries  of 
this  nature,  and  we  should  be  happy 
to  serve  as  a liaison  between  our 
readers  and  young  physicians  seek- 
ing locum  tenens  opportunities. 
Write  Physicians  Placement  Bureau, 
Iowa  Medical  Society,  529-36th 
Street,  Des  Moines  12,  Iowa. 


Irradiation  Proctitis 


JAMES  F.  BISHOP,  M.D. 

Davenport 

Except  for  some  scattered  opinions  to  the  con- 
trary, the  most  widely  accepted  treatment  for 
cancer  of  the  cervix  is  irradiation  by  x-ray  and 
radium.  It  is  not  the  purpose  here  to  consider  the 
effect  of  such  treatment  upon  the  primary  lesion, 
but  rather  to  reflect  upon  some  of  the  unwanted 
but  unavoidable  concomitants.  Applied  as  it  is, 
in  close  proximity  to  the  neoplasm,  the  radium 
emits  its  rays  impartially  in  all  directions,  and 
the  radiotherapists’  attempts  at  protective  shield- 
ing often  are  only  partially  successful.  Inevitably, 
upon  occasion,  damage  is  inflicted  upon  neighbor- 
ing tissues,  and  the  rectum  is  a frequent  victim. 
The  bladder,  too,  sometimes  displays  evidence  of 
rather  severe  trauma,  but  in  general  it  seems  to 
suffer  far  less  than  does  the  distal  large  bowel. 

INCIDENCE 

The  incidence  of  significant  rectal  injury  follow- 
ing irradiation  of  cervical  cancer  seems  to  approx- 
imate 10  per  cent  of  the  cases  treated,  according 
to  the  personal  views  of  our  hospital  radiologist. 
The  fact  that  the  other  90  per  cent  of  patients  suf- 
fer no  significant  bowel  damage  provides  the  radio- 
therapists with  material  for  speculation  as  to  in- 
dividual differences  in  resistance  to  constant  doses 
of  emanations. 

The  opinions  and  observations  expressed  here- 
after are  based  upon  experience  with  25  cases  of 
irradiation  proctitis.  Each  of  these  women  had 
symptoms  sufficiently  distressing  so  that  her  radi- 
ologist, gynecologist,  or  family  doctor  felt  she 
needed  specialized  care. 

PATHOLOGY 

As  described  by  our  hospital  pathologist,  the 
histopathology  of  irradiation  proctitis  presents 
varying  degrees  of  damage  to  the  rectal  epithe- 
lium. With  severe  injury,  outright  cell-death  may 
occur,  whereas  with  lesser  involvement,  there  are 
irregular  areas  of  ulceration  and  a definite  lag  in 
the  healing  process.  There  are  varying  degrees  of 
fibrosis  and  thickening  of  collagen  and  muscle 
fibers,  which  often  result  in  loss  of  elasticity  of 
the  rectal  wall,  along  with  fixation  of  the  mucosa 
to  the  underlying  scar  tissue  and  muscle. 


Gross  pathology,  too,  presents  a variable  pic- 
ture. There  may  be  only  slight  thickening  and  in- 
jection of  the  mucosa  on  the  anterior  rectal  wall, 
with  scattered  areas  of  friability  that  ooze  only 
slightly.  The  process  may  range  from  such  min- 
imal damage  through  worsening  degrees  of  in- 
volvement, and  on  to  awesome  and  almost  un- 
believable destruction  and  distortion  of  bowel  tis- 
sue. There  may  be  recto-vaginal  fistulae  of  vary- 
ing sizes,  or  fistulae  between  the  recto-sigmoid  and 
the  vagina.  The  rectal  wall  may  be  scarred,  shrunk- 
en and  more  rigid  than  in  the  so-called  “leadpipe 
narrowing”  of  ulcerative  colitis.  There  may  be  a 
constricting  band  in  the  mid-rectum  which  so  nar- 
rows the  lumen  as  to  produce  obstruction.  A hard, 
unyielding  mass  of  ulcerated  scar  in  the  lower  sig- 
moid or  recto-sigmoid  sometimes  obstructs  and 
perforates.  As  an  aside,  I might  mention  a recent 
article  reporting  a significant  number  of  irradia- 
tion-treated cancers  of  the  cervix.  The  authors, 
commenting  upon  instances  of  such  fistula  or  per- 
foration, stated  that  the  great  majority  were  due 
to  recurrent  tumor.  In  this  modest  series  of  twen- 
ty-five women,  six  had  perforations  from  the  bowel. 
In  five,  there  was  neither  gross  nor  microscopic 
evidence  of  recurrent  neoplasm. 

SYMPTOMS 

The  gastro-intestinal  symptoms  incident  to  irra- 
diation treatment  of  cancer  of  the  cervix  can  read- 
ily be  divided  into  those  occurring  during  treat- 
ment and  those  appearing  later. 

Diarrhea  of  varying  severity  is  common,  along 
with  occasional  nausea  during  the  period  of  x-ray 
treatment.  These  symptoms  subside  rather  prompt- 
ly when  the  x-ray  is  discontinued. 

The  symptoms  of  irradiation  proctitis  appear 
later.  In  one  instance,  they  almost  seemed  to  blend 
with  the  diarrhea  of  the  x-ray  therapy.  A few  pa- 
tients experienced  first  symptoms  three  to  four 
months  after  the  completion  of  their  treatments, 
but  the  largest  group  noticed  the  onset  of  their  dif- 
ficulties from  six  to  nine  months  after  treatment. 
Others  had  an  even  longer  interval  of  a year  or 
two,  and  three  of  the  women  had  no  symptoms 
until  between  three  and  five  years  later. 

The  symptoms  vary  with  the  severity  of  the  in- 
volvement. With  minimal  irradiation  reaction, 
there  is  the  passage  of  small  amounts  of  blood 
and  mucus,  and  perhaps  a slight  increase  in  the 
number  of  stools.  More  marked  bowel  damage 
brings  more  pronounced  symptoms,  with  increased 
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passage  of  blood  and  bloody  mucus.  Tenesmus- — 
slight  and  only  a minor  annoyance  when  the  in- 
volvement is  mild — increases  with  the  severity 
of  the  damage  until  it  becomes  a constant  and  un- 
remitting torment.  The  rectum,  with  its  edematous, 
bleeding,  damaged  wall,  is  highly  irritable  and 
intolerant  to  the  slightest  accumulation  of  its 
own  secretions.  It  constantly  demands  evacuation 
of  the  steadily  oozing  products  of  its  inflammation. 
The  passage  of  stool,  no  matter  how  soft,  com- 
pounds the  distress  until  the  patient  has  little  or 
no  rest,  day  or  night.  The  unrelenting  and  pro- 
longed torture  becomes  well-nigh  intolerable,  and 
may  result  in  a severe  disorganization  of  the  pa- 
tient’s personality. 

Perforation  between  the  bowel  and  the  genital 
tract  results  in  the  passage  of  gas  and  stool  from 
the  vagina.  Where  partial  or  complete  obstruction 
of  the  bowel  appears,  the  symptoms  are  those  of 
obstruction  from  any  cause. 

PROCTOSCOPIC  FINDINGS 

Where  the  irradiation  proctitis  is  mild,  it  is  lim- 
ited to  the  anterior  rectal  wall  at  the  level  of  the 
cervix,  where  there  are  pallor  of  the  mucosa,  telan- 
giectases, edema  and  friability,  with  scattered 
areas  of  oozing  granulations.  With  more  severe 
damage,  the  mucosal  reaction  is  more  pronounced, 
and  there  are  extensive  bleeding  granulations, 
greater  edema  and  scarring,  and  involvement  of 
a greater  portion  of  the  bowel  circumference.  On 
the  anterior  wall,  there  may  appear  an  area  of 
ulceration,  rather  poorly  defined  at  first.  After  a 
time,  this  is  likely  to  form  a well-demarcated 
necrotic  plaque,  with  a grayish  center  and  with 
granulations  piling  up  about  its  borders.  This  is 
the  most  common  site  of  recto-vaginal  fistula  when 
slough  through  the  septum  becomes  complete. 
Here,  of  course,  the  suspicion  of  recurrent  cancer 
is  raised,  and  the  temptation  to  biopsy  is  great. 
This  temptation  must  be  resisted,  however,  for  the 
resulting  wound  is  very  slow  to  heal  and  may  even 
produce  a fistula  which  otherwise  might  not  have 
occurred. 

As  the  acute  stage  subsides  and  the  scarring  in 
the  wall  progresses,  the  proctoscope  may  reveal 
constriction  of  the  mid-rectum,  producing  varying 
degrees  of  obstruction.  The  muscle  wall  itself  be- 
comes shrunken  and  narrowed,  losing  its  elasticity 
almost  entirely. 

Proctoscopy,  especially  during  the  acute  stage, 
can  be  an  extremely  painful  procedure,  and  it 
must  be  done  with  the  utmost  care  and  gentleness. 
Once  the  diagnosis  has  been  established,  examina- 
tions should  be  done  only  infrequently,  for  the 
information  gained  is  seldom  worth  the  distress 
inflicted.  The  symptoms  themselves  provide  a good 
guide  as  to  the  results  of  treatment. 


COURSE 

The  course  of  the  disease  is  likely  to  be  pro- 
longed over  months  and  sometimes  years.  Mild  to 
moderate  degrees  of  involvement  will  eventually 
heal,  the  distress  will  subside,  and  the  bowel  will 
return  to  normal  function.  With  severe  damage, 
the  rectum  is  likely  to  be  permanently  scarred, 
shrunken  and  useless,  and  any  recto-vaginal  fistula 
probably  will  persist.  Then  there  are  patients 
whose  courses  are  shorter,  terminated  finally  by 
recurrences  of  their  cancers. 

TREATMENT 

When  symptoms  and  damage  are  mild,  no  treat- 
ment is  necessary  beyond  aspirin  as  needed,  warm 
baths,  and  reassurance  that  eventually  the  process 
will  heal. 

Where  rectal  bleeding  and  tenesmus  are  trouble- 
some and  the  bowel  damage  is  not  excessive,  oral 
steroids  are  of  great  value.  Prednisone  was  used 
in  a number  of  these  cases,  beginning  with  5 mg. 
every  six  hours,  and  increasing  or  decreasing  the 
dosage  in  accordance  with  the  response.  As  im- 
provement occurred,  the  minimum  maintenance 
dosage  was  sought,  and  when  it  was  found  it  some- 
times had  to  be  continued  for  months.  One  pa- 
tient, for  example,  needed  5 mg.  daily  or  on  alter- 
nate days  for  two  years,  to  prevent  a recurrence 
of  bleeding.  Afterward,  her  lesion  was  adjudged 
cured  and  her  treatment  was  discontinued. 

Rectal  instillation  of  various  therapeutic  sub- 
stances has  been  recommended.  Steroid  supposi- 
tories, warm  oil,  solutions  of  hydrocortisone,  local 
anesthetics,  and  corn  starch — all  as  retention  med- 
ications— were  tried  and  abandoned.  The  added 
volume  of  material  was  intolerable  and  demanded 
immediate  expulsion.  In  each  instance,  the  patient 
complained  that  her  distress  and  tenesmus  were 
increased.  Oral  prednisone,  along  with  non-nar- 
cotic pain  relief  and  warm  Sitz  baths,  seemed  most 
effective. 

In  some  cases,  however,  the  damage  was  so  great 
that  conservative  measures  were  inadequate  and 
prednisone  was  ineffective.  The  distress  was  so 
agonizing  that  surgical  relief  was  necessary.  When 
the  lesion  was  limited  to  the  rectum,  sigmoidal 
colostomy  was  the  procedure  of  choice.  To  simplify 
care  of  the  colostomy  stoma,  the  distal  divided  end 
of  the  bowel  usually  was  closed  and  returned  to 
the  abdomen.  When  rectal  injury  is  severe  enough 
to  require  colostomy,  it  is  likely  that  the  artificial 
anus  will  be  permanent.  It  seems  a forlorn  hope 
that  the  rectal  segment  will  ever  recover  suffi- 
ciently to  be  useful  in  the  restoration  of  bowel 
continuity.  It  is  worthy  of  note  that  although  a 
permanent  colostomy  is  most  objectionable  under 
other  circumstances,  it  is  welcome  relief  from 
unremitting  torture  in  cases  of  severe  irradiation 
proctitis. 

With  obstruction  and/or  perforation  in  the  lower 
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sigmoid,  colostomy,  followed  by  segmental  resec- 
tion and  anastomosis,  is  a logical  procedure.  At- 
tempts at  restorative  and  reconstructive  surgery 
must  be  approached  with  great  caution,  however, 
for  the  healing  capabilities  of  these  tissues  may 
have  been  greatly  impaired.  An  elaborately  planned 
and  executed  repair  of,  for  example,  a recto-vaginal 
fistula  may  very  well  founder  and  confront  the  dis- 
mayed surgeon  with  a mass  of  granulating  and  un- 
united tissues.  The  outcome  of  sigmoidal  anasto- 
mosis is  likely  to  be  more  gratifying,  but  even 
when  one  undertakes  a procedure  of  that  sort,  he 
should  carefully  inspect  the  ends  that  are  to  be 
joined.  If  there  is  doubt  as  to  their  vigor,  a prox- 
imal diverting  colostomy  is  prudent. 

When  confronted  with  such  distress  and  tissue 
destruction,  one  may  be  reminded  of  the  ancient 
cliche,  “The  cure  may  be  worse  than  the  dis- 
ease,” especially  since  permanent  colostomy  may 
result.  Therapy  for  cancer  of  the  cervix  must  be 
pursued  vigorously  and  relentlessly,  and  if  per- 
manent colostomy  is  necessary,  now  and  then,  it 
must  be  accepted.  Such  a possibility  cannot  be 
cited  as  an  excuse  for  diminishing  the  vigor  of  the 
treatment.  After  all,  permanent  colostomy  has 
long  been  acknowledged  as  a reasonable  price  for 
an  adequate  attack  upon  cancer  of  the  lower  rec- 
tum. 

The  treatment  of  irradiation  proctitis  must  go 
beyond  medical  and  surgical  attempts  at  its  allevi- 
ation. A complete  understanding  of  the  situation 


by  the  patient  and  her  family  is  imperative.  At 
times  one  encounters  resentment  directed  against 
the  radiotherapist,  on  the  grounds  that  he  has 
produced  “x-ray  burns.”  The  patient  must  be  made 
aware  that  the  distressing  complications  of  her 
treatment  have  been  no  one’s  fault.  She  must  un- 
derstand that  her  disease  was  a radical  one,  and 
that  only  militant,  radical  treatment  could  help 
her  survive. 

SUMMARY 

As  its  name  implies,  irradiation  proctitis  is  dam- 
age to  the  rectum  incurred  during  irradiation 
treatment  of  cancer  of  the  cervix.  The  degree  of 
trauma  varies  widely  from  one  patient  to  another, 
and  ranges  from  slight  local  irritation  and  bleeding 
to  profound  tissue  destruction  and  intolerable  dis- 
tress. Mild  involvement  responds  well  to  simple 
measures  of  pain-relief,  but  moderate  degrees  may 
require  oral  steroids.  In  general,  medications  in- 
serted for  retention  in  the  rectal  pouch  tend  to 
be  disappointing,  and  often  increase  the  patient’s 
discomfort.  Where  tissue  destruction  is  severe, 
fecal  diversion  or,  sometimes,  resection  of  bowel 
must  be  undertaken.  It  must  be  stressed  to  the 
patient  that  her  unenviable  plight  is  the  unwel- 
come result  of  vigorous  treatment  for  her  radical 
disease.  It  has  not  happened  because  someone  was 
careless  or  inept.  The  woman  with  severe  irradia- 
tion proctitis  deserves  sympathetic  and  enlightened 
treatment,  for  hers  can  be  a miserable  and  tor- 
mented existence. 


Emergency  Room  Organization 


Hospital  emergency  room  organization  and  man- 
agement are  covered  in  a recent  publication  de- 
veloped by  the  American  Hospital  Association  and 
the  American  College  of  Surgeons.  It  is  entitled 

THE  EMERGENCY  DEPARTMENT  IN  THE  HOSPITAL:  A 

GUIDE  TO  ORGANIZATION  AND  MANAGEMENT,  and  it 
covers  such  subjects  as  equipment  and  staffing,  and 
attempts  to  enunciate  principles  under  which  oper- 
ation of  the  facilities  can  be  tailored  to  the  needs 
of  the  particular  community. 

Whether  the  dramatic  increase  in  emergency 
patients  has  been  the  result  of  changes  in  the  way 
people  live,  or  a change  in  their  attitudes  toward 
hospitals,  the  increased  demands  have  produced  a 
traffic  jam  that  must  be  solved. 

Proper  operation  of  the  emergency  department 


depends  upon  the  cooperation  of  the  hospital  and 
the  medical  staff.  The  hospital  furnishes  the  medical 
facilities  and  equipment  and  the  nursing  service; 
the  staff  furnishes  the  physician  component. 

The  most  difficult  of  all  the  problems  is  the  phy- 
sician staffing.  The  guide  outlines  the  various 
methods  which  have  been  used  to  assure  24-hour 
coverage,  and  states  the  principles  upon  which  a 
clinical-procedures  manual  can  be  drawn  up.  It 
also  discusses  the  legal  implications  of  emergency 
care,  and  the  relationships  between  the  emergency 
department  and  the  police,  the  press  and  other 
public  agencies. 

The  book  may  be  obtained  from  the  American 
Hospital  Association,  840  North  Lake  Shore  Drive, 
Chicago  11.  The  price  is  $1.00. 


Adrenogenital  Syndrome  in  Male, 
Salt- Losing  Type 

Report  of  a Case 


J.  W.  REINERTSON,  M.D. 

Cedar  Rapids 

The  early  diagnosis  of  congenital  adrenal  hyper- 
plasia in  males  is  difficult.  It  is  especially  hard  to 
diagnose  the  uncomplicated  form  in  which  sodium- 
losing and/or  hypertension  are  not  part  of  the 
syndrome.  The  sine  qua  non  for  suspecting  the 
adrenogenital  syndrome  in  females  is,  of  course, 
an  enlarged  clitoris  present  at  birth.  However,  mac- 
rogenitosomia precox  in  the  male  is  not  manifest 
for  several  years,  and  the  precocious  sexual  de- 
velopment is  “incomplete”  in  type,  since  there  is 
marked  development  of  the  penis,  sexual  hair  and 
other  secondary  sexual  characteristics,  but  the 
testes  remain  small  and  immature. 

Wilkins1  states  that  approximately  one-fourth  of 
the  patients  with  congenital  adrenal  hyperplasia 
exhibit  an  electrolyte  disorder.  However,  he  fur- 
ther points  out  the  true  incidence  may  be  much 
greater  than  has  been  suspected,  since  many  of 
these  patients,  especially  the  males,  die  undiag- 
nosed at  early  ages. 

CASE  REPORT 

This  case  report  deals  with  a white  male  in- 
fant who  was  first  seen  at  5M>  weeks  of  age,  and 
was  diagnosed  as  having  congenital  adrenal  hyper- 
plasia of  the  sodium-losing  type.  The  results  of 
therapy  and  follow  up  to  age  10  months  will  be 
presented. 

G.  L.,  a 5y2-week-old  white  male,  was  first  seen 
at  the  Raymond  Blank  Memorial  Hospital,  Des 
Moines,  because  of  failure  to  thrive.  This  first-born 
child  weighed  7 lbs.,  15  oz.  at  birth.  The  pregnancy 
had  been  uncomplicated,  but  the  delivery  was  de- 
scribed as  having  been  “a  little  hard.”  The  patient 
was  kept  in  an  incubator  for  several  hours  after 
delivery  because  of  his  failure  to  initiate  spon- 
taneous respirations  immediately.  The  subsequent 
course  was  thought  to  have  been  normal,  and  the 
baby  was  discharged  on  the  third  postpartum  day. 


The  infant  was  fed  a proprietary  formula,  and 
was  noted  to  take  four  ounces  at  four-hour  inter- 
vals soon  following  his  discharge  from  the  hos- 
pital, but  during  the  subsequent  five  weeks,  his  in- 
take gradually  decreased.  Vomiting  was  never  a 
problem,  although  he  would  occasionally  “spit  up” 
a small  amount  after  a feeding.  There  had  been  no 
diarrhea;  in  fact,  the  child  tended  to  be  somewhat 
constipated.  He  had  not  been  febrile,  and  had  no 
intercurrent  illness. 

The  family  history  failed  to  reveal  other  cases 
of  definite  or  suspected  congenital  adrenal  hyper- 
plasia. 

Physical  examination  revealed  an  emaciated, 
fussy,  hyperpigmented,  white  male,  in  no  acute 
distress.  Initial  measurements  were:  weight  6 lbs., 
11  oz.,  length  21  inches,  head  circumference  15 
inches,  and  chest  circumference  13  V2  inches.  The 
mucous  membranes  were  moist.  Tissue  turgor 
was  fairly  good,  and  the  child  seemed  only  mildly 
dehydrated.  There  was  no  evidence  of  respiratory 
or  cardiac  disease.  The  liver  was  palpable  2 cm. 
below  the  right  costal  margin.  The  penis  had  been 
circumcised  and  was  normal  in  size.  Both  testes 
were  palpable  in  the  scrotum.  The  extremities 
moved  well,  and  an  active  Moro  reflex  was  pres- 
ent. The  skin  was  hyperpigmented,  with  especial- 
ly marked  pigmentation  of  the  areolae  and  the 
scrotum. 

Laboratory  data  upon  admission  revealed  a 
serum  sodium  of  126  mEq./L.,  a chloride  of  98 
mEq./L.,  and  a BUN  of  61  mg.  per  cent.  The  car- 
bon dioxide  content  was  16  mEq./L.  The  hemo- 
gram was  essentially  normal,  as  was  the  initial 
urinalysis,  except  for  a specific  gravity  of  1.006  in 
a dehydrated  infant.  The  additional  laboratory  da- 
ta accumulated  during  his  hospitalization  are  pre- 
sented in  Table  1. 

Therapy  included  intravenous  fluids,  half-nor- 
mal saline  in  5 per  cent  glucose  in  distilled  water, 
initially,  followed  by  normal  saline  in  5 per  cent 
glucose  in  distilled  water,  since  the  serum  sodium 
remained  low.  After  a 24-hour  urine  had  been  col- 
lected for  17-ketosteroid  and  17-hydroxy  steroid  de- 
terminations, the  child  was  treated  orally  with  10 
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TABLE  I 

SERUM  CHEMISTRIES  DURING  HOSPITALIZATION  AND 
FOLLOW-UP 


Blood 

m 

Eq./L. 

mEq./L.  Mg.  % 

Sugar 

Date 

Na 

K 

Cl 

co2 

BUN 

Mg.% 

Therapy 

10-16-61 

126 

8.5 

98 

16 

61 

1/2  N/S  1.  V. 

10-18-61 

123 

8.1 

93 

15 

34 

1 1 1 

N/S  1.  V. 

10-18-61* 

131 

6.8 

17 

10-19-61 

138 

7.4 

99 

14 

10-20-61 

142 

5.9 

108 

16 

14 

Cortef,  40  mg. 
daily 

DOCA,  1 mg. 
daily 

10-23-61 

101 

10-24-61 

143 

6.4 

107 

24 

Cortef,  30  mg. 
daily 

10-27-61 

139 

5.8 

99 

24 

Cortef,  20  mg. 
daily 

10-30-61 

132 

6.0 

95 

23 

D.  C.  DOCA; 
Florinef,  0.1 
mg.  daily; 
tsp.  added 
NaCI  daily 

II-  6-61 

143 

6.8 

99 

22 

21 

Discharged 

1 1 -14-61 

125 

5.0 

108 

22 

11-16-61 

148 

1 1-27-61 

141 

5.4 

12-16-61 

139 

6.9 

103 

Cortef,  1 5 mg. 
daily 

3-  8-62 

142 

4.8 

106 

Cortef,  1 0 mg. 
daily 

5-31-62 

143 

5.8 

1 12 

* 9:00  p.m. 


mg.  hydrocortisone  at  six -hour  intervals,  and  1 mg. 
desoxycorticosterone  acetate  (DOCA)  intramus- 
cularly, daily. 

As  the  child’s  serum  electrolytes  became  nor- 
mal, his  oral  intake  increased  and  the  intravenous 
fluids  were  discontinued.  During  the  subsequent 
ten  days,  the  hydrocortisone  was  reduced  to  10  mg. 
at  12-hour  intervals,  and  9 a-flurohydrocortisone, 
0.1  mg.  by  mouth  daily,  was  substituted  for  the 
DOCA.  To  maintain  normal  electrolytes,  it  was 
found  necessary  to  give  an  additional  quarter-tea- 
spoon of  salt  daily  (2  grams). 

The  initial  17-ketosteroid  level  was  3.6  mg./24- 
hour  urine,  and  the  17-ketogenic*  steroids  were 
10.9  mg./24-hour  urine.  After  two  weeks  of  sub- 
stitution steroid  therapy,  these  values  were  0.9 

* 17-hydroxysteroids  and  11-oxysteroids. 


mg./24  hours,  and  1.1  mg./ 24  hours,  respectively. 
These  initial  values  and  the  response  to  therapy 
confirmed  the  initial  diagnosis  of  adrenogenital 
syndrome. 

When  the  child  was  discharged,  2V2  weeks  after 
admission  he  had  gained  2V2  pounds,  his  appetite 
was  excellent,  and  his  electrolytes  were  within 
normal  limits. 

During  the  eight  months  since  his  discharge,  the 
child  has  continued  to  do  well.  However,  he  re- 
mains below  the  16th  percentile  in  both  height  and 
weight  (Iowa  Growth  Chart).  The  steroid  dosage 
has  been  further  reduced  to  5 mg.  hydrocortisone 
at  12-hour  intervals.  The  9 a-flurohydrocortisone 
remains  at  0.1  mg.  daily,  and  a quarter-teaspoon 
of  added  salt  is  still  required.  The  skin  hyperpig- 
mentation has  disappeared.  At  four  months  of  age, 
his  17-ketosteroids  measured  0.6  mg.  per  24-hour 
urine,  which  is  within  normal  limits. 

DISCUSSION 

Reports  that  some  infants  with  congenital  ad- 
renal hyperplasia  also  had  an  electrolyte  disorder 
began  to  appear  in  the  literature  in  1939.2  It  was 
subsequently  found  that  treatment  with  table  salt 
and/or  DOCA  helped  in  adjusting  these  electro- 
lyte abnormalities.  If  untreated,  these  patients  of- 
ten died  due  to  cardiovascular  collapse,  from  either 
hyperkalemia  or  hyponatremia  and  dehydration. 
It  was  also  noted  that  this  therapy  did  not  alter 
the  basic  adrenal  disease,  and  that  excessive  viril- 
ization and  growth  continued.3’  4 

Wilkins  et  al ,5  demonstrated  that  cortisone,  ad- 
ministered in  small  doses,  suppressed  the  abnor- 
mal androgenic  activity  of  the  adrenal. 

Other  subvariants  of  congenital  adrenal  hyper- 
plasia have  been  hypertension  without  demon- 
strable electrolyte  abnormality,6  a tendency  to 
hypoglycemia,7  periodic  fever,8  and  “late  sodium 
loss.”9 

It  is  beyond  the  scope  of  this  report  to  review 
all  of  the  biologic  defects  and  the  synthesis  of  hy- 
drocortisone. Suffice  it  to  say  that  hydrocortisone 
(compound  F)  is  synthesized  by  the  hydroxyla- 
tion  of  progesterone  at  carbon  atoms  11,  17  and  21. 
It  has  been  repeatedly  demonstrated  that  lack  of 
21-hydroxylase  gives  rise  to  the  basic  disease.  If 
11-hydroxylase  is  also  lacking,  the  patient  man- 
ifests hypertension  as  well.10  The  precise  mecha- 
nism of  sodium  loss  and  potassium  retention  is  not 
clear.  It  has  been  postulated  that  these  patients 
secrete  a “salt  losing”  hormone,  but  this  has  not 
been  proved.  Aldosterone  synthesis  and/or  utiliza- 
tion may  provide  the  answer  to  this  facet  of  the 
disease  process,  for  there  is  an  increase  in  al- 
dosterone in  the  blood  of  the  non-salt  loser,  but 
there  is  none  in  those  with  sodium  loss. 

When  one  is  confronted  with  a male  infant  with 
anorexia,  irritability  and  dehydration,  he  should 
consider  the  possibility  of  the  salt-losing  form  of 
congenital  adrenal  hyperplasia.  These  children 


140 


Journal  of  Iowa  Medical  Society 


March,  1963 


usually  dehydrate  to  a greater  degree  than  one 
would  expect  from  the  scant  vomiting  that  is  re- 
ported. Diarrhea  is  a less  common  symptom. 
Anuria,  tachycardia  and  cyanosis  may  follow  the 
initial  complaints.  The  serum  chemistries  are  of 
great  aid  in  diagnosis.  The  sodium  is  low  and  the 
chloride  is  also  frequently  decreased,  but  the  po- 
tassium and  BUN  are  usually  elevated.  The  elec- 
trocardiogram may  show  the  effects  of  an  elevated 
potassium  on  the  myocardium.  Erroneous  diag- 
noses such  as  pyloric  stenosis,  intestinal  obstruc- 
tion or  gastroenteritis  may  be  postulated.  The  se- 
rum electrolyte  pattern  in  children  with  pyloric 
stenosis  shows  a low  or  normal  potassium,  a low 
chloride,  and  a decreased  sodium.  The  carbon  di- 
oxide content  is  elevated. 

Virilizing  adrenal  hyperplasia  of  the  sodium-los- 
ing type  is  more  diffictdt  to  treat  than  is  any  of  the 
other  disease  manifestations.  The  dehydrated  in- 
fant should  be  given  4 to  8 Gm.  of  salt  during  the 
first  24  hours,  followed  by  maintenance  doses  of 
from  2 to  6 Gm.  daily.  DOCA  is  given  immediate- 
ly, and  then  daily  doses  of  1 to  4 mg.  are  admin- 
istered as  needed,  to  restore  and  maintain  normal 
electrolytes.  Cortisone  therapy  is  withheld  until 
two  24-hour  urines  have  been  collected  for  17- 
ketosteroid  determinations.  These  may  be  “nor- 
mally elevated”  during  the  first  two  weeks  of  life, 
and  a urine  pregnantriol  determination  may  then 
be  of  value.  This  abnormal  degradation  metabolite 
is  found  in  the  urines  of  newborns  who  have  the 
21-hydroxylase  deficit.  After  two  weeks  of  age, 
the  normal  24-hour  urine  17-ketosteroid  value 
should  be  less  than  1 mg.11 

Wilkins1-  prefers  intramuscular  cortisone  initial- 
ly, since  response  is  more  predictable  and  the 
adrenals  are  suppressed  quickly.  Later,  the  main- 
tenance doses  can  be  either  oral,  two  or  three 
times  each  day,  or  intramuscular  at  three-  to  four- 
day  intervals.  Maintenance  therapy  must  be  indi- 
vidualized, and  24-hour  17-ketosteroid  urine  levels 
must  be  used  to  titrate  the  dosage.  One  must  also 
follow  the  patient’s  growth  and  osseous  develop- 
ment, for  if  steroid  replacement  is  inadequate, 
the  bone  age  will  progress  beyond  the  chronologic 
age.  The  converse  is  also  true;  i.e.,  too  much  ster- 
oid will  retard  the  bone  age. 

Originally  salt  loss  was  treated  by  implantation 
of  DOCA  pellets.  In  infants  and  children,  how- 
ever, 9 a-flurohydrocortisone  in  doses  of  0.1  to  0.2 
mg.  by  mouth,  plus  cortisone  and  salt,  may  well 
control  the  salt-losing  tendency.  Larger  doses  have 
been  shown  to  produce  hypertension.  Eventually, 
one  may  expect  the  patient  not  to  require  sodium- 
retaining  steroids,  except  during  periods  of  ex- 
treme salt  depletion.11 

The  pigmentation  exhibited  by  our  patient  is 
thought  to  have  resulted  from  an  increased  secre- 
tion of  melanocyte-stimulating  hormone  by  the 
pituitary  pars  intermedia.  This  pigmentation  disap- 
pears rapidly  with  cortisone  therapy,  and  has  been 


observed  to  reappear  when  a relapse  occurred.1 

It  has  been  noted  that  male  children  who  are 
afflicted  with  congenital  adrenal  hyperplasia,  but 
who  have  received  no  steroid  therapy  until  their 
bone  age  reached  12-14  years,  experience  rapid 
testicular  development  under  the  indirect  influ- 
ence of  cortisone  therapy.  These  patients  then  be- 
come fertile,  as  the  spermatogenesis  responds  to  the 
testicular  androgens  produced  after  the  suppres- 
sion of  the  adrenals. 

This  disease  is  inherited  as  a homozygous,  auto- 
somal recessive  characteristic.  Therefore,  each  par- 
ent of  an  affected  child  must  have  been  heterozy- 
gous for  the  syndrome.  Since  it  has  been  estimated 
that  one  out  of  50  to  100  adults  is  heterozygous 
for  this  condition,  the  chances  of  marriage  be- 
tween heterozygotes  are  between  1:2,500  and 
1: 10,000.  Since  one  of  four  children  of  any  such 
marriage  would  theoretically  be  homozygous  and 
affected,  the  chance  that  any  single  birth  will  pro- 
duce a case  of  adrenogenital  syndrome  would  be 
between  1:10,000  and  1:40,000.  Attempts  to  iden- 
tify the  heterozygous  state  have  thus  far  been  un- 
successful. 

SUMMARY 

A case  of  adrenogenital  syndrome  of  the  sodium- 
losing type,  in  a male  infant,  has  been  presented. 
The  different  manifestations  of  the  syndrome  have 
been  discussed,  and  the  enzymatic  defect,  diagnosis 
and  treatment  have  been  briefly  reviewed.  The 
genetics  of  this  condition  have  been  commented 
upon. 
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Transmutation  of  Rhesus  and 
MN  Blood  Types  of  Peptic  Ulcer  Patients 

by  Blood  Transfusion 


JOSEPH  A.  BUCKWALTER,  M.D.  and 
GERALD  V.  TWEED, 

Iowa  City 

In  1962  we  reported  the  results  of  a study  which 
suggested  an  association  between  the  Rhesus  and 
MN  blood  groups  and  certain  diseases.1  These 
findings  are  of  particular  interest  because  here- 
tofore only  in  the  instance  of  the  ABO  blood 
groups  has  convincing  evidence  of  an  association 
to  disease  been  found.  Statistically  significant  dif- 
ferences were  found  between  the  Rhesus  blood 
group  frequencies  of  the  controls,  and  the  Rhesus 
blood  group  frequencies  of  patients  with  duodenal 
and  gastric  ulcer,  gastric  carcinoma  and  rheumatic 
fever.  Statistically  significant  differences  were  also 
found  between  the  MN  blood  group  frequencies 
of  the  controls  and  those  of  patients  with  rheu- 
matic fever.  The  differences  between  the  Rhesus 
blood  group  frequencies  of  the  controls  and  the 
patients  with  diabetes  mellitus,  and  the  MN  blood 
group  frequencies  of  the  controls  and  the  patients 
with  peptic  ulcer,  gastric  carcinoma  and  diabetes 
mellitus  were  not  statistically  significant. 

The  authors  suggested  that  the  findings  indi- 
cate an  increased  or  decreased  susceptibility  of 
persons  with  specific  blood  types  to  the  diseases 
in  question.  Thus,  it  was  suggested  that  the  sta- 
tistically significant  increase  in  the  frequency  of 
the  RtRo  presumptive  genotype  in  duodenal  and 
gastric  ulcer  patients  indicates  an  increased  suscep- 
tibility to  duodenal  and  gastric  ulcer  in  persons 
of  this  blood  type.  Since  the  frequencies  of  R^, 
and  Ror  presumptive  genotypes  were  reduced  in 
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patients  with  gastric  carcinoma  compared  with 
the  controls,  it  was  suggested  that  persons  of 
these  prospective  genotypes  have  a reduced  li- 
ability to  this  disorder.  The  findings  in  rheumatic 
fever  patients  suggested  that  individuals  with 
R2r  and  (r'r")  r presumptive  genotypes  have  an 
increased  susceptibility  to  this  disease.  The  MN 
findings  showed  an  increased  frequency  of  NN 
genotype  in  rheumatic  fever,  and  were  interpreted 
to  indicate  an  increased  susceptibility  to  this  dis- 
ease in  persons  with  this  genotype.  The  magnitude 
of  the  differences  between  the  blood  group  fre- 
quencies of  the  controls  and  those  of  the  patients 
were  large,  and  thus  provided  formidable  support 
for  these  conclusions.  It  was  implied  that  although 
the  mechanisms  involved  are  not  understood,  the 
association  is  probably  cause-and-effect  in  nature. 

The  results  of  in  vitro  and  in  vivo  investigations 
reported  by  Clarke  et  air  establish  that  the  giving 
of  one  or  more  units  of  Rhesus  or  MN  incompat- 
ible blood  will  cause  a temporary  change  or 
transmutation  of  the  recipient’s  blood  type.  These 
authors  suggested  that  this  “transfusion  effect” 
might  explain  the  statistically  significant  differ- 
ences between  the  Rhesus  and  MN  blood  group 
frequencies  of  the  controls  and  patients  reported 
in  our  earlier  communication  which  are  sum- 
marized above.  Since  the  Rhesus-positive  sub- 
types  which  are  determined  by  the  rh',  rh"  and 
hr'  agglutinogens  and  the  MN  blood  type  were 
not  determined  prior  to  transfusion,  it  is  prob- 
able that  most  of  the  transfused  patients  included 
in  the  study  did  receive  Rhesus-positive  and  MN- 
incompatible  blood.  Since  Rh(l  typing  was  done 
routinely  prior  to  transfusion,  there  is  no  question 
of  a transfusion  effect’s  influencing  the  Rhesus 
positive-negative  blood  group  frequencies.  Since 
it  was  not  known  which  of  the  patients  who  pro- 
vided the  clinical  material  for  the  earlier  study 
had  been  transfused  prior  to  the  blood  typing 
done  for  the  study,  it  was  not  possible  to  test  the 
blood  transfusion  effect  hypothesis  in  this  data. 
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During  the  past  three  months  a study  designed  to 
investigate  the  possibility  of  a transfusion  effect 
in  our  duodenal  and  gastric  ulcer  data  has  been 
completed.  The  findings  of  this  study  are  re- 
ported in  this  communication. 

MATERIAL  AND  METHODS 

The  case  records  of  all  the  duodenal  and  gastric 
ulcer  patients  which  provided  the  clinical  ma- 
terial for  the  first  study  were  reviewed.  The  rec- 
ords were  carefully  searched  for  information  con- 
cerning whether  and  when  the  patients  had  re- 
ceived blood  transfusions.  Since  the  date  that  the 
blood  grouping  was  done  for  the  project  was 
known,  it  was  then  possible  to  place  each  patient 
into  one  of  three  categories.  The  first  category  con- 
sisted of  those  patients  who  had  received  no  blood 
transfusions  prior  to  the  blood  grouping  done  for 
the  study.  In  the  second  category  were  those  pa- 
tients who  had  received  one  or  more  units  of 
blood  90  days  or  less  prior  to  the  blood  grouping 
done  for  the  study.  Those  patients  about  whom 
insufficient  information  was  available  to  establish 
their  transfusion  status  definitely  were  placed  in 
a third  group  and  were  not  included  in  the  study. 
Duodenal  and  gastric  ulcer  patients  who  had  been 
seen  since  preparation  of  the  previous  report  and 
whose  transfusion  status  was  known,  were  in- 
cluded. 

The  Rhesus  and  MN  blood  group  frequencies 
observed  in  the  duodenal  and  gastric  ulcer  pa- 
tients, transfused  and  not  tranfused,  were  then 
compared  with  the  blood  group  frequencies  of  the 
controls  that  had  been  used  in  the  original  study. 
The  same  statistical  methods  which  were  described 
in  detail  in  the  previous  communication  were 
used  to  analyze  the  data. 

RESULTS 

In  the  tables,  the  numbers  and  percentages  of 
controls  and  of  the  patients  of  the  common  pre- 
sumptive Rhesus  genotypes  and  the  MN  genotypes 
are  indicated.  In  this  report,  the  Rhesus  blood 
group  and  the  presumptive  Rhesus  genotype  are 
considered  the  same,  and  when  the  word  “pre- 
sumptive” does  not  appear  before  “genotype,”  it 
is  implied.  For  purposes  of  brevity,  the  nomen- 
clature suggested  by  Wiener  is  used:3  rr  (cde/cde), 
RjRt  (CDe/CDe) , Rxr  (CDe/cde),  R,R2  (CDe/- 
cDE),  R2r  (cDE/cde),  R0r  (cDe/cde),  and  r'r")r 
(Cde/cde) 

(cdE/cde)  ' 

In  Part  I of  the  tables,  the  total  chi  square  value 
(X2)  and  its  component  parts  obtained  by  com- 
paring the  control  and  patient  data  are  recorded. 
In  the  analysis  of  the  Rhesus  data,  there  are  six 
degrees  of  freedom.  There  are  two  degrees  of 
freedom  in  the  MN  analysis. 

In  Part  II  of  the  tables,  the  results  obtained 


TABLE  I 

RESULTS  OF  STATISTICAL  ANALYSIS  OF  RHESUS  BLOOD 
GROUP  DATA  FROM  DUODENAL  ULCER  PATIENTS 
TRANSFUSED  PRIOR  TO  BLOOD  GROUPING 

Part  I 


Controls 

Patients 

N % 

N % 

Xa 

rr  338  15.50  33  13.58  0.72 

R,R,  382  17.51  17  7.00  3.83 


R,r  

723 

33.15 

64 

26.34 

1.77 

RR 

303 

13.89 

97 

39.92 

9.47 

R.r  

319 

14.63 

18 

7.41 

2.86 

R,,r 

91 

4.17 

9 

3.70 

0.34 

(r',r")r  

25 

1.15 

5 

2.06 

1.21 

Totals 

2181 

243 

20.20: 

Part  II 


x y SE(y)  w x2 


R, R,  : :rr  0.4558  -0.7857  0.3077  10.559  6.52** 

Rir  : rr  0.9067  -0.0980  0.2242  19.893  0.19 

RtR,  : rr  3.2789  1.1875  0.2165  21.335  30.09*** 

R2r  : rr  0.5779  -0.5483  0.3032  10.875  3.27* 

R„r  : rr  1.0130  0.0129  0.3942  6.437  0.00 

(r',r")r  :rr  2.0485  0.7171  0.5227  3.659  1.88 


* P < .05  **  P < .01  ***  P < .00 1 

when  the  data  are  analyzed  according  to  the  meth- 
od of  Woolf,4  are  recorded.  This  method  involves 
determining  the  incidence  of  the  disease  in  per- 
sons of  the  different  blood  types  relative  to  that  in 
a specific  reference  blood  type,  from  the  control 
and  patient  blood  group  frequencies.  In  Part  II 
of  the  tables,  the  relative  incidence  of  disease  in 
persons  of  specific  blood  types  or  genotypes  is 
recorded  in  column  (X).  Thus,  the  incidence  of 
disease  in  the  various  Rhesus  genotypes  is  deter- 
mined relative  to  that  in  rr  genotype,  from  the 
control  and  patient  data.  In  the  MN  blood  group, 
the  disease  incidence  is  related  to  genotype  MM. 
In  discussing  the  results,  an  increased  frequency 
of  a blood  type  or  genotype  in  the  patients  as  com- 
pared with  the  controls  usually  will  be  expressed 
as  an  increased  relative  incidence  of  the  disease 
in  persons  of  the  blood  type  or  genotype  in  ques- 
tion. The  natural  logarithms  (Y)  of  the  relative 
incidences,  the  natural  logarithms  of  the  standard 
errors  for  each  (SE  ( Y) ) , the  weights  for  each 
genotype  (W),  and  the  chi  square  (X2)  values 
are  recorded  in  the  indicated  columns  of  the  tables. 

The  most  striking  finding  indicated  in  Table  1 is 
the  three-fold  increase  in  the  frequency  of  R^o 
genotype  in  the  duodenal  ulcer  patients,  as  com- 
pared with  the  controls.  The  increased  relative 
incidence  of  disease  in  persons  of  this  genotype  is 
highly  significant,  as  is  indicated  by  the  X2  at  the 
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far  right  in  the  table.  Compensatory  reductions  in 
the  relative  incidence  of  disease  in  the  other  geno- 
types are  to  be  observed,  the  most  striking  occur- 
ring in  the  R]RX  and  the  R2r  genotypes.  Again, 
looking  at  the  column  to  the  far  right,  one  notes 
that  the  decrease  in  the  relative  incidence  of  dis- 
ease in  persons  of  these  genotypes  is  statistically 
significant,  but  at  substantially  lower  levels  than 
the  increased  relative  incidence  in  persons  of  the 
R,R2  genotype. 

In  Table  2 are  recorded  the  data  obtained  from 
duodenal  ulcer  patients  who  were  not  transfused. 
Observe  that  there  appears  to  be  an  increase  in 
the  relative  incidence  of  duodenal  ulcer  in  per- 
sons of  the  R]R2  genotype.  However,  note  that 
the  magnitude  of  this  increase  is  much  less  than 
in  the  transfused  patients,  being  barely  statistical- 
ly significant,  as  indicated  by  the  X2  value  at  the 
far  right. 

TABLE  2 

RESULTS  OF  STATISTICAL  ANALYSIS  OF  RHESUS  BLOOD 
GROUP  DATA  FROM  DUODENAL  ULCER  PATIENTS  NOT 
TRANSFUSED  PRIOR  TO  BLOOD  GROUPING 

Part  I 


Controls 

Patients 

N 

% 

N 

% 

X2 

rr  

338 

15.50 

130 

14.49 

0.65 

RiR. 

382 

17.51 

131 

14.60 

1.80 

Rr  

723 

33.15 

311 

34.67 

0.66 

R,R.  

303 

13.89 

163 

18.17 

2.77 

R,r  

319 

14.63 

125 

13.94 

0.46 

Ror  

91 

4.17 

30 

3.34 

1.05 

(rV')r 

25 

1.15 

7 

0.78 

0.90 

Totals 

2181 

897 

8.29 

Part 

II 

X 

y 

s e ( y ) 

W 

X2 

R,Rt 

. . . : :rr 

0.8916  - 

-0.1  147 

0.1446 

47.842 

0.63 

R,r 

...  : rr 

1 . 1 1 84 

0.1  1 19 

0.1235 

65.576 

0.82 

R,R,  

1.3987 

0.3355 

0.1417 

49.785 

5.60* 

R,r  

...  : rr 

1.0188 

0.0186 

0.1476 

45.902 

0.02 

Ror  

...  : rr 

0.8571  - 

-0. 1 542 

0.2345 

18.191 

0.43 

(r',r")r  .... 

. . . :rr 

0.7280  - 

-0.3175 

0.4399 

5.168 

0.52 

* P < .05 


In  Table  3,  when  the  data  obtained  from  the 
transfused  and  non-transfused  duodenal  ulcer  pa- 
tients are  combined  and  analyzed,  note  that,  as 
would  be  anticipated,  the  increased  relative  inci- 
dence in  the  RjRo  genotype  is  between  those  ob- 
served in  the  transfused  and  non-transfused  pa- 
tients. The  statistical  significance  of  this  finding 
is  of  the  same  order  of  magnitude  as  that  reported 
for  duodenal  ulcer  in  the  first  communication. 


TABLE  3 

RESULTS  OF  STATISTICAL  ANALYSIS  OF  RHESUS  BLOOD 
GROUP  DATA  WHEN  TRANSFUSED  AND  NON- 
TRANSFUSED  DUODENAL  ULCER  PATIENTS 
ARE  COMBINED 

Part  I 


Controls 

Patients 

N 

% 

N 

% 

X2 

rr  

. 338 

15.50 

163 

14.30 

0.84 

RiRi 

382 

17.51 

148 

12.98 

3.10 

R,r 

723 

33.15 

375 

32.89 

0.12 

RR, 

303 

13.89 

260 

22.81 

5.92 

R,r  

319 

14.63 

143 

12.54 

1.53 

R0r  

91 

4.17 

39 

3.42 

1.04 

(rV)r 

Totals  

2156 

1 128 

12.79* 

Part 

II 

X 

y 

s e ( y ) 

W 

X2 

RR. 

0.8034  - 

-0.2189 

0.1359 

54.147 

2.59 

R,r  

. . : rr 

1.0755 

0.0728 

0.1  146 

76.084 

0.40 

R R 

...  : rr 

1.7793 

0.5762 

0.1274 

61.576 

20.45** 

R,r  

...  : rr 

0.9296  - 

-0.073  1 

0.1386 

52.025 

0.28 

Ror  

. . . : rr 

0.8887  - 

-0.1  180 

0.2138 

21.871 

0.30 

( r'.r  " ) r .... 

. . . :rr 

0.9953  - 

-0.0047 

0.3639 

7.551 

0.00 

* P < .05  **P<.00l 


The  findings  in  gastric  ulcer  are  similar  to  those 
in  duodenal  ulcer.  In  Table  4,  observe  the  marked 
increase  in  the  relative  incidence  of  gastric  ulcer 
in  persons  of  RtR2  genotype.  This  increase,  again, 
is  chiefly  at  the  expense  of  the  R^R,  and  R2r  geno- 
types. The  statistical  significance  of  the  findings 
reflected  in  the  X2  values  on  the  right  are  less, 
perhaps  because  of  the  smaller  size  of  the  sample. 

In  Table  5 the  findings  for  the  non-transfused 
gastric  ulcer  patients  differ  in  an  interesting  way 
from  those  of  the  non-tranfused  duodenal  ulcer 
patients.  Instead  of  an  increased  relative  inci- 
dence of  the  disease  in  persons  of  R,R2  genotype, 
note  that  the  relative  incidence  of  the  disorder 
is  decreased  in  persons  of  that  genotype.  Conse- 
quently, when  the  data  obtained  from  the  trans- 
fused and  non-transfused  gastric  ulcer  patients 
are  combined  (Table  6),  the  increased  relative  in- 
cidence in  the  R,R2  genotype,  is  not  statistically 
significant.  These  differ  slightly  from  the  findings 
for  gastric  ulcer  reported  in  the  original  communi- 
cation, where  the  relative  incidence  of  gastric 
ulcer  was  found  significantly  increased  in  persons 
of  RtR2  genotype.  The  explanation  lies  in  the  new 
cases  of  gastric  ulcer  which  have  been  added  since 
the  first  report. 

In  Table  7 are  recorded  the  MN  blood  group 
data  obtained  from  the  transfused  duodenal  ulcer 
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TABLE  4 

RESULTS  OF  STATISTICAL  ANALYSIS  OF  RHESUS  BLOOD 
GROUP  DATA  FROM  GASTRIC  ULCER  PATIENTS 
TRANSFUSED  PRIOR  TO  BLOOD  GROUPING 

Part  I 


Controls 

N % 

Patients 

N % 

X2 

rr  

338 

15.50 

13 

12.75 

0.69 

RjRi 

382 

17.51 

8 

7.84 

2.31 

R : r 

723 

33.15 

30 

29.41 

0.64 

R R 

. 303 

13.89 

43 

42.16 

7.17 

R2r  

. 319 

14.63 

6 

5.88 

2.29 

R„r  

91 

4.17 

1 

0.98 

1.57 

(r'/'lr  

25 

1.15 

1 

0.98 

0.00 

Total 

2181 

102 

14.67* 

Part 

li 

X 

y 

se(y) 

W 

X2 

RR 

. . . . : :rr 

0.5445 

-0.6079 

0.4555 

4.819 

1.78 

R i r 

. . . . : rr 

1.0788 

0.0759 

0.3385 

8.726 

0.05 

R,R. 

...  : rr 

3.6898 

1.3056 

0.3262 

9.395 

16.01** 

R2r  

. . . . : rr 

0.4890 

-0.7153 

0.4997 

4.005 

2.05 

R„r  

: rr 

0.2857 

-1.2528 

1 .0444 

0.917 

1.44 

(r\r")r 

....  :rr 

1 .0400 

0.0392 

1.0582 

0.893 

0.00 

* P < .05  **  P < .001 


TABLE  5 

RESULTS  OF  STATISTICAL  ANALYSIS  OF  RHESUS  BLOOD 
GROUP  DATA  FROM  GASTRIC  ULCER  PATIENTS  NOT 
TRANSFUSED  PRIOR  TO  BLOOD  GROUPING 

Part  I 


Controls 

Patients 

N % 

N % 

X2 

rr  

338 

15.50 

45 

17.1  1 

0.62 

R i R i 

382 

17.51 

48 

18.25 

0.27 

R,r  

723 

33.15 

90 

34.22 

0.28 

R R 

303 

13.89 

28 

10.65 

1.35 

R2r  

319 

14.63 

34 

12.93 

0.68 

R,r  

91 

4.17 

16 

6.08 

1.40 

(rY')r 

25 

1.15 

2 

0.76 

0.00 

Total 

2181 

263 

4.60 

Part  II 


x y 

se(y  ) 

W 

X2 

R,R, 

...  : :rr 

0.9438  -0.0578 

0.2205 

20.563 

0.07 

R.r  

0.9350  -0.0672 

0.1941 

26.543 

0.12 

R , R • 

...  : rr 

0.6941  -0.3651 

0.2534 

15.577 

2.08 

R2r  

. . . . : rr 

0.8006  -0.2224 

0.2403 

17.323 

0.86 

R„r 

1.3206  0.2781 

0.3141 

10.135 

0.78 

(rV')r  .... 

. :rr 

0.6009  -0.5093 

0.7518 

1.769 

0.00 

TABLE  6 

RESULTS  OF  STATISTICAL  ANALYSIS  OF  RHESUS  BLOOD 
GROUP  DATA  WHEN  TRANSFUSED  AND  NON- 
TRANSFUSED  GASTRIC  ULCER  PATIENTS  ARE 
COMBINED 


Part  I 


Controls 
N % 

Patients 

N % 

X2 

rr  

338 

15.50 

58 

15.89 

0.18 

RiRi 

382 

17.51 

56 

15.34 

0.93 

R i r 

723 

33.15 

120 

32.88 

0.08 

R.R 

303 

13.89 

72 

19.73 

2.69 

R;.r  

319 

14.63 

40 

10.96 

1.73 

R .r 

91 

4.17 

16 

4.38 

0.18 

(r\r")r 

25 

1.15 

3 

0.82 

0.55 

Total 

2181 

365 

6.34 

Part  II 


X 

y 

s e ( y ) 

W 

X2 

RiRi 

: :rr 

0.8543  - 

-0.1575 

0.2017 

24.585 

0.61 

R:r  

0.9672  - 

-0.0333 

0.1730 

33.426 

0.04 

R,  R 

1.3848 

0.3255 

0.1934 

26.746 

2.83 

R2r  

: rr 

0.7307  - 

-0.3137 

0.2199 

20.689 

2.04 

R.,r  

: rr 

1.0246 

0.0243 

0.3061 

10.674 

0.01 

(r',r")r 

:rr 

0.6993  - 

-0.3577 

0.6273 

2.541 

0.33 

TABLE  7 

RESULTS 

OF  STATISTICAL  ANALYSIS  OF 

MN 

BLOOD 

GROUP 

DATA  FROM  DUODENAL 

. ULCER  PATIENTS 

TRANSFUSED 

PRIOR  TO  BLOOD  GROUPING 

Part 

1 

Controls 

Patients 

N 

% 

N 

% 

X2 

MM 

587 

26.85 

43 

17.62 

2.69 

MN 

1208 

55.26 

184 

75.41 

3.94 

NN 

. 391 

17.89 

17 

6.97 

3.95 

Total 

2186 

244 

10.58 

Part 

II 

X 

y 

se(y) 

W 

X2 

MN:MM 

. 2.0793 

0.7320 

0.1767 

32.029 

17.16* 

NN:MM 

0.5935  - 

-0.5217 

0.2938 

1 1.582 

3.15 

* P < .001 


patients.  Note  the  striking  increase  in  the  rela- 
tive incidence  of  duodenal  ulcer  in  persons  of 
MN  blood  group.  This  increase  is  chiefly  at  the 
expense  of  the  NN  genotype.  The  increase  in  the 
MN  genotype  is  highly  significant,  as  is  indicated 
by  the  X2  at  the  right. 
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The  data  obtained  from  the  patients  who  were 
not  transfused  contrasts  sharply  with  these  find- 
ings (Table  8).  Note  that  instead  of  an  increase 
in  relative  incidence  of  the  disorder  in  persons 
of  MN  genotype,  there  is  a decreased  relative  in- 
cidence of  disease  in  persons  of  that  sort.  This 
finding  has  borderline  statistical  significance.  Note 
that  when  the  data  obtained  from  the  transfused 
and  non-transfused  patients  are  combined,  the 
blood  type  frequencies  of  the  patients  and  con- 
trols agree  very  closely  (Table  9). 

TABLE  8 

RESULTS  OF  STATISTICAL  ANALYSIS  OF  MN  BLOOD 
GROUP  DATA  FROM  DUODENAL  ULCER  PATIENTS  NOT 
TRANSFUSED  PRIOR  TO  BLOOD  GROUPING 

Part  I 


Controls 

Patients 

N % 

N % 

X2 

MM 

587 

26.85 

270 

30.10 

1.55 

MN 

1208 

55.26 

459 

51.17 

1.40 

NN 

391 

17.89 

168 

18.73 

0.50 

Totals  

2186 

897 

3.45 

Part 

II 

X 

y 

SE(y) 

W 

X2 

MN:MM 

0.8261  - 

-0.191  1 

0.09 1 7 

1 18.853 

4.34* 

NN:MM 

0.9341  - 

-0.068 1 

0.1  180 

71.854 

0.33 

* P < .05 


TABLE  9 

RESULTS  OF  STATISTICAL  ANALYIS  OF  MN  BLOOD 
GROUP  DATA  WHEN  TRANSFUSED  AND  NON- 
TRANSFUSED  DUODENAL  ULCER  PATIENTS  ARE 
COMBINED 

Part  I 


Controls  Patients 

N % N % Xa 


MM  587  26.85  313  27.43  0.31 

MN  1208  55.26  643  56.35  0.40 

NN  391  17.89  185  16.21  1 .10 

Total  2186  1141  1.81 


Part  II 


x y SE(y ) w x2 


MN:MM  0.9982  -0.0018  0.0853  137.335  0.00 

NN:MM  0.8873  -0.1 195  0.1  134  77.752  l.ll 


In  Tables  10,  11  and  12  are  recorded  the  MN 
findings  in  gastric  ulcer.  Note  that  differences  be- 
tween the  blood  group  frequencies  of  the  controls 
and  patients  are  similar  to  those  found  in  du- 
odenal ulcer.  Observe  the  marked  increase  in  the 
relative  incidence  of  the  disorder  in  persons  of 
MN  genotype  in  the  transfused  gastric  ulcer  pa- 
tients, chiefly  at  the  expense  of  the  NN  genotype; 
the  decreased  relative  incidence  in  the  MN  geno- 
type in  the  non-transfused  patients;  and  finally 
the  almost  identical  blood  type  frequency  percent- 
ages in  the  controls  and  patients  when  data  on 
the  transfused  and  non-transfused  are  combined. 

TABLE  10 


RESULTS  OF  STATISTICAL  ANALYSIS  OF  MN  BLOOD 
GROUP  DATA  FROM  GASTRIC  ULCER  PATIENTS 
TRANSFUSED  PRIOR  TO  BLOOD  GROUPING 

Part  1 

Controls 

Patients 

N % 

N % 

X2 

MM 

587  26.85 

17  16.83 

1.92 

MN 

. . . . 1208  55.26 

76  75.25 

2.62 

NN 

. ...  391  17.89 

8 7.92 

2.34 

Totals  

2186 

101 

6.88 

Part  II 

x y 

SE(Y)  W 

X2 

MN:MM 

2.1724  0.7758 

0.2730  13.421 

8.08* 

NN:MM 

0.7065  -0.3475 

0.4337  5.317 

0.64 

* P < .0 1 

TABLE  II 

RESULTS  OF  STATISTICAL  ANALYSIS  OF  MN 

BLOOD 

GROUP  DATA  FROM  GASTRIC  ULCER  PATIENTS  NOT 

TRANSFUSED 

PRIOR  TO  BLOOD  GROUPING 

Part  1 

Controls 

Patients 

N % 

N % 

X2 

MM 

587  26.85 

81  30.68 

1.13 

MN 

. . . . 1208  55.26 

133  50.38 

1.01 

NN  

. ...  391  17.89 

50  18.94 

0.38 

Totals 

. 2186 

264 

2.52 

Part  II 


x y 

se  ( y ) 

W 

X2 

MN:MM  . 

0.7979  -0.2258 

0.1497 

44.651 

2.28 

NN:MM 

0.9267  -0.0761 

0.1913 

27.317 

0.16 
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TABLE  12 

RESULTS  OF  STATISTICAL  ANALYSIS  OF  MN  BLOOD 
GROUP  DATA  WHEN  TRANSFUSED  AND  NON- 
TRANSFUSED  GASTRIC  ULCER  PATIENTS  ARE 
COMBINED 

Part  I 


Controls 

Patients 

N 

% 

N 

% 

X2 

MM 

587 

26.85 

98 

26.85 

0.00 

MN 

1208 

55.26 

209 

57.26 

0.47 

NN 

391 

17.89 

58 

15.89 

0.84 

Totals 

2186 

365 

1.31 

Part 

II 

X 

y 

s e ( y ) 

W 

X2 

MN:MM 

1.0363 

0.0357 

0.1324 

57.077 

0.07 

NN:MM 

0.8885  - 

-0.1  182 

0.1781 

31.539 

0.44 

DISCUSSION 

The  findings  indicate  a marked  transfusion  ef- 
fect in  both  the  Rhesus  and  the  MN  studies.  This 
is  seen  in  both  the  duodenal  and  gastric  ulcer 
data.  The  mechanics  of  the  blood  group  effect 
have  been  described  by  Clarke  et  al.2  In  Table 
13  are  recorded  the  percentages  of  Rhesus  and 
MN  types  which  these  authors  calculated  would 
be  observed,  assuming  that  100,  50  and  33 V3  per 
cent  of  our  ulcer  patients  had  been  transfused 


with  one  unit  of  blood  before  their  blood  was 
typed  for  the  study.  Also  recorded  in  the  table, 
are  the  findings  of  the  current  study  in  transfused 
and  non-transfused  duodenal  ulcer  patients.  Note 
the  general  agreement  between  the  blood  group 
frequencies  of  our  transfused  duodenal  ulcer  pa- 
tients and  the  100  per  cent  transfused  “expected” 
column. 

Several  factors  suggest  themselves  as  possible 
explanations  for  the  failure  to  find  closer  agree- 
ment between  the  100  per  cent  transfused  “ex- 
pected” column  and  the  “observed”  transfused 
patient  data.  Perhaps  the  most  important  of  these 
is  the  misclassification  of  patients.  As  indicated, 
case  records  were  carefully  studied,  and  the  equiv- 
ocal cases  were  excluded  from  the  study.  How- 
ever, undoubtedly  some  patients  who  had  been 
transfused  prior  to  the  blood  typing  used  for  the 
study  were  inadvertently  included  in  the  non- 
transfused  category,  and  the  converse  must  also 
be  true.  The  numbers  of  misclassified  patients  is 
small,  however,  and  the  probable  effect  on  the 
results  is  believed  to  be  of  little  consequence.  In 
order  to  eliminate  the  possibility  of  a transfusion 
effect  as  far  as  possible  from  our  non-transfused 
group  of  patients,  patients  who  had  received  blood 
as  long  as  three  months  prior  to  the  blood  grouping 
done  for  the  project  were  included  in  the  trans- 
fused group.  Probably  the  transfusion  effect  was 
gone  long  before  this  time.  Clarke  et  al.  state  that 
the  effect  lasts  at  least  four  weeks.  Since  most  of 
the  patients  in  the  transfused  category  were  given 
blood  less  than  a month  prior  to  the  blood  typing 


TABLE  13 

PREDICTED  EFFECT  OF  TRANSFUSING  RHESUS-POSITIVE  AND  MN-INCOMPATIBLE  BLOOD  ON  BLOOD  TYPE 
FREQUENCY  PERCENTAGES;  OBSERVED  BLOOD  TYPE  FREQUENCY  PERCENTAGES  IN  DUODENAL  ULCER  PATIENTS 

AND  CONTROLS 


Expected  Percentages  Observed  Percentages 


Blood  Group 

3 3 '/3% 

Transfused* 

50% 

Transfused* 

100% 

Transfused* 

Transfused 

Patients 

Non-Transfused 

Patients 

Controls* 

rr  

15.50 

15.50 

15.50 

13.58 

14.49 

15.50 

R,R 

12.90 

10.59 

3.72 

7.00 

14.60 

17.51 

Rr  

32.83 

32.67 

31.99 

26.34 

34.67 

33.15 

R R 

23.67 

28.56 

43.32 

39.92 

18.17 

13.89 

R,r  

1 1.09 

9.34 

4.08 

7.41 

13.94 

14.63 

R.  r 

2.85 

2.18 

0.24 

3.70 

3.34 

4.17 

fi’.r")r  

1.15 

1.15 

1.15 

2.06 

0.78 

1.15 

MM 

20.30 

17.03 

7.22 

17.62 

30.10 

26.85 

MN 

66.71 

72.43 

89.57 

75.41 

51.17 

55.26 

NN  

12.99 

10.55 

3.21 

6.97 

18.73 

17.89 

* Clark  et  al. 
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done  for  the  study,  the  effect  on  the  results  again 
would  be  small.  Approximately  50  per  cent  of  our 
transfused  patients  received  two  or  more,  and  10 
per  cent  five  or  more  transfusions  prior  to  the 
blood  typing  done  for  the  project.  The  transfusion 
effect  of  multiple  transfusions  cannot  be  accurately 
predicted,  since  the  types  of  blood  given  are  not 
known.  Finally,  difficulty  in  the  interpretation  of 
the  weak  agglutination  reactions  in  transfused  pa- 
tients related  to  the  time,  the  amount  and  the  type 
of  blood  transfused  undoubtedly  added  to  the  dis- 
crepancy between  the  predicted  and  observed 
transfusion  effect.  The  preceding  discussion  is 
relevant  to  both  the  Rhesus  and  the  MN  trans- 
fusion effects. 

The  volume  of  the  data  is  sufficient  to  warrant 
the  conclusion  that  the  null  hypothesis  has  been 
confirmed — that  there  is  no  Rhesus  or  MN  blood 
group  association  in  duodenal  and  gastric  ulcer. 
The  high  frequency  of  the  R,R2  genotype  in  the 
non-transfused  duodenal  ulcer  patients,  compared 
with  the  frequency  of  this  genotype  in  the  con- 
trols, probably  indicates  an  unidentified  specious 
factor  or  factors.  The  finding  of  a R,R2  frequency 
in  the  gastric  ulcer  patients  closely  approximating 
that  found  in  the  controls  supports  this  concept. 
The  Rhesus  and  MN  blood  group  findings  in  the 
unaffected  siblings  of  the  duodenal  and  gastric 
ulcer  patients  which,  in  general,  agree  with  those 
of  the  non-transfused  patients,  are  additional  sup- 
port for  the  null  hypothesis.5 

This  is  the  first  instance  in  which  convincing 
proof  of  a mechanism  responsible  for  a blood 
group  disease  association  has  been  found.  The 
mechanisms  responsible  for  the  associations  which 
have  been  shown  to  exist  between  the  ABO  blood 
groups  and  certain  diseases,6  remain  to  be  dis- 
closed. This  study  thus  provides  an  incentive  for 
continuation  of  the  search  for  the  causes  underly- 
ing the  other  blood-group  disease  associations.  The 
results  of  this  study  also  point  out  how  important 
it  is  that  workers  in  this  field  should  retain  open 
minds.  Each  explanation  for  the  blood-group  dis- 
ease association  which  is  proposed  should  be  ob- 
jectively examined  on  the  basis  of  the  evidence 
presented.  The  closed  mind  which  clings  tenacious- 
ly and  unreasonably  to  a previously  declared  po- 
sition, refusing  to  examine  new  findings  on  their 
merits,  obstructs  rather  than  assists  the  search  for 
the  underlying  causes. 

The  MN  genotype  frequency  percentage  in  the 
controls  used  for  our  studies  is  55.26  per  cent. 
About  15  per  cent  of  the  controls  were  hospital 
patients  with  diagnoses  other  than  those  being 
studied.  Some  of  these  patients  had  received  blood 
transfusions  prior  to  the  blood  typing  done  for 
the  study.  It  is  probable  that  the  transfusion  ef- 
fect is  responsible  for  the  previously  unexplained 
high  MN  frequency  in  the  controls,  in  excess  of 
the  maximum  of  the  50  per  cent  which  is  ex- 


pected.7 This  explanation  is  supported  by  an  MN 
frequency  of  49.8  per  cent  in  a group  of  823  of  the 
spouses  of  the  patients.5 

It  is  probable  that  the  statistically  significant 
differences  found  between  the  Rhesus  blood  group 
frequencies  of  the  controls  and  the  gastric  carci- 
noma and  rheumatic  fever  patients,  and  the  MN 
blood  group  frequencies  of  the  controls  and  the 
rheumatic  fever  patients,  reflect  transfusion  ef- 
fects. The  data  concerning  the  transfusion  status 
of  gastric  carcinoma  and  rheumatic  fever  patients 
are  being  collected.  The  absence  of  any  significant 
differences  between  the  Rh  and  MN  blood  group 
frequencies  of  diabetes  mellitus  patients  and  the 
controls  suggests  that  relatively  few  of  these  pa- 
tients were  transfused  prior  to  the  typing  done 
for  the  study.  This  is  true.  An  educated  guess  is 
that  less  than  5 per  cent  of  these  received  blood 
prior  to  the  typing. 

In  researches  concerned  with  the  disease  associ- 
ations of  blood  groups  which  are  not  determined 
in  the  giving  of  blood  transfusions,  it  is  mandatory 
to  know  the  transfusion  status  of  each  patient. 
Those  patients  who  have  received  one  or  more 
transfusions  90  days  or  less  prior  to  the  blood 
grouping  done  for  the  study  should  be  excluded 
from  such  studies.  It  is  rather  surprising  that  the 
possible  importance  of  a “transfusion  effect”  to 
these  researches  was  first  suggested  by  an  intern- 
ist geneticist  rather  than  by  a serologist. 

SUMMARY 

The  possibility  that  the  transfusion  of  Rhesus- 
positive and  MN-incompatible  blood  caused  a tem- 
porary change  or  transmutation  of  the  Rhesus-pos- 
itive and  MN  groups  of  duodenal  and  gastric  ulcer 
patients  has  been  investigated.  Comparison  of  the 
Rhesus  and  MN  blood  group  frequencies  of  trans- 
fused and  non-transfused  patients  revealed  a sta- 
tistically significant  transfusion  effect.  The  close 
agreement  of  the  blood  group  frequencies  of  the 
non-transfused  patients  and  the  controls  suggests 
that  there  is  no  causal  association  between  the 
Rhesus  and  MN  blood  groups  and  peptic  ulcer.8 
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Iowa  s Mental  Health 


Adequate  treatment  for  the  mentally  ill  and 
emotionally  disturbed  Iowan  in  his  home  commu- 
nity has  been  the  long-range  goal  of  the  medical 
profession  in  this  state  for  a considerable  length  of 
time.  Significant  impetus  toward  that  objective 
was  given  in  the  mid-1950’s  by  a Governor's  Cit- 
izens Committee  that  was  formed  to  consider  the 
development  of  an  Iowa  Mental  Health  Program. 
It  employed  the  American  Psychiatric  Association 
to  make  a survey  and  formulate  recommendations, 
as  it  had  already  done  in  several  other  states.  The 
APA’s  subsequent  report  proposed  a broad  pro- 
gram based  on  the  following  three  points: 

1.  Increased  appropriations  to  the  Board  of  Con- 
trol to  permit  the  employment  of  additional  com- 
petent personnel  for  the  state  institutions,  in  or- 
der to  transform  them  from  custodial  domiciliaries 
into  modern  treatment  hospitals; 

2.  Expansion  of  the  operations  of  the  Psycho- 
pathic Hospital  so  as  to  train  more  psychiatrists 
for  the  state  institutions,  for  the  community  men- 
tal health  clinics  and  for  private  practices,  and 
to  promote  research  and  conduct  related  activities; 

3.  Strengthening  of  local  community  resources 
for  psychiatric  diagnosis  and  treatment. 

In  commenting  on  the  situation  as  it  existed  in 
1956,  Dr.  P.  E.  Huston  points  out  that  the  task 
then  seemed  almost  impossible.  The  Board  of  Con- 
trol had  no  director  of  mental  health,  trained  phy- 
sicians were  in  extremely  short  supply  throughout 
the  entire  country,  new  and  reliable  treatment 
methods  were  appearing  at  a painfully  slow  rate, 
and  capable  of  providing  little  more  than  custodial 


When  prompt,  adequate  treatment  for  the  men- 
tally ill  and  emotionally  disturbed  citizen  becomes 
as  readily  available  in  his  home  community  as 
services  for  his  physical  ills  are  today,  then  Iowa 
may  be  said  to  have  a GOOD  MENTAL  HEALTH 
PROGRAM! 

That  this  is  entirely  within  the  range  of  possibil- 
ity within  a reasonable  length  of  time  is  the  con- 
fident expectation  of  such  experienced  specialists 
as  Paul  E.  Huston,  M.D.,  director  of  the  State 
Psychopathic  Hospital  and  the  Iowa  Mental  Health 
Authority;  of  James  O.  Cromwell,  M.D.,  direc- 
tor of  mental  health  in  the  Board  of  Control;  and 
H.  Kosieradzki,  M.D.,  director  of  the  Marshalltown 
Mental  Health  Clinic  and  private  practitioner;  and 
many  of  their  colleagues. 


Plan 


and  the  state  hospitals  were  greatly  overcrowded 
care. 

“Though  it  might  have  been  possible  to  ‘steal’ 
some  personnel  from  other  states,”  Dr.  Huston 
says,  “it  was  clear  that  we  would  have  to  train 
many  persons  ourselves,  especially  if  we  wanted 
them  to  stay  in  Iowa,  and  that  we  would  have  to 
develop  our  own  educational  and  research  pro- 
grams to  help  stimulate  and  put  the  whole  effort 
on  a sound  basis.” 

EXPANSION  OF  THE  PSYCHOPATHIC  HOSPITAL 

Consequently,  the  Psychopathic  Hospital,  the  ma- 
jor training  and  research  center  for  mental  health 
in  the  state,  under  the  direction  of  Dr.  Huston,  be- 
gan the  implementation  and  expansion  of  a broad- 
ened program,  including  the  following  features: 

1.  Improved  training  of  medical  students  so  as 
to  prepare  future  family  physicians  for  the  early 
recognition  of  mental  illness  and  for  the  treatment 
of  minor  mental  illnesses; 

2.  Instruction  in  mental  health  for  physicians  al- 
ready engaged  in  family  practice; 

3.  Increasing  the  number  of  physicians  entering 
psychiatry  as  a specialty; 

4.  Developing  an  accredited  training  program  in 
child  psychiatry; 

5.  Assisting  the  Board  of  Control  institutions  by 
providing  instruction  for  their  trainees,  and  by 
consulting  with  them  as  requested  with  regard  to 
problems  of  training,  research  and  administration; 

6.  Providing  more  educational  consultative  serv- 
ices to  community  mental  health  clinics; 

7.  Developing  a high-quality  research  program. 
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THE  BOARD  OF  CONTROL  EMPLOYS  A DIRECTOR 

Early  in  1958,  Dr.  James  O.  Cromwell  became 
director  of  mental  health  in  the  Board  of  Control. 
Immediately  upon  taking  office,  he  coordinated  his 
efforts  with  those  of  the  Committee  on  Mental 
Health  of  the  Iowa  Medical  Society  and  formed  a 
professional  advisory  committee  to  assist  him  in 
laying  a sound  foundation  for  a completely  reor- 
ganized state  hospital  system,  with  the  aim  of 
transforming  the  institutions  from  custodial  dom- 
iciliaries  into  modern  treatment  hospitals. 

Encouragement  and  assistance  was  given  the 
new  director  by  many  professional  and  non-profes- 
sional people  too  numerous  to  mention  by  name.* 

A Governor’s  Citizens  Committee  was  also  ac- 
tive in  helping  to  formulate  the  mental  health 
plan. 

Current  members  of  the  Director’s  Advisory 
Committee  include  John  I.  Marker,  M.D.,  Daven- 
port; Msgr.  Timothy  J.  Gannon,  Dubuque;  Mr. 
Richard  E.  Hope,  executive  secretary  of  the  Scott 
County  United  Fund,  Davenport;  Mr.  Everett  E. 
Daggett,  Fairfield;  and  Mr.  Donald  W.  Cordes, 
administrator  of  Iowa  Methodist  Hospital,  Des 
Moines.  Serving  in  consultative  capacities  are 
Madge  Beauman,  R.N.,  psychiatric  nursing  con- 
sultant in  the  Division  of  Mental  Health  of  the 
Board  of  Control,  and  Mr.  George  Meintel,  psy- 
chiatric social  service  consultant  in  the  same  gov- 
ernmental agency. 

Fully  aware  of  the  formidable  problems  con- 
fronting them  and  desirous  of  meeting  the  chal- 
lenge laid  down  by  the  American  Psychiatric  As- 
sociation in  its  recommendations  to  the  Governor’s 
Citizens  Committee,  all  of  these  men  and  women 
recognized  that  only  by  a strong  team  effort  could 
they  hope  to  devise  a solution  and  to  achieve  their 
long-range  goal.  The  team,  they  concluded,  should 
be  composed  of  the  S.U.I.  College  of  Medicine,  the 
State  Psychopathic  Hospital  with  its  ancillary  re- 
sources, the  Board  of  Control  mental  institutions, 
the  community  clinics,  the  psychiatrists  and  other 
physicians  in  private  practice,  and  the  professional 


* Among  those  who  composed  the  original  advisory  group 
and  who  actively  participated  in  formulating  the  state  hos- 
pital plan  were  Dr.  Huston,  who  has  already  been  mentioned, 
Paul  M.  Kersten,  M.D.,  of  Fort  Dodge,  James  D.  Mahoney. 
M.D.,  of  Council  Bluffs,  Leonard  Goodstein,  Ph.D.,  of  the 
S.U.I.  Department  of  Psychology,  Mr.  Ernest  Carter,  director 
of  social  welfare  in  Pottawattamie  County,  Rt.  Rev.  Msgr. 
Timothy  J.  Gannon,  Ph.D.,  of  the  Department  of  Psychology 
at  Loras  College,  Dubuque,  Mr.  James  P.  Kelly,  attorney  at 
law  in  LeMars,  Mrs.  Annabelle  Kent,  a psychiatric  social 
worker  in  the  State  Department  of  Social  Welfare,  Mr.  Ev- 
erett E.  Daggett,  of  the  Iowa  Welfare  Association,  Fairfield, 
Mattie  Brass,  R.N.,  and  Geraldine  Busse,  R.N.,  from  the  State 
Department  of  Health,  Edmund  G.  Zimmerer,  M.D.,  state 
commissioner  of  health,  Mr.  Arthur  Downing  and  Mrs. 
Eleanor  Carris  of  the  State  Department  of  Social  Welfare, 
Mr.  Merrell  E.  Hunt  and  Mr.  Mario  Barillos  of  the  Vocational 
Rehabilitation  Division  of  the  State  Department  of  Public 
Instruction.  But  there  were  many  others.  Representing  related 
associations  were  Miss  Paula  Robinson,  executive  director 
of  the  Iowa  Mental  Health  Association,  and  Mr.  C.  R.  Chris- 
tensen, executive  director  of  the  Iowa  Association  for  Re- 
tarded Children. 


organizations  related  thereto.  Further,  the  pro- 
gram formulated  by  these  professional  groups 
would  need  support,  both  financial  and  moral,  from 
the  Legislature  and  from  the  entire  citizenry  of 
the  state. 

THE  IMMEDIATE  GOALS  OF  THE  STATEWIDE  PROGRAM 

After  much  deliberation,  the  professional  advi- 
sory group  concluded  that  first  of  all  it  would  be 
imperative  for  each  resource  to  clarify  its  specific 
role  in  the  cooperative  project.  With  the  Psycho- 
pathic Hospital  already  embarked  on  its  seven- 
point  expanded  program  and  showing  encourag- 
ing progress,  it  remained  for  the  Division  of  Men- 
tal Health  in  the  Board  of  Control  to  evaluate  its 
position  and  determine  its  objectives.  Hence,  with 
the  advice  and  assistance  of  the  advisory  board, 
Dr.  Cromwell  formulated  four  immediate  aims: 

1.  To  transform  the  four  mental  health  institutes 
into  modern  hospitals,  and  the  two  hospital-schools 
for  the  retarded  into  modern  schools,  training  cen- 
ters and  hospitals; 

2.  To  develop  adequate  outpatient  after-care, 
follow-up,  pre-admission  and  community  consul- 
tative services; 

3.  To  develop  adequate  in-service  training  for 
all  categories  of  personnel  needed  to  man  a mental 
health  program; 

4.  To  develop  research  in  both  clinical  and  ad- 
ministrative practices. 

THE  SIZES  OF  THE  INSTITUTIONS  ARE  REDUCED 

With  these  aims  clearly  in  mind,  the  group  pre- 
sented the  situation  and  the  immediate  objectives 
to  the  Legislature,  and  appropriations  were  pro- 
vided for  the  first  and  most  essential  moves  toward 
transforming  the  state  custodial  institutions  into 
modern  treatment  hospitals: 

1.  The  recruiting  of  professional  personnel  at 
salaries  acceptable  to  those  capable  of  rendering 
the  required  services; 

2.  The  development  of  a therapeutic  environ- 
ment conducive  to  good  treatment  procedures. 

The  immediate  result  of  treatment  services  by 
an  adequate  professional  staff  was  a decrease  in 
the  resident  hospital  populations.  Seventy  out  of 
each  100  patients  were  discharged  to  their  own 
homes;  14  out  of  each  100,  to  county  homes;  and 
16  out  of  each  100,  to  licensed  nursing  and  cus- 
todial homes  in  their  respective  communities. 

Patients  who  were  returned  to  their  communities 
were  assured  of  immediate  readmission  to  the  hos- 
pital, should  continued  care  be  indicated.  They 
were  also  assured  of  after-care  services,  either  by 
community  clinics  or  by  the  outpatient  section  of 
the  hospital.  Further,  the  outpatient  services  of  the 
state  hospitals  offered  assistance  to  county  homes, 
nursing  homes  and  custodial  homes  in  upgrading 
their  facilities  and  patient  care. 
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IOWA  INSTITUTIONS  STRIVE  TO  MEET  A.P.A.  STANDARDS 

With  the  hope  of  reducing  the  patient  popula- 
tion in  each  mental  health  institute  to  700  inpa- 
tients and  1,400  outpatients  a year,  Dr.  Cromwell 
and  his  professional  advisory  board  believe  that 
efforts  should  be  made  to  attain  the  personnel 
standards  set  by  the  American  Psychiatric  Asso- 
ciation for  an  institution  of  that  size: 

31  physicians  and  psychiatrists 
11  clinical  psychologists 
16  social  workers 

54  special  therapists  and  other  professionals 
116  registered  nurses 
213  attendants  and/or  practical  nurses 
251  administrative  and  maintenance  personnel 


692  Total 

For  a 1,200-bed  hospital  school  providing  long- 
term care  for  the  mentally  retarded,  the  A.P.A. 
standards  require  the  following  personnel: 

12  physicians 
12  clinical  psychologists 

20  social  workers 

21  special  occupational  therapists 
56  registered  nurses 

206  attendants  and/or  licensed  practical  nurses 
222  administrative  and  maintenance  personnel 


549  Total 

The  physical  plant,  also,  must  meet  certain 
A.P.A.  standards  as  to  space  and  ancillary  facil- 
ities. 

IMPROVEMENTS  IN  OUTPATIENT  SERVICES 

In  discussing  the  third  point  in  the  immediate 
objectives,  Dr.  Cromwell  points  out  that  extra- 
mural services  providing  adequately  for  outpa- 
tient care,  after-care,  community  consultation,  pre- 
admission evaluation,  prevention  of  mental  illness, 
and  public  education  in  mental  health  are  essen- 
tial and  are  implied  by  the  A.P.A.  standards. 
“Every  hospital  and  every  hospital-school,  when 
operated  in  a modern  manner,  must  place  consider- 
able emphasis  on  the  outpatient  operation,”  Dr. 
Cromwell  declares. 

Therefore,  it  is  anticipated  that  as  the  inpatient 
case  load  is  lessened,  insofar  as  numbers  are  con- 
cerned, the  outpatient  load  will  increase  propor- 
tionately. In  time,  however,  a balance  will  tend 
to  be  established,  and  Iowa’s  needs  will  be  met. 

The  advisory  group  anticipates  that  part  of  the 
funds  now  being  expended  solely  for  operating 
the  six  mental  health  institutions  will,  in  time,  be 
available  for  providing  community  mental  health 
facilities  and  personnel.  The  immediate  objective, 
however,  is  to  provide  needed  services  on  an  out- 
patient basis  for  as  large  a share  of  the  patients 
as  possible.  This  type  of  attention  is  generally  bet- 
ter for  the  patient,  for  his  family  and  for  his  com- 
munity— and,  the  doctor  points  out,  it  is  also  more 
economical. 


At  present,  the  personnel  devoting  full  time  to 
outpatient  service  varies  from  institution  to  in- 
stitution, as  follows: 

From  1 part-time  to  4 full-time  psychiatrists 

From  1 part-time  to  3 full-time  psychologists 

From  3 to  5 full-time  social  workers 

The  occasional  or  part-time  services  of  a nurse, 
attendant,  teacher,  physiotherapist  and/or  other 
special  therapist. 

It  is  believed  that  this  effort  should  be  doubled 
in  the  next  year  at  each  institution,  and  should  be 
increased  by  three  or  five  fold  within  seven  years. 
At  the  same  time,  the  average  inpatient  popula- 
tion should  continue  its  downward  trend  to  about 
600  to  700  patients  in  each  mental  health  institute, 
and  from  1,000  to  1,200  in  each  hospital-school. 

That  these  goals  are  gradually  being  realized  is 
evidenced  by  the  fact  that  the  average  daily  res- 
ident population  in  the  four  mental  health  in- 
stitutes at  the  end  of  January,  1963,  was  3,185.  At 
the  schools,  the  population  in  residence  was  2,338 
At  the  same  time,  admissions  continue  to  increase, 
and  length  of  stay  to  decrease.  Under  the  intensive 
treatment  program  now  being  conducted  at  the 
state  institutes,  70  per  cent  of  the  new  patients 
admitted  are  returning  to  their  own  homes  with- 
in a matter  of  months,  as  either  recovered  or 
greatly  improved. 

INTENSIFICATION  OF  IN-SERVICE  TRAINING 

The  third  point  in  the  state  hospital  system’s 
program — in-service  training — has  been  expanded 
to  include  all  categories  of  personnel.  Regarding 
the  state  hospital  plan,  Dr.  Cromwell  points  out 
that  caring  for,  treating,  training,  rehabilitating, 
educating,  counseling,  supervising  and  finding  em- 
ployment and  placement  for  thousands  of  mental- 
ly ill  and  mentally  retarded  convalescents  requires 
a very  special  technical  skill  and  knowledge.  Such 
skill  and  knowledge  cannot  be  imparted  entirely 
by  schools  and  colleges;  a considerable  supplement 
must  be  provided  by  actual  experience  or  “on-the- 
job  training.” 

New  technics,  better  ways  of  doing  things  and 
new  facilities  are  constantly  being  developed.  Just 
keeping  abreast  requires  considerable  effort,  and 
demands  that  emphasis  be  placed  on  in-service 
training  in  all  areas  of  hospital  operation.  This  is 
being  done.  In  the  cooperative  effort — including 
the  six  mental  institutions  under  the  Board  of 
Control,  and  the  Psychopathic  Hospital  under  Dr. 
Huston — are  some  3,000  employees. 

In  their  increasingly  cooperative,  coordinated 
effort,  the  Psychopathic  Hospital,  other  depart- 
ments of  Iowa’s  two  state  universities  and  the 
Board  of  Control  institutions  are  trying  to  provide: 

1.  A general  orientation  course  for  all  employees. 

2.  Continuing  or  on-going  training  for  all  per- 
sonnel through  departmental  meetings,  with  em- 
phasis on  new  developments  of  a technical  nature. 

3.  A general  course  in  basic  nursing  skills,  as 
they  apply  to  the  care  of  the  mentally  ill. 
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4.  An  advanced  course  in  nursing  skills. 

5.  A course  for  attendant  supervisors  on  admin- 
istration of  hospital  wards. 

6.  A coordination  of  effort  between  each  hos- 
pital and  the  local  training  schools  for  practical 
nurses,  in  implementing  in-service  training  for 
hospital  attendants. 

7.  Affiliate  training  for  student  nurses. 

8.  On-going  training  for  registered  nurses,  psy- 
chologists, social  workers  and  special  therapists 
through  departmental  meetings  and  by  having  the 
nurses  attend  clinical  staff  conferences. 

9.  Coordinating  the  further  training  of  reg- 
istered nurses  by  planning  with  colleges,  the  state 
university  and  the  professional  schools  at  Uni- 
versity Hospitals. 

10.  Approved  residency  training  of  psychiatrists 
through: 

a.  A three-year  regular  residency  at  the  Psy- 
chopathic Hospital. 

b.  A five-year  “joint”  or  “package  plan”  res- 
idency program  administered  by  the  Psychopath- 
ic Hospital  and  paid  for  by  the  Board  of  Control, 
in  which  residents  spend  two  or  three  years  at 
Iowa  City,  and  two  to  three  years  at  Board  of 
Control  institutions. 

c.  A regular  three-year  approved  residency 
program  in  psychiatry  at  the  Independence  and 
Cherokee  Mental  Health  Institutes. 

Although  considerable  progress  has  been  made 

in  all  phases  of  the  in-service  training  program  in 
the  past  seven  years,  and  although  steady  gains 
can  be  seen  each  year,  Dr.  Cromwell  thinks  that 
a considerable  period  of  time  must  elapse  before 
he  and  his  associates,  and  the  staffs  of  the  various 
hospitals,  can  level  off  their  efforts  and  plan  just 
to  “hold  the  line.” 

RESEARCH  ACTIVITIES 

In  research — the  fourth  part  of  the  state  hos- 
pitals’ new  program — much  progress  has  been 
made  at  the  State  Psychopathic  Hospital,  but  rela- 
tively little  at  the  mental  health  institutes,  since 
in  order  to  conduct  scientific  investigation  a new 
complement  of  personnel  interested  in  and  capa- 
ble of  research  must  be  built  up.  Clinical  research 
has  been  carried  on,  to  a limited  extent,  however, 
at  each  institution. 

To  strengthen  investigation,  a national  standard 
mechanical  statistical  system  has  been  established 
at  the  Board  of  Control  offices,  and  it  is  directed 
by  a trained  statistician.  As  a result,  a start  is  be- 
ing made  at  developing  significant  records  upon 
which  to  base  and  evaluate  progress.  Each  of  three 
mental  health  institutes  now  has  a director  of  re- 
search and  training,  but  as  yet  there  is  none  at 
one  mental  health  institute  and  at  either  of  the 
two  hospital-schools. 

All  of  the  basic  clinical  positions  have  been  filled 
with  competent  personnel  capable  of  scientific  in- 
vestigation. These  include  a clinical  director  and 
directors  of  departments  of  psychology,  social 


work,  nursing  and  activity  therapies.  Several  chiefs 
of  service  and  many  ancillary  positions  have  like- 
wise been  filled  by  well  trained  people  capable  of 
such  work.  A few  public  grants  have  been  secured 
to  aid  in  carrying  out  research,  and  a meaningful, 
coordinated  plan  is  being  developed. 

ACHIEVEMENTS  AT  THE  PSYCHOPATHIC  HOSPITAL 

In  1956,  Dr.  Huston  points  out,  it  was  estimated 
that  from  five  to  seven  years  would  be  necessary 
to  put  the  coordinated  plan  into  full  operation. 
Such  a program,  focused  upon  the  state’s  needs, 
requires  personnel,  equipment,  clinical  material 
for  teaching  and  research,  and  properly  designed 
space,  he  says. 

The  Legislature  has  responded  by  providing  ad- 
ditional funds  for  personnel  and  for  new  construc- 
tion at  Iowa  City.  A children’s  unit  of  25  beds  has 
been  completed;  in  fact  it  was  dedicated  in  Octo- 
ber, 1961.  At  the  present  time,  however,  it  is  oper- 
ating at  one-third  capacity  because  of  a lack  of 
funds.  A research  wing  of  the  Psychopathic  Hos- 
pital, with  flexible  laboratory  space,  was  dedicated 
in  October,  1962,  but  additional  funds  are  needed 
for  the  full  operation  of  that  unit,  too. 

Dr.  Huston  outlines  developments  and  steps 
taken  toward  the  principal  objective  as  follows: 
“The  teaching  of  medical  students  has  been  ori- 
ented more  toward  the  early  recognition  of  mental 
illness  and  the  treatment  of  minor  mental  illnesses. 
As  part  of  this  endeavor,  special  courses  of  a col- 
laborative nature  have  been  conducted  with  the 
Departments  of  Internal  Medicine,  Pediatrics,  and 
Obstetrics  and  Gynecology,  and  much  of  the  teach- 
ing has  concerned  the  problems  of  the  non-psychi- 
atric patient. 

“To  strengthen  both  the  undergraduate-medical- 
student  and  the  residency-training  programs,  pa- 
tient visits  to  the  Psychopathic  Hospital  outpatient 
clinic  were  increased  from  3,000  in  1956,  to  7,000  in 
1962. 

“The  residency  program  has  grown  from  six 
residents  in  training  in  1956,  to  20  in  1962-1963,  and 
emphasis  is  placed  upon  training  for  general  psy- 
chiatry. The  aim  here  has  been  to  train  physicians 
who  are  competent  in  all  types  of  psychiatric  prac- 
tice. 

Child  Psychiatry.  “A  definitive  training  program 
in  child  psychiatry  has  been  organized,”  Dr.  Hus- 
ton reports,  “using  both  in-  and  outpatients.  This 
program  is  for  the  training  of  medical  students, 
residents,  physicians  and  paramedical  personnel. 

“The  staff  of  the  Department  of  Psychiatry  has 
been  increasingly  active  in  programs  sponsored  by 
the  American  Academy  of  General  Practice.  Mem- 
bers of  the  staff  participate  in  two  or  three  such 
programs  per  year. 

“Research  activities  have  been  greatly  increased. 
During  the  past  two  years,  103  scientific  papers  by 
members  of  the  Department  or  the  staff  of  the 
hospital  have  been  published  or  accepted  for  pub- 
lication. The  Department  has  promoted  the  scien- 
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tific  and  medical  interest  in  alcoholism  through 
sociologic  researches  and  in  the  development  of  a 
small  alcoholic  research  clinic.  This  latter  is  show- 
ing encouraging  results  in  the  treatment  of  alco- 
holics.” 

Conferences.  The  Iowa  Psychiatric  Society  has 
decided  to  hold  its  annual  scientific  meetings  in 
Iowa  City,  Dr.  Huston  reports.  Two  years  ago,  this 
program  dealt  with  the  legal  aspects  of  psychiatry, 
and  last  year  it  dealt  with  the  current  research  ac- 
tivities at  the  Psychopathic  Hospital. 

Outstanding  national  conferences  have  been  held 
in  Iowa  City  on  preventive  psychiatry  and  on  child 
psychiatry  and  child  development.  The  latter  of 
these  was  sponsored  jointly  by  the  American  Psy- 
chiatric Association  and  the  S.U.I.  Department  of 
Psychiatry. 

In  cooperation  with  the  state  hospitals  and  the 
Mental  Health  Association  of  Iowa,  a series  of  four 
one-day  workshops  were  held  in  the  four  quad- 
rants of  the  state  for  the  Association  of  Nursing 
Home  Operators.  Their  purpose  was  to  assist  these 
operators  in  the  care  of  mental  patients  who  come 
to  them  upon  the  recommendation  of  private  phy- 
sicians, from  the  Board  of  Control  institutions  and 
from  other  agencies. 

Services  Provided  to  the  Board  of  Control.  A 
number  of  educational  services  have  been  pro- 
vided by  the  State  Psychopathic  Hospital  to  the 
Board  of  Control.  In  the  “package  plan”  residency 
program  previously  referred  to,  psychiatric  resi- 
dents are  trained  for  three  years  at  the  Psycho- 
pathic Hospital,  and  obligate  themselves  to  work 
for  two  additional  years  at  one  of  the  state  insti- 
tutions. Four  such  residents  are  now  working  in 
the  state  mental  health  institutes. 

A Saturday  lecture  and  clinical  conference  pro- 
gram is  presented  once  each  month,  and  is  made 
available  to  the  staffs  of  the  Board  of  Control  men- 
tal institutions.  The  speakers  are  national  authori- 
ties, who  talk  on  the  recent  developments  in  psy- 
chiatry. The  lectures  are  also  mimeographed  and 
distributed  to  the  staffs  of  the  state  institutions,  to 
psychiatrists  in  private  practice  and  to  mental 
health  clinics. 

Residents  from  the  Independence  residency  pro- 
gram rotate  through  the  outpatient  clinic  in  Iowa 
City  for  additional  training,  and  the  staff  of  the 
Psychopathic  Hospital  teach  in  the  residency  pro- 
grams at  Independence  and  at  Cherokee. 

THE  IOWA  MENTAL  HEALTH  AUTHORITY 

In  1947,  Dr.  Huston  says,  the  Legislature  des- 
ignated the  Psychopathic  Hospital,  through  its 
director,  as  the  Iowa  Mental  Health  Authority,  to 
carry  out  the  provisions  of  Public  Law  487,  passed 
by  Congress  in  1946.  Throughout  the  years,  a prin- 
cipal activity  of  the  Mental  Health  Authority  has 
been  the  promotion  of  mental-health  education, 
the  conducting  of  scientific  research,  and  the  spon- 
sorship and  development  of  community  mental 
health  clinics. 

In  these  clinics,  one-half  of  the  patients  are  chil- 


dren. The  adult  patients,  in  most  instances,  have 
mild  mental  disorders,  not  severe  enough  to  re- 
quire hospitalization.  In  1956,  there  were  nine 
such  community  mental  health  centers  serving  34 
per  cent  of  the  state’s  population;  in  1963,  there 
are  12  centers  available  to  43  per  cent  of  the  state’s 
population. 

These  clinics,  Dr.  Huston  says,  have  served  to 
attract  psychiatrists  into  private  practice  in  the 
local  communities.  They  are  locally  financed,  con- 
trolled and  operated.  Of  the  20  psychiatrists  who 
work  in  these  clinics,  about  one-half  have  had  all 
or  part  of  their  training  at  the  Psychopathic  Hos- 
pital. 

Clinic  Finances.  Dr.  Huston  explains  the  financ- 
ing of  the  community  clinics  as  follows:  One-half 
of  the  financial  support  of  each  clinic  is  drawn 
from  county  tax  funds,  a small  amount  comes  from 
the  federal  government,  and  the  remainder  comes 
from  donations,  gifts  and  fees.  Although  the  clin- 
ics were  originally  set  up  to  do  preventive  work 
and  to  treat  mild  cases,  they  are  being  called  upon, 
more  and  more,  to  assist  in  the  post-hospital  care 
of  persons  discharged  from  mental  hospitals  and 
from  institutions  for  the  retarded.  In  1961,  a series 
of  conferences  was  held  by  the  Mental  Health  Au- 
thority for  representatives  of  the  clinics  and  the 
state  institutions  in  order  to  promote  this  objec- 
tive. 

“It  seems  fairly  clear,”  Dr.  Huston  comments, 
“that  as  local  interest  increases  and  more  psychi- 
atrists become  available,  new  clinics  will  be  or- 
ganized in  other  areas  of  the  state.  It  is  hoped  that 
the  clinics,  together  with  psychiatrists  in  private 
practice,  will  ultimately  carry  a greater  share  of 
the  treatment  of  mental  patients  than  at  present. 
But  even  so,  in  the  past  several  years,  IOWA  HAS 
MOVED  MORE  IN  THE  DIRECTION  OF  PRI- 
VATE AND  LOCAL  CARE  THAN  HAVE  MOST 
STATES!” 

A recent  survey  shows  that  over  60  per  cent  of 
psychiatric  cases  in  this  state  are  treated  by  pri- 
vate psychiatrists  or  in  community  mental  health 
clinics.  Twenty-five  per  cent  are  treated  at  the 
Board  of  Control  institutions,  and  the  remainder 
at  the  State  Psychopathic  Hospital  and  by  the  U.  S. 
Veterans  Administration.  These  percentages  ex- 
clude patients  treated  by  general  practitioners,  for 
whom  there  are  no  reliable  figures. 

The  Part  Played  by  the  Community  Mental 
Health  Clinic.  As  the  Psychopathic  Hospital  broad- 
ened its  operations  and  services  and  as  the  Divi- 
sion of  Mental  Health  of  the  Board  of  Control  im- 
plemented its  four-point  program,  the  community 
mental  health  clinics  were  of  necessity  drawn  into 
the  over-all  plan. 

Dr.  H.  Kosieradzki,  a private  practitioner  of  psy- 
chiatry and  director  of  the  Marshalltown  Mental 
Health  Clinic,  says:  “Progressively,  it  has  been 
recognized  that  no  one  group  by  itself  can  cope 
with  the  problem.  Since  1961,  a constant  effort 
has  been  made  to  correlate  the  work  of  the  Board 
of  Control  institutions  and  the  Psychopathic  Hos- 
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pital  with  that  of  the  mental  health  centers  and 
with  private  psychiatry.  A number  of  meetings 
were  held  to  improve  communications  among  them. 
Consequently,  the  mental  health  centers  began  to 
accept  discharged  patients  for  follow-up  care.  In 
this  way,  the  load  on  the  outpatient  clinics  of  the 
state  institutions  was  decreased,  and  better  facili- 
ties were  provided  for  working  with  the  patient 
and  his  family  in  the  community  where  the  prob- 
lem originated.” 

The  stress  that  the  state  hospitals  placed  on  vol- 
untary admissions  greatly  assisted  the  community 
mental  health  clinics  in  seeking  treatment  for  their 
patients,  Dr.  Kosieradzki  continues.  This  elim- 
inated much  of  the  red  tape  and  the  objectionable 
legal  aspects  formerly  associated  with  admissions. 
Further,  summaries  of  each  case  began  to  pass 
easily  from  local  physicians  to  the  state  hospitals 
and  back  again,  as  the  patient  was  hospitalized 
and  later  was  returned  to  his  community  for  after- 
care. 

“In  general,”  he  says,  “the  cooperation  among 
the  Board  of  Control  institutions,  the  Psychopathic 
Hospital,  the  mental  health  centers  and  the  private 
psychiatrists  is  better  than  it  has  even  been.  But 
unless  all  facilities  continue  to  work  hand-in-glove, 
we  shall  never  effectively  combat  so  huge  a prob- 
lem as  that  of  mental  health  in  Iowa.  The  advances 
achieved  in  such  a relatively  short  time  are  excel- 
lent. However,  a great  deal  of  work  remains  to  be 
done  by  all  of  us!” 

More  and  more  psychiatrists  have  entered  pri- 
vate practice  in  the  communities  of  between  20,000 
and  30,000  people  that  were  in  dire  need  of  such 
personnel,  as  a direct  result  of  the  efforts  of  the 
Psychopathic  Hospital  and  the  Iowa  Mental  Health 
Authority. 

THE  MEDICAL  SOCIETIES  ARE  SUPPORTING 
THIS  PROGRAM 

Not  only  has  the  number  of  community  mental 
health  centers  grown,  but  the  smaller  communities 
— in  addition  to  the  large  cities  that  had  previously 
established  psychiatric  facilities — started  opening 
psychiatric  units  in  general  hospitals.  The  estab- 
lishment of  these  units  was  wholeheartedly  sup- 
ported by  the  local  medical  societies,  as  well  as 
by  the  general  population. 

How  enthusiastically  these  facilities  have  been 
accepted  by  the  communities  is  shown  by  some 
statistics  that  were  recently  compiled  by  the  Men- 
tal Health  Authority,  showing  that  psychiatrists  in 
private  practice  are  increasing  their  percentages 
of  all  patients. 

At  the  present  there  are  nearly  50  psychiatrists 
in  private  practice  in  the  State  of  Iowa,  and  there 
are  12  community  mental  health  centers. 

Despite  these  improvements,  about  57  per  cent 
of  the  state’s  population  is  still  without  the  serv- 
ices of  community  mental  health  clinics.  A very 
large  number  of  citizens  in  the  areas  not  yet  served 
are  unable  to  pay  for  private  psychiatric  treatment. 
This  urgent  need  is  clearly  recognized  by  the  Men- 


tal Health  Authority,  and  constant  efforts  are  be- 
ing made  to  open  new  clinics  in  the  areas  where 
such  facilities  are  badly  needed. 

From  the  financial  point  of  view,  it  is  much 
sounder  to  get  money  from  the  community  for  all 
of  these  projects,  than  it  is  to  take  it  in  the  form 
of  taxes,  send  it  to  the  state  or  federal  treasurer 
and  then  have  it  doled  back  to  the  community,  he 
commented. 

HOW  A COMMUNITY  MENTAL  HEALTH  CLINIC 
SHOULD  BE  RUN 

Each  community  mental  health  clinic  should 
have  a psychiatrist  in  charge,  and  in  addition  to 
directing  the  clinic  he  should  have  his  own  private 
practice  and  should  have  facilities  for  his  use  in 
the  local  general  hospital,  Dr.  Kosieradzki  believes. 
“In  my  opinion,”  he  continues,  “this  should  give 
him  an  incentive  to  work  efficiently  in  the  clinic. 
His  work  would  then  be  judged  by  the  local  med- 
ical society  as  well  as  by  the  general  population — 
not  only  his  private  work,  but  his  achievements  in 
organizing  and  running  the  clinic.”  He  is  convinced 
that  a clinic  will  never  work  out  if  it  does  not  have 
the  wholehearted  support  of  a cross  section  of  the 
population  of  the  community,  such  as  the  medical 
societies,  bar  associations,  merchants,  farmers, 
businessmen,  clergy,  school  personnel,  etc.  “These 
people  should  feel  that  the  clinic,  as  well  as  the 
hospital  facilities  for  the  care  of  psychiatric  pa- 
tients, is  ‘their  baby,’  so  to  speak.  Then  they  will 
do  everything  in  their  power  to  make  it  grow  and 
become  a real  treatment  center.” 

A community  mental  health  clinic  should  never 
be  opened  unless  a psychiatrist  is  available  to  di- 
rect it,  Dr.  Kosieradzki  stresses.  If  these  clinics 
are  opened  all  over  the  state,  however,  and  if  100 
per  cent  of  the  population  is  served  by  them,  the 
number  of  private  psychiatric  facilities  will  also 
increase,  and  hospital  units  will  be  opened  without 
duplication  of  services. 

“If  these  facilities  continue  to  grow  at  the  rate 
at  which  they  have  grown  in  the  past  few  years, 
mental  illness  will  cease  to  be  the  disgrace  and 
curse  that  it  has  been,  and  will  be  classed  with  all 
other  illnesses,”  Dr.  Kosieradzki  predicts.  “Fur- 
thermore, patients  will  seek  help  at  the  beginning 
of  their  illness,  instead  of  waiting  until  they  need 
prolonged  hospitalization  and  until  treatment  is 
much  more  difficult  and  costly.” 

“This  program  can  be  accomplished  only  if  we 
are  first  assured  of  the  complete  support  of  the 
Iowa  Medical  Society,  of  the  Iowa  Psychiatric  So- 
ciety, of  the  civic  leaders  in  each  community,  of 
citizens  throughout  the  state,  and  of  their  repre- 
sentatives in  the  General  Assembly,”  he  concludes. 

Clearly,  a firm  foundation  has  been  laid,  a sound 
structure  has  been  erected,  significant  progress  has 
been  made,  and  the  immediate  and  long-range 
goals  are  clear.  But  the  need  is  still  great! 

Iowa  is  moving  ahead  in  mental  health,  and  with 
all  hands  at  their  stations,  mightily  motivated,  the 
goal  can  be  reached! 
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SUMMARY  OF  CLINICAL  FINDINGS 

A 4-year-old  female  child  was  seen  at  the  Uni- 
versity Hospitals  because  of  multiple  congenital 
hemangiomatous  lesions  of  the  perineum  and  left 
lower  extremity,  associated  with  gigantism  of  the 
latter  extremity.  The  patient  had  been  the  product 
of  a normal  pregnancy,  labor  and  delivery,  and  no 
other  family  members  had  vascular  abnormalities. 
Her  general  growth,  development  and  level  of  in- 
telligence had  been  normal.  Amputation  of  bul- 
bous toes  on  the  left  foot  had  been  performed  at 
the  age  of  one  year,  so  that  specially  constructed 
shoes  could  be  fitted  to  the  enlarged  foot.  At  the 
age  of  three  years,  to  facilitate  ambulation,  an  at- 
tempt was  made  to  thrombose  enlarged  veins  on 
the  left  foot  by  injections  of  sodium  morrhuate. 
Complaints  at  the  time  of  admission  included  a re- 
cent rapid  enlargement  of  the  left  foot  which  pre- 
cluded fitting  a suitable  shoe,  bleeding  from  minor 
trauma  to  the  vascular  lesions  on  the  left  lower 
extremity,  and  occasional  passage  of  gross  blood 
in  the  stool. 

Examination  at  the  time  of  the  first  admission 
revealed  a bright  and  cooperative  4-year-old  girl 
who  was  slightly  pale.  There  was  a blowing,  grade 
II  apical  systolic  heart  murmur,  a pulse  of  125/min. 
and  a blood  pressure  of  110/80  mm.  Hg.  No  ab- 
normal adenopathy  was  found.  The  solid  abdomi- 
nal organs  were  not  enlarged,  and  there  were  no 
palpable  abdominal  masses  or  bruits.  There  were 
patchy  skin  lesions  irregularly  distributed  over 
the  left  labium  majus,  low-midline  lumbar  area, 
intergluteal  fold  and  left  hip,  and  serpiginously  in- 
volving the  majority  of  the  anterior,  posterior  and 
lateral  surfaces  of  the  left  lower  extremity  and 
foot.  These  lesions  were  papular  and  of  a ver- 
rucous appearance  in  many  areas,  and  they  varied 
in  color  from  dark  red  through  deep  purple.  The 
entire  extremity  was  larger  than  its  counterpart 
in  circumference  and  length,  and  contained  visibly 
enlarged  vascular  channels.  The  left  foot  was  par- 
ticularly bulbous  and  grotesquely  enlarged.  Ano- 
scopic  examination  revealed  similar  vascular  ab- 
normalities of  the  distal  rectal  mucosa.  Depend- 
ency of  the  extremity  produced  swelling  and 
lividity  associated  with  tachycardia,  but  there  was 
a quick  return  to  a normal  pulse  when  the  ex- 


tremity was  wrapped  and  elevated.  Blood  count, 
urinalysis,  electrocardiogram,  chest  roentgeno- 
gram and  cardiac  fluoroscopy  were  all  considered 
within  normal  limits.  Roentgenograms  of  the  low- 
er extremities  revealed  that  the  bones  on  the  left 
side  were  longer  and  larger  than  those  on  the 
right,  and  serpiginous  soft-tissue  shadows  seen  on 
x-ray  were  interpreted  as  dilated  veins. 

Conservative  treatment  was  initiated,  consisting 
of  application  of  a bland  ointment  to  the  areas  of 
skin  where  verrucous  scabbing  was  subject  to 
trauma,  and  wrapping  of  the  left  lower  extremity 
to  the  groin  with  elastic  bandages  when  the  pa- 
tient was  ambulatory.  At  the  age  of  five  years, 
transmetatarsal  amputation  of  the  left  foot  was 
carried  out  to  facilitate  fitting  a shoe.  Later  the 
same  year,  a large  portion  of  the  most  severely 
involved  skin  and  subcutaneous  tissue  in  the 
neighborhood  of  the  left  knee  was  excised,  and 
was  replaced  by  split-thickness  skin  grafts.  At 
both  of  these  operative  procedures,  there  was 
considerable  blood  loss  from  myriads  of  vascular 
channels  which  involved  deep  fascia,  and  the  par- 
adox of  slow  and  poor  healing  in  the  face  of  an 
abnormally  increased  blood  supply  was  appar- 
ent. Periodically,  fulguration  of  bleeding  areas  of 
abnormal  mucosa  in  the  rectum  and  anus  was  per- 
formed. 

Serial  examinations  revealed  progression  of  the 
hemangiomatous  changes  of  skin  and  subcutane- 
ous tissue  in  all  the  previously  described  areas. 
Freshly  involved  tissue  assumed  a reddish  to 
purple  color,  the  draining  veins  became  enlarged 
and  tortuous,  and  after  a time  the  skin  surface  as- 
sumed a verrucous,  scabbed  appearance  which 
bled  following  minor  trauma.  When  the  child 
reached  the  age  of  six  years,  excision  of  several 
matted  conglomerate  vessels  on  the  left  calf  was 
effected,  plus  injection  of  many  veins  with  scleros- 
ing solution  and  electrocoagulation  of  many  others, 
in  hopes  of  retarding  this  progression.  Again,  slow 
healing  was  noted.  Cardiac  catheterization  revealed 
that  when  blood  was  allowed  to  pool  in  the  left 
lower  extremity,  cardiac  output  decreased  by  one- 
third,  the  mean  atrial  pressure  fell  to  zero,  and 
the  pulse  rate  increased  from  88  to  128  beats  per 
minute.  These  changes  promptly  reverted  to  nor- 
mal when  the  extremity  was  emptied. 
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In  her  eighth  and  final  year  of  life,  progression 
of  the  hemangiomatous  lesions  in  the  lumbar,  in- 
tergluteal,  anal  and  left  hip  areas  occurred,  ac- 
companied by  frequent  bleeding  and  ulceration. 
She  was  admitted  to  the  hospital  for  further  treat- 
ment. Her  urinalysis  was  normal  to  chemical  and 
microscopic  examination.  The  hemoglobin  level 
was  11  Gm./lOO  ml.,  the  red  blood  cell  count  was 
3,970,000/cu.  mm.,  and  the  white  blood  cell  count 
was  11,600/cu.  mm.  A peripheral  blood  smear  was 
interpreted  as  normal.  A chest  roentgenogram 
was  interpreted  as  normal.  When  limited  surgical 
excision,  electrocoagulation  and  injection  of  25 
per  cent  sucrose  solution  did  not  control  the  proc- 
ess, a major  excision  of  skin  and  subcutaneous  tis- 
sue was  carried  out  in  the  intergluteal  and  but- 
tocks areas,  with  replacement  by  split-thickness 
skin  grafts.  The  patient  tolerated  the  procedure 
well,  although  approximately  1,000  ml.  of  blood 
had  to  be  replaced  intravenously.  Her  postopera- 
tive condition  was  stable;  she  was  alert  and  co- 
operative; her  vital  signs  were  within  normal  lim- 
its; and  she  resumed  oral  liquids  promptly.  Con- 
siderable serosanguineous  drainage  was  noted 
coming  from  the  graft  sites,  in  spite  of  the  volu- 
minous pressure  dressings  that  were  applied.  She 
was  nursed  in  a prone  position,  kept  at  complete 
bed  rest  except  when  the  bed  linen  was  changed, 
and  the  left  lower  extremity  was  wrapped  to  the 
groin  with  circumferential  elastic  bandages,  as 
usual.  The  only  abnormality  noted  was  a mild 
elevation  of  body  temperature.  It  reached  a peak 
of  102.4°  F.  on  the  fourth  postoperative  day. 

On  the  morning  of  the  fifth  postoperative  day, 
she  was  moved  out  of  bed  while  the  bed  linen  was 
changed.  She  attempted  to  have  a bowel  movement 
into  the  bed  pan  without  success.  She  seemed 
bright,  alert  and  normal  in  all  respects.  When  re- 
turned to  bed,  she  gasped  for  breath,  became  cya- 
notic and  apneic,  and  expired  within  two  minutes’ 
time  and  before  a physician  could  be  summoned. 

SUMMARY  OF  CLINICAL  DISCUSSION 

Dr.  S.  E.  Ziffren,  Surgery:  Mr.  Murphy  will  pre- 
sent the  discusson  for  the  students. 

Mr.  Jack  Murphy,  junior  ward  clerk:  To  pre- 
clude eponymic  chaos,  I think  it  is  appropriate  at 
the  onset  to  consider  the  condition  under  discus- 
sion as  one  of  the  so-called  congenital  dysplastic 
angiopathies.  The  history  is  of  progressive  heman- 
giomatous disease  in  a child  with  associated  hyper- 
trophy of  the  involved  extremity.  It  is  not  clear 
from  the  protocol  whether  or  not  the  patient  had 
been  normal  at  birth.  Bony  and  cartilaginous  de- 
formity required  repeated  surgical  attacks  during 
the  child’s  life.  Similarly,  several  efforts  were  un- 
dertaken to  slow  the  progression  of  the  vascular 
component  of  the  disease  by  injection  of  sclerosing 
agents  and  fulguration,  and  by  excision  and  skin 
grafting.  These  palliative  measures  were  finally 


terminated  by  the  patient’s  death  at  the  age  of 
eight. 

Aside  from  the  primary  lesions,  there  is  little 
to  suggest  multiple  congenital  anomalies.  The 
blowing,  grade  II  apical  systolic  heart  murmur  is 
best  interpreted  as  functional.  Laboratory  studies 
were  normal  throughout  the  patient’s  entire  his- 
tory, with  the  exception  of  a borderline  leukocy- 
tosis of  11,600  cells,  and  a lower-limit-of-normal 
hemoglobin  value  of  11  Gm.  noted  on  the  final 
admission. 

Many  eponymic  and  descriptive  names  have 
been  applied  to  the  condition  or  syndrome  of  sys- 
temic hemangiomata  and  limb  hypertrophy,  and 
I shall  forego  listing  them.  However,  one  outstand- 
ing example  should  be  mentioned.  In  1881,  Maffuc- 
ci  described  a condition  of  hemangioma  and  dys- 
chondroplasia.  Although  Maffucci’s  syndrome  is  an 
attractive  possibility,  it  is,  we  believe,  ruled  out 
on  the  basis  of  at  least  two  considerations — first, 
that  the  bony  and  cartilaginous  disturbance  of  the 
case  in  question  resulted  in  relative  gigantism  of 
the  involved  extremity  whereas  Maffucci’s  dis- 
order produces  a dwarfing;  and  second,  that  many 
unique  patterns  of  radiopacity  and  radiolucency 
of  the  bone  apparent  by  x-ray  in  Maffucci’s  syn- 
drome are  not  mentioned  as  having  been  noted  in 
this  patient.  Finally,  patients  with  Maffucci’s  syn- 
drome are  usually  normal  at  birth,  and  this  point 
is  not  entirely  clear  in  the  present  case. 

My  colleagues  and  I think  that  the  diagnosis  is 
hemangiectatic  hypertrophy  of  the  limb,  as  de- 
scribed by  Weber  in  1918.  This  couples  two  con- 
cepts, one  of  dysplastic  or  invasive  vascular  he- 
martoma  or  neoplasm  of  a congenital  nature,  and 
the  other  of  bone  overgrowth  secondary  to  in- 
creased local  blood  supply.  The  terminal  event, 
in  our  opinion,  was  a clear-cut,  textbook  case  of 
pulmonary  embolism  secondary  to  phlebothrom- 
bosis,  especially  since  there  was  such  an  abundant 
reservoir  for  venous  stasis  and  clot  formation.  The 
episode  of  elevated  temperature  on  the  patient’s 
fourth  postoperative  day  could  have  represented 
wound  infection,  thrombophlebitis,  pneumonitis  or 
a multitude  of  other  possibilities. 

Our  diagnosis  is  hemangiectatic  hypertrophy.  At 
necropsy,  we  expect  that  the  following  were 
found:  (1)  pulmonary  embolism,  (2)  cavernous 

hemangiomata  of  the  left  lower  extremity  and 
sclerosis  of  the  arteries  supplying  this  region,  and 
(3)  hypertrophic  bone  in  the  involved  area. 

Dr.  Ziffren:  Thank  you.  Dr.  Tidrick  will  carry 
on  the  discussion. 

Dr.  R.  T.  Tidrick,  Surgery:  I have  no  desire  to 
go  back  over  the  ground  that  has  been  covered 
by  Mr.  Murphy  and  his  colleagues.  I hope  that 
we  have  instilled  in  him  some  loathing  for  the 
confusion  that  “the  eponymic  disease”  has  con- 
ferred on  this  group  of  anomalies  or  instances  of 
hamartomatous  development.  The  reference  he 
has  made  to  Weber’s  1918  paper  is  important,  and 
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clearly  fits  the  general  type  of  association  of  limb 
overgrowth  and  bizarre,  confused,  purposeless, 
hamartomatous  vascular  maldevelopment  both  of 
extremities  and  viscera. 

However,  there  are  many  points  that  can  be 
made  in  relation  to  some  of  these  other  entities  or 
associations  that  have  been  named.  Our  colleague, 
Dr.  Bean,  has  been  a student  of  this  subject  for 
many  years,  and  in  the  course  of  the  afternoon  he 
may  make  some  remarks.  These  should  be  of  in- 
terest to  us  largely  because  we  wish  to  sharpen  our 
boundaries  of  recognition  and  to  do  a better  job  of 
suggesting  prognosis. 

Our  concepts  of  what  may  be  going  on  and  of 
what  the  basic  lesions  are  composed  need  clarifica- 
tion. It  would  appear  that  the  difficulty  is  basi- 
cally the  abnormal  opening  of  pre-existing  or  pre- 
formed shunts,  principally  at  the  level  that  inter- 
connects arteries,  arterioles,  veins,  venules  and 
lymphatics.  This  abnormality,  and  whatever  medi- 
ates it,  are  responsible  for  the  abnormal  dilatation 
and  neoplastic-like  tendency  to  invade  and  re- 
place tissues. 

Now  I shall  show  a series  of  slides  which  dis- 
play the  development  of  this  process  in  the  child 
under  discussion.  Beginning  at  four  years  of  age 
when  she  was  first  seen,  she  had  several  toes  am- 
putated. The  foot  was  grotesquely  enlarged,  and 
the  toes  were  club-like.  However,  one  would  hesi- 
tate to  say  there  was  basically  any  cartilaginous 
difficulty.  This  was  not  the  type  of  change  one 
sees  in  characteristic  Maffucci’s  disease.  At  least 
in  my  concept,  hers  was  an  orderly  skeletal 
growth.  We  have  been  struck  time  and  again,  in 
following  patients  with  hypertrophied  limbs  by 
the  fact  that  the  process  tends  to  be  more  severe 
in  the  lateral  aspect  of  the  limb,  and  that  there 
is  a tendency  for  midline  and  visceral  involvement. 
Several  of  the  children  with  this  disorder  had  in- 
volvement of  the  external  genitalia.  As  can  be 
seen,  the  lateral  aspect  shows  some  of  the  warty 
areas.  Frequently  there  is  a peculiar  butterfly-like 
distribution  over  the  lateral  aspects  of  the  thigh. 
The  warty  angiomata  may  develop  very  rapidly 
and  cause  much  distressing  ulceration  and  bleed- 
ing. 

This  next  slide  shows  another  little  fellow  with 
the  same  deformity.  He  had  a terminal  event  simi- 
lar to  that  of  the  girl  who  is  being  discussed  today. 
We  have  studied  his  autopsy  findings  in  detail.  He 
was  a year  older  at  the  time  we  first  saw  him,  but 
there  are  striking  similarities  between  their  cases. 
In  each  instance  there  was  a grotesquely  hyper- 
trophied extremity.  The  roentgenograms  showed 
some  flaring  of  the  metaphyses,  but  orderly  epi- 
physial plates  and  lines,  rather  than  the  osteo- 
chondromatous  variety  that  is  seen  in  some  other 
variants.  Now  let  us  consider  the  dilated  vessels. 
What  do  they  contain?  What  are  they?  These  huge 
pools  contained  clear  lymph. 

Here  demonstrated  is  another  child — a little 


older — who,  incidentally,  was  seen  and  followed 
by  the  same  physician  who  attended  the  little  girl 
we  are  presenting  today.  The  surgeon  performed 
modified  Kondoleon  procedures  on  this  lower  ex- 
tremity, and  to  a large  extent  controlled  the  ab- 
normal vessels  in  the  extremity  until  the  process 
began  to  progress  at  the  margins.  This  is  a view 
of  another  patient  who  had  a modified  Kondoleon 
procedure  and  amputation  of  the  grotesque  toes. 
This  slide  shows  a large  communication  that  comes 
off  an  arterial  trunk  leading  out  to  a racemose 
aneurysm  or  snarl  of  thin-walled,  vein-like  struc- 
tures. This  view  shows  a huge  thin-walled  saccu- 
lar area  of  venous  ectasia.  We  have  attempted  to 
study  these  lesions  by  various  means.  One  technic, 
developed  by  Dr.  J.  A.  Gius  and  associates,  shows 
an  area  excised  from  the  left  thigh  of  the  little 
girl  under  discussion  today.  The  margins  have 
been  oversewn,  and  a latex  injection  demonstrates 
tremendous  vessels,  presumably  veins. 

Figure  1 is  a photograph  of  the  limb  of  the 
child  under  discussion  today,  taken  two  years  be- 
fore her  last  operation.  She  developed  alimentary- 
tract  bleeding  and  chronic  anemia.  Anoscopic  and 
proctoscopic  examination  revealed  a warty,  friable, 
hemorrhoid-like  mass,  principally  at  the  level  of 
the  internal  hemorrhoidal  plexus.  The  first  devel- 
opment over  the  sacrum  was  removed  and  fulgu- 


Figure  I.  The  limb  of  the  child  under  discussion,  photo- 
graphed two  years  before  her  final  operation. 
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rated  some  years  ago.  There  was  a recurrence.  Fig- 
ure 2 shows  the  appearance  some  six  months  be- 
fore her  death.  The  areas  of  coaptation  in  the 
buttocks  developed  this  roostercomb-like,  verru- 
cous angiomatous  mass,  which  bled  on  trivial 
trauma.  There  was  increased  prominence  of  all 
of  the  vessels,  both  lymphatic  and  venule,  in  the 
skin.  These  were  excised,  but  they  recurred 
promptly,  and  four  months  later  the  problem  of 
bleeding  was  again  severe.  Re-excision  was  done. 
Three  months  later  there  was  a recurrence  once 
more,  and  progression  at  the  margins,  with  more 
and  more  bleeding.  A wide  excision  was  done  at 
the  last  operation,  all  of  the  supplying  vessels  were 
dissected  down  to  deep  fascia  and  muscle,  and  a 
primary  split-skin  graft  was  applied. 


Figure  2.  Appearance  of  the  buttocks,  six  months  before 
the  patient's  death. 


Dr.  F.  W.  Stamler,  Pathology:  Dr.  Tidrick  has 
described  this  child’s  basic  difficulty  very  well  and 
has  illustrated  it  by  means  of  gross  photographs. 
My  chief  contribution  will  be  to  give  the  micro- 
scopic counterpart  to  the  picture  that  Dr.  Tidrick 
has  presented. 

As  has  been  recognized,  this  was  a case  of  ex- 
tensive vascular  malformation — presumably  of 
congenital  origin,  although  apparently  progressive 
in  nature — with  localized  gigantism  or  hypertrophy 
of  an  extremity,  and  with  visceral  involvement. 
Death  resulted  from  pulmonary  embolism,  as  has 
been  postulated. 

One  question  remains,  and  it  concerns  the  exact 
source  of  the  embolus.  Some  of  the  cavernous  ab- 
normal venous  structures  in  the  pelvic  region 
were  thrombosed,  and  may  have  been  the  source 
of  the  pulmonary  embolus.  Also,  there  was  mural 
thrombosis  of  the  heart,  principally  of  the  right 
auricle  and  auricular  appendage.  This  could  have 
served  equally  well  as  the  source  of  the  pulmonary 
embolism.  There  was  no  obvious  reason  for  this 
cardiac  mural  thrombosis.  It  was  a very  bland,  non- 


inflammatory appearing  thrombus,  but  was  quite 
definite.  The  angiomatous  lesion  that  was  present 
was  an  extremely  extensive  one,  involving  a num- 
ber of  internal  viscera  including  the  pelvic  organs, 
the  adrenals  and  spleen.  It  was  of  a mixed  type, 
with  numerous  large  cavernous  spaces,  but  with 
considerable  capillary  angiomatous  growth,  and 
also  with  rather  prominent  lymph-angiomatous 
structures,  so  that  I should  classify  it  as  a hemo- 
lymphangioma. 

The  photographs  to  be  shown  were  selected  to 
illustrate  the  abnormal  vascularity  of  various 
organs  and  tissues.  The  skin  was  involved  in  two 
ways.  Some  portions  showed  only  dermal  thick- 
ening and  epidermal  papillation,  without  direct 
angiomatous  involvement.  In  other  areas  the 
cavernous,  thin-walled  vessels  extended  through- 
out the  dermis,  and  it  was  in  these  areas  that 
slight  trauma  to  the  overlying  dermal  verrucae 
might  have  been  expected  to  cause  hemorrhage. 
Some  of  these  thin-walled  vessels  contained  blood, 
but  others  were  filled  with  lymph  (Figure  3). 

The  subcutaneous  tissues  and  underlying  mus- 
cles also  contained  many  cavernous  vessels  filled 
with  blood  or  lymph  (Figure  4).  Loose  areolar 
tissue  was  found  in  the  interstices  between  vessels. 
Numerous  small  vessels  and  endothelial  buds  were 
present  in  these  interstitial  areas. 

The  vessels  in  the  involved  areas  showed  many 
abnormalities.  This  was  true  even  of  the  major 
arteries,  which  tended  to  show  a disorderly  growth 
pattern.  Large  bundles  of  smooth  muscle  had 
formed  walls  about  irregular  lumens.  In  many 
instances  the  elastic  lamellae  were  incomplete,  and 
the  distinction  between  arteries  and  veins  was  not 
clearly  defined.  In  some  areas,  portions  of  the 
same  abnormal  vessels  had  the  structure  of  ar- 
teries, but  other  portions  resembled  veins,  and 
yet  other  portions  resembled  neither,  but  con- 
sisted merely  of  a cavernous  space  lined  with  en- 
dothelium (Figure  5).  These  vascular  structures 
undoubtedly  functioned  as  arteriovenous  shunts, 
although  one  could  not  very  often  demonstrate  a 
definite  point  of  arteriovenous  communication. 

The  apparent  proliferation  of  vascular  channels 
through  endothelial  budding  and  canalization  was 
another  feature  of  the  vascular  anomaly  seen  in 
this  case.  This  phenomenon  is  illustrated  in  the 
next  photograph  (Figure  6).  Here  were  found 
many  small  vessels,  some  of  which  appeared  nor- 
mal, but  many  of  which  showed  irregular  pro- 
liferation of  endothelium  to  form  incompletely 
canalized  vascular  buds. 

The  vascular  anomalies  shown  to  involve  the 
left  lower  extremity  so  extensively  were  found  at 
autopsy  to  involve  the  rectum,  uterus  and  clitoris, 
urinary  bladder  and  perivesical  tissues,  adrenal 
glands,  and  spleen  in  a similar  fashion.  Numerous 
small  foci  of  hemorrhage  found  throughout  both 
lungs  were  not  associated  with  any  demonstrable 
pulmonary  vascular  malformations,  but  were  ap- 


158 


Journal  of  Iowa  Medical  Society 


March,  1963 


* 


Figure  4.  Subcutaneous  angiomatous  malformation, 
with  interstitial  loose  areolar  tissue. 


Photomicrograph  of  cavernous  vascular  structures  filled  with  blood  or  lymph, 
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Fis  ure  5.  Photomicrograph  ol  large,  malformed  vessel  having  partially  the  structure  of  an  artery  and  partially  that  of  a vein. 


Figure  6.  Photomicrograph  showing  active  endolethial 


proliferation,  with  early  canalization  of  new  vascular  channels. 
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parently  the  result  of  circulatory  disturbances 
produced  by  pulmonary  embolism. 

So,  we  see,  the  microscopic  picture  is  a rather 
complex  one  involving  the  presence  or  prolifera- 
tion of  vascular  structures  of  arterial,  of  venous, 
and  of  capillary  types,  and  many  which  do  not 
clearly  fit  into  any  of  these  categories,  but  simply 
are  the  result  of  abnormal  vascular  proliferation. 
One  of  the  questions  which  we  should  like  to 
answer  is  whether  this  was  all  on  a congenital 
basis,  or  whether  it  was  truly  progressive,  as  it 
appeared  to  be  in  this  case.  I think  basically  it 
was  a congenital  malformation,  but  it  is  certain 
that  clinically  the  lesion  progressed.  The  progres- 
sion may  have  been  due  in  large  part  to  an  open- 
ing up  or  canalization  of  vascular  channels,  but  I 
think  it  is  indicated  by  some  of  the  more  cellular 
areas  that  there  actually  was  new  growth  of  vas- 
cular structures.  We  should  not  be  amazed  that 
this  should  occur,  even  though  this  was  not  a 
progressive  neoplastic  disease.  Vascular  prolifera- 
tion occurs  under  a wide  variety  of  stimuli,  such 
as  inflammation  or  the  proliferation  of  nutrient 
vessels  supplying  a neoplasm.  The  tissue  prolifera- 
tion that  occurs  under  abnormal  circulatory  con- 
ditions of  various  sorts  may  stimulate  a new 
growth  of  vessels,  and  I think  that  we  might  log- 
ically postulate  that  in  a patient  such  as  this  one, 
the  abnormal  circulation  itself  may  stimulate  the 
growth  of  new  vessels,  just  as  it  stimulates  over- 
growth of  the  part  involved. 

Dr.  E.  O.  Theilen,  Internal  Medicine:  Dr.  Stam- 
ler,  may  I ask  you  to  what  extent  the  left  ventri- 
cle was  hypertrophied,  if  at  all? 

Dr.  Stamler:  This  was  a rather  surprising  as- 
pect of  this  case  in  view  of  the  history  of  cardiac 
difficulty.  There  was  no  appreciable  cardiac  hyper- 
trophy. The  heart  was  of  normal  size  for  a child  of 
the  patient’s  size. 

Dr.  Theilen:  Were  there  any  old  obliterative 
lesions  in  the  smaller  branches  of  the  pulmonary 
arteries? 

Dr.  Stamler:  None  of  any  significance  was  found. 

Dr.  Ziffren:  Are  there  any  other  questions  you 
want  to  direct  to  Dr.  Stamler?  Dr.  Keller,  did  you 
have  some  roentgenograms? 

Dr.  John  Keller,  Radiology : My  first  slide  shows 
merely  the  different  sizes  of  the  two  legs.  The  left 
one  is  considerably  longer,  and  the  bone  itself  is 
wider  and  denser  than  the  one  on  the  other 
side.  On  the  radiograph  one  can  see  serpiginous 
areas  of  increased  density  in  the  soft  tissues, 
thought  to  be  enlarged  veins.  The  next  slide  is 
very  similar  to  one  of  Dr.  Tidrick’s  that  showed 
a different  patient.  You  can  see  the  very  large  in- 
crease in  size  in  the  soft  tissues  of  the  left  foot, 
and  the  actual  bone  destruction  on  the  terminal 
end,  presumably  by  pressure  from  the  hemangi- 
omatous  lesions. 

Dr.  Ziffren:  It  is  my  understanding,  Dr.  Eck- 


stein, that  you  ran  some  cardiac  output  studies  on 
this  child.  Would  you  discuss  them  please? 

Dr.  John  W.  Eckstein,  Internal  Medicine:  Pa- 
tients with  this  disease  often  go  into  congestive 
heart  failure  in  later  life.  Several  years  ago,  Dr. 
Tidrick  and  I began  a series  of  hemodynamic  stud- 
ies on  younger  patients  to  obtain  a better  under- 
standing of  the  load  placed  on  the  circulation.  In 
the  protocol  it  was  stated  that  heart  rate  increased 
when  the  girl  stood  up,  and  that  she  became  tired 
and  weak  if  she  had  to  stand  without  external  sup- 
port to  her  leg.  We  think  these  symptoms  are  re- 
lated to  a pooling  of  blood  in  the  large  abnormal 
vessels.  I should  point  out  that  most  of  the  blood 
in  the  body  is  contained  in  the  veins.  The  veins  are 
thin-walled,  and  they  distend  easily.  If  a subject 
stands  after  being  in  the  supine  position,  there 
is  a tendency  for  blood  to  pool  in  the  lower  part 
of  the  body.  This  tends  to  reduce  filling  pressure 
in  the  right  atrium.  If  this  were  reduced  enough, 
the  ventricle  would  fill  improperly,  and  cardiac 
output  might  be  restricted.  Restriction  of  the 
amount  of  blood  pumped  into  the  arteries  would 
lead  to  a fall  in  arterial  pressure.  This  is  the  sort 
of  thing  that  happens  when  patients  stand  quietly. 
Soldiers  who  faint  during  parades  suffer  reduced 
cardiac  output  secondary  to  pooling. 

The  body  normally  compensates  for  a threatened 
fall  in  cardiac  output  in  several  ways.  When  the 
patient  stands,  there  is  reflex  venous  constriction. 
The  smooth  muscle  in  the  walls  of  the  veins  tends 
to  tighten  up  to  support  the  blood  columns  and 
prevent  pooling.  In  normal  veins  there  are  valves 
which  break  up  the  hydrostatic  columns  and  pre- 
vent distention.  A threatened  fall  in  cardiac  out- 
put also  leads  to  a sympathetic  discharge  which 
causes  peripheral  arterial  constriction,  tachycar- 
dia, and  an  increase  in  ventricular  function.  It 
would  appear  that  the  tachycardia  in  this  patient 
was  a reflex  adjustment  to  pooling,  and  that  ortho- 
static weakness  and  the  fall  in  blood  pressure 
represented  a failure  of  the  reflex  mechanisms  to 
completely  compensate  for  the  pooling.  Our  lab- 
oratory studies  were  done  in  an  effort  to  document 
the  clinical  evidence. 

We  measured  blood  flow  in  the  left  leg  and  in 
the  right  leg  by  means  of  plethysmographs.  We 
found  that  the  actual  rate  of  flow  was  not  great- 
ly increased  in  the  diseased  leg,  when  compared 
with  the  good  leg.  For  this  reason,  we  would  be  re- 
luctant to  say  there  was  a significant  degree  of 
functional  arteriovenous  communication  in  the 
diseased  leg.  With  arteriovenous  communications, 
we  expect  the  flow  to  be  quite  sharply  increased. 
We  also  compared  the  distensibility  of  the  blood 
vessels  in  the  right  leg  with  the  distensibility  of  the 
vessels  in  the  left  leg,  by  employing  the  plethys- 
mographic  method  which  provides  us  with  pres- 
sure-volume curves  for  the  veins.  We  found  that 
at  a distending  pressure  of  30  mm.  Hg,  the  veins 
of  the  right  leg  contained  about  3.5  cc.  of  blood  per 
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100  cc.  of  limb  volume.  In  the  diseased  limb,  there 
was  about  17  cc.  per  100  cc.  if  the  veins  were  dis- 
tended by  pressure  of  30  mm.  Hg.  It  is  obvious 
that  the  vessels  in  the  diseased  limb  were  much 
more  distensible.  For  this  reason,  blood  could  pool 
in  them  much  more  easily  when  the  pressure  in 
them  increased  because  of  the  change  to  the  up- 
right position.  We  feel  that  enough  blood  pooled 
to  cause  the  symptoms  that  the  patient  experi- 
enced when  she  stood  up.  We  tried  several  crude 
stimuli  which  ordinarily  produce  venous  constric- 
tion, but  the  veins  in  the  left  leg  did  not  respond 
to  these  constrictor  stimuli  as  they  did  in  the 
normal  leg. 

On  another  occasion,  we  put  a catheter  into  the 
right  atrium  and  a needle  into  a peripheral  artery. 
We  injected  green  dye  so  that  we  could  measure 
cardiac  output  and  calculate  the  volume  of  blood 
between  the  right  atrium  and  the  needle.  We  also 
measured  the  atrial  or  the  filling  pressure  of  the 
heart,  the  arterial  pressure,  and  the  heart  rate. 
After  we  had  established  the  control  measure- 
ments, we  inflated  a cuff  high  on  the  left  thigh  to 
a pressure  which  produced  the  same  pressure  that 
the  girl  would  have  in  the  veins  of  the  leg  when 
she  stood.  We  were  causing  blood  to  pool  by  this 
maneuver.  When  we  put  the  cuff  on  the  left  thigh, 
enough  blood  pooled  so  that  the  right  atrial  pres- 
sure fell  from  about  5 mm.  Hg  to  nearly  atmos- 
pheric pressure.  At  the  same  time,  the  heart  rate 
increased  from  about  90  to  128  beats  per  minute. 
The  cardiac  output  fell  from  about  3 L./min.  to 
about  1.6  L./min.  because  of  the  reduced  filling 
of  the  ventricle.  Arterial  pressure  stayed  about 
the  same.  The  peripheral  arterial  constriction  ap- 
parently maintained  blood  pressure,  even  though 
output  fell.  The  central  blood  volume  also  fell  with 
cuffing  of  the  left  leg.  When  the  cuff  was  removed, 
it  returned  to  the  control  value.  There  was  also 
an  overshoot  in  atrial  pressure,  the  heart  rate 
slowed  and  cardiac  output  was  restored.  The 
changes  were  all  much  smaller  when  we  put  the 
cuff  on  the  good  leg. 

The  reflex  changes  which  compensate  for  pool- 
ing are  of  the  same  sort  as  those  which  occur  dur- 
ing muscular  exercise,  at  least  as  far  as  the  heart 
is  concerned.  We  might  look  upon  this  girl  as  hav- 
ing had  an  excess  demand  on  her  heart  whenever 
she  was  in  the  upright  position.  If  the  pooling  were 
not  prevented  with  the  elastic  stocking  which  Dr. 
Tidrick  used,  there  might  have  been  a continuous 
demand  on  the  heart  that  could  lead  to  muscular 
hypertrophy.  This  may  contribute  to  the  cardiac 
failure  which  some  patients  develop  as  they  be- 
come older. 

Dr.  Ziffren:  Dr.  Zellweger,  would  you  care  to 
make  any  comments? 

Dr.  H.  Zellweger,  Pediatrics:  It  is  well  known 
that  some  hemangiomatous  lesions  are  inherited. 
Some  varieties  of  generalized  telangiectasia — in 


particular  Osler-Rendu’s  hereditary  hemorrhagic 
telangiectasia — follow  an  autosomal  dominant  mode 
of  inheritance.  Yet  von  Klippel-Trenaunay’s  dis- 
ease, or  vascular  osteohypertrophic  nevus,  as  well 
as  Maffucci’s  disease  are  non-familial  and  non- 
hereditary  conditions.  This  should  be  kept  in  mind 
in  eugenic  counseling.  (Congenital  or  postnatal 
lymphedema  or  Milroy’s  disease,  which  has  a 
certain  resemblance  to  the  above  conditions,  oc- 
casionally affects  more  than  one  member  of  a 
family. ) 

Since  human  cytogenetics  took  an  unprecedented 
upswing,  it  has  become  customary  to  suspect  a 
chromosomal  aberration  as  the  cause  of  any  unusu- 
al condition.  Hayward  and  Bower  found  47  chro- 
mosomes with  a supernumerary  small  acrocentric 
chromosome  in  Sturge-Weber-Kalischer’s  disease, 
a condition  in  which  facial,  cranial  and  intra- 
cranial vascular  malformations  are  associated  with 
convulsions,  hemiparesis  and  mental  retardation. 
Other  investigations,  including  my  own,  have  not 
confirmed  the  findings  of  Hayward  and  Bower. 
Patan  has  suggested  the  possibility  of  a partial 
trisomy  G which  is  not  always  microscopically 
recognizable.  A chromosomal  anomaly  has  not 
been  found  in  von  Klippel-Trenaunay’s  or  in 
Maffucci’s  syndrome.  We  were  able  to  study  one 
case  of  both  conditions,  and  both  revealed  normal 
chromosomal  complements. 

Dr.  Ziffren:  Dr.  Bean,  do  you  have  any  com- 
ments? 

Dr.  W.  B.  Bean,  Internal  Medicine:  After  hear- 
ing the  learned  discourses  of  the  undergraduate 
student,  Mr.  Jack  Murphy,  and  the  distinguished 
comments  of  the  faculty,  all  I can  do  is  gild  the 
lily.  The  names  which  have  been  used  really  are  a 
travesty.  They  are  perfectly  astonishing  and  it 
might  be  of  interest  to  regale  you  with  some  of 
them.  This  sort  of  lesion  is  usually  called  the  von 
Klippel-Trenaunay  syndrome,  after  the  eighth  and 
ninth  persons  who  described  it.  This  illustrates 
one  of  the  laws  of  eponyms — that  the  first  person 
to  report  does  not  get  the  credit;  usually  the  con- 
dition is  named  for  someone  down  the  line.  The 
next  point  I should  like  to  make  is  that  Dr.  Parkes 
Weber,  who  was  of  German  descent,  liked  to  have 
his  name  pronounced  “Vaber”  rather  than  “Web- 
ber.” He  died  this  past  June,  in  his  hundreth 
year.  He  was  quite  alert  and  still  excreting  things 
into  the  medical  literature  right  up  to  the  time  he 
died.  His  name,  with  those  of  Sturge  and  Kalis- 
cher,  is  attached  to  this  disorder  when  it  affects  the 
cutaneous  realm  of  the  trigeminal  nerve  or  one  of 
its  branches,  together  with  an  underlying  menin- 
geal vascular  anomaly  with  alternations  in  the 
brain,  and  commonly  with  mental  retardation  or 
convulsive  seizures.  This  condition  has  been  treat- 
ed somewhat  ineffectively  by  surgical  attacks;  ap- 
parently there  is  not  very  much  you  can  do  for  it. 

The  simple  birthmark — the  port  wine  stain 
which  commonly  exists  on  the  face,  or  at  least  it 
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is  most  conspicuous  there — is  confined  to  the  skin 
and  the  vessels  in  the  immediately  adjoining  sub- 
cutaneous space.  When  the  vascular  anomaly  is 
very  much  more  extensive,  it  falls  into  the  group 
which  is  illustrated  here,  the  congenital  dysplastic 
angiectases.1  If  anyone  prefers  to  call  something 
“the  Sturge-Weber-Kalischer  syndrome”  rather 
than  “congenital  dysplastic  angiectasis,”  I have 
no  objection.  Part  of  the  understanding  of  these 
conditions  has  been  missed  because  people  deal- 
ing with  the  head,  face  and  brain  haven’t  re- 
alized that  the  hemangiectatic  hypertrophy  of 
a limb  with  this  associated  vascular  lesion  is  pre- 
cisely the  same  kind  of  thing.  If  we  move  further, 
we  find  a hamartomatous,  dyschondroplastic  and 
vascular  anomaly  in  Maffucci’s  syndrome  with 
the  same  kind  of  dyschondroplasia  as  in  Ollier’s 
disease,  plus  hamartomas  and  hemangiomas.  What 
is  important  is  that  the  hemangioma  is  not  neces- 
sarily connected  geographically  with  the  trouble 
in  cartilage  and  bone,  as  it  is  in  the  hemangiectatic 
hypertrophy  of  bone  such  as  we’ve  seen  in  the 
case  today.  That  too  is  a congenital  but  not,  ap- 
parently, an  inherited  anomaly.  There  are  ex- 
amples of  people  with  this  condition  who  have 
married  and  had  children,  and  there  are  no  ex- 
amples, so  far  as  I know,  where  either  a sibling, 
a parent  or  a child  of  a patient  has  been  affected. 
As  Dr.  Zellweger  has  pointed  out,  the  chromo- 
somal arrangements  in  Maffucci’s  syndrome,  in  so 
far  as  the  preliminary  studies  have  gone,  are  per- 
fectly normal. 

There  is  a form  of  localized  gigantism,  and  Dr. 
Peterson  and  I reported  such  a case  three  years 
ago  in  a man  with  a monstrous  middle  finger.  This 
was  a perfectly  normal  finger  that  was  much 
longer  and  had  at  least  twice  the  circumference  of 
its  mate  on  the  opposite  hand.  This  man  happened 
to  be  a bartender,  and  he  took  advantage  of  his 
developmental  anomaly.  He  was  able  to  get  a very 
sturdy,  steady  grip  on  bottles  and  glasses  and  at- 
tracted considerable  business  through  his  extra- 
ordinary ability  to  flip  them  down  the  bar.  There 
is  no  indication  there  was  anything  wrong  with 
his  underlying  bone  or  the  vascular  structures. 

Why  is  it  that  we  all  do  not  have  either  gross 
asymmetries  or  peculiar  distortions  in  our  ar- 
rangements? What  are  the  governors  that  cause 
nature  to  turn  off  the  phenomenon  of  growth  at 
a given  and  particular  time  so  that,  in  general,  our 
feet  and  our  hands  are  mates,  even  though  the 
two  sides  of  our  faces  are  a little  bit  asymmetrical? 
Nobody  really  knows.  Growth  is  not  properly  con- 
trolled in  such  things  as  the  wildly  erratic  growth 
of  malignant  neoplasms,  the  somewhat  more  con- 
trolled growth  of  benign  neoplasms,  and  the 
strange  proliferative  growth  of  this  peculiar  and 
promiscuous  inosculation  of  lymphatic  and  vascu- 
lar structures  with  anomalies  in  the  bone  which 
may  arise  from  no  more  complex  a cause  than  an 
increase  in  profusion  of  blood  vessels  or  a sort  of 


super-irrigation.  No  one  truly  understands  the 
causes.  The  notion  that  developmental  anomalies 
may  exist  in  a plastic  state  should  be  recalled. 
Osier’s  disease  or  hereditary  hemorrhagic  telan- 
giectasia, in  which  there  is  a tendency  to  bleed  be- 
cause the  little  blood  vessels  of  the  body  don’t 
have  enough  elastic  or  muscle  tissue  in  them,  is 
characterized  by  lesions  which  vary  as  time  goes 
on.  Lesions  disappear,  new  ones  appear,  and  others 
may  remain  stable  at  least  for  10  to  12  years. 
When  new  blood  vessels  develop,  they  may  have 
this  same  defect.  Rapid  local  vascular  prolifera- 
tion was  very  vividly  displayed  in  the  recur- 
rence of  lesions  in  the  perianal  and  coccygeal  re- 
gions in  this  patient  whom  we  have  discussed  to- 
day. Presumably  this  same  plastic  state  must  ex- 
ist. The  anomaly  in  the  formation  of  new  blood 
vessels,  although  presumably  congenital  in  origin, 
is  potentially  a progressive  process. 

It  seems  to  me  that  our  understanding  of  this 
cruel  anomaly  has  suffered  because  it  has  been 
obscured  as  a result  of  its  lurking  in  a multi- 
tude of  eponymic  hiding  places.  We  should  bring 
the  great  variety  of  lesions  together  under  the 
general  heading  of  congenital  dysplastic  angiec- 
tasis. 

One  further  point  I should  like  to  make  is  that 
occasionally  someone  who  has  had  relatively  little 
trouble  from  these  lesions  may  develop  a tremen- 
dous number  of  phleboliths  in  middle  age.  Also, 
over  a long  period  of  time  he  can  repeatedly  flip 
off  small  emboli,  and  occasionally  small  rocks 
which  lodge  in  the  lungs.  He  may  develop  con- 
gestive failure  because  he  has  acquired  cor  pul- 
monale, with  tremendous  enlargement  of  the  right 
ventricle,  and  he  may  indeed  die  of  the  slow  pro- 
gression of  this  disease.  Multiple  miliary  emboli 
or  the  multiple  transmission  of  rocks  through  the 
vascular  bed  into  the  lung  ultimately  obstruct 
the  space  for  blood  to  get  through  the  lungs, 
rather  than  bring  about  the  final,  catastrophic 
event  of  pulmonary  embolism  which  seems  to 
have  been  the  situation  here. 

Dr.  Ziffren:  Dr.  Tidrick,  do  you  have  any  fur- 
ther comment  you  would  like  to  make? 

Dr.  Tidrick:  It  may  be  apropos,  in  connection 
with  these  remarks  that  Dr.  Bean  has  made,  to 
review  three  or  four  lantern  slides  of  a patient 
whose  lesion  went  in  the  other  direction.  These 
slides  are  of  an  infant  in  the  first  week  of  life. 
There  was  a rapidly  progressing  angiomatous  le- 
sion of  leg  and  foot,  and  Dr.  Warner  and  col- 
leagues will  remember  it  well,  for  they  puzzled 
over  the  biopsies.  It  was  rapidly  growing.  An 
inguinal  lymph  node  demonstrated  involvement 
with  the  same  process.  This  next  view  is  a photo- 
micrograph of  what  was  considered  a typical  area. 
Dr.  Warner,  do  you  have  any  comments? 

Dr.  E.  D.  Warner,  Pathology:  This  is  rapidly 
proliferating  growth  of  endothelial  cells.  The  capil- 
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lary  spaces  are  poorly  formed.  It  can  be  classified 
as  a hemangio-endothelioma. 

Dr.  Tidrick:  The  prognosis,  of  course,  might  be 
considered  very  bad.  Five  months  later  and  seven 
years  later,  as  we  see  in  these  photographs,  there 
was  no  visible  trace  of  the  disorder.  No  excisional 
or  radiation  treatment  was  given. 

ANATOMICAL  DIAGNOSES 

Pulmonary  thrombo-embolism,  massive,  with 
focal  pulmonary  hemorrhage 

Lympho-hemangiomatous  malformation,  left 
lower  extremity,  buttocks,  rectum,  clitoris,  uterus, 
urinary  bladder,  adrenals,  and  spleen 

Gigantism,  left  lower  extremity,  due  to  vascu- 
lar hamartomatosis 

Thrombosis,  recent,  pelvic  veins 
Mural  thrombosis,  recent,  right  atrium  and 
ventricle 

Post-operative  status,  transmetatarsal  amputa- 


tion, left  foot,  and  excision  of  vascular  malforma- 
tion of  buttocks,  partial 

STUDENTS'  DIAGNOSES 

Hemangiectatic  hypertrophy  of  lower  extremity 
Cavernous  hemangiomata  of  left  lower  extremi- 
ty and  sclerosis  of  arteries  to  limb 
Pulmonary  embolus 
Hypertrophic  bones  of  leg 

CLINICAL  DIAGNOSES 

Hemangio-lymphomatous  malformation  of  lower 
extremity,  buttocks  and  rectum 
Pulmonary  embolus 

REFERENCE 

1.  Bean,  W.  B.:  “Congenital  Dysplastic  Angiopathies  of 

the  Skin  and  Underlying  Tissues.”  Vascular  Spiders  and  Re- 
lated Lesions  of  the  Skin.  Springfield,  Illinois,  Charles  C 
Thomas,  pages  157-161. 


Coming  Meetings 


IOWA 


Mar.  9 

Mar.  12-13 

Mar.  27 

Apr.  7-10 

Apr.  12-13 

Apr.  25  and 
May  2 

Apr.  26-27 


Second  Annual  Orthopaedic  and  Rehabilita- 
tion Seminar.  Younker  Memorial  Rehabilita- 
tion Center,  Des  Moines 

Hernia  (S.U.I.  Department  of  Surgery).  Medi- 
cal Amphitheater,  University  Hospitals,  Iowa 
City 

Infertility  and  Endocrinology  (S.U.I.  College 
of  Medicine).  University  Hospitals,  Iowa  City 
Annual  Meeting  of  the  Iowa  Medical  Society. 
Fort  Des  Moines  Hotel,  Des  Moines 
Pediatric  Conference  (Raymond  Blank  Memo- 
rial Hospital  for  Children).  Des  Moines 
Third  Annual  General  Practitioners’  Seminar 
(Mental  Health  Institute  and  Iowa  Chapter 
AAGP).  Mental  Health  Institute,  Independ- 
ence 

“Creative  Approaches  to  Environmental  Stress- 
es”— the  Fourth  Institute  on  Preventive  Psy- 
chiatry (S.U.I.  Preventive  Psychiatry  Com- 
mittee). Iowa  City 


CONTINENTAL  U.  S. 


Mar.  1-2 
Mar.  2-3 
Mar.  3-7 

Mar.  4-7 

Mar.  4-8 

Mar.  4-8 
Mar.  4-15 
Mar.  4-15 
Mar.  7-8 

Mar.  8-9 
Mar.  9 


Operable  Heart  Disease.  Presbyterian  Medical 
Center,  San  Francisco 

Multiple  Injuries  and  Trauma.  University  of 
California,  San  Francisco 

Thirty-first  Annual  Alumni  Postgraduate  Con- 
vention of  Loma  Linda  University  School  of 
Medicine.  White  Memorial  Medical  Center, 
Los  Angeles 

Twenty-sixth  Annual  Meeting  of  the  New 
Orleans  Graduate  Medical  Assembly.  Roose- 
velt Hotel,  New  Orleans 

Physical  Methodology  in  Medical  Research 
(American  College  of  Physicians).  Massachu- 
setts Institute  of  Technology,  Cambridge 
Surgery  of  Colon  and  Rectum.  Cook  County 
Graduate  School  of  Medicine,  Chicago 
Basic  Internal  Medicine.  Cook  County  Gradu- 
ate School  of  Medicine,  Chicago 
Board  of  Surgery  Review,  Part  II.  Cook 
County  Graduate  School  of  Medicine,  Chicago 
Trauma  From  Birth  to  Death  (UCLA  School 
of  Medicine).  California  Medical  Association’s 
West  Coast  Counties  Institute.  Del  Monte 
Lodge,  Pebble  Beach,  California 
National  Medicolegal  Symposium  (AMA). 
Americana  Hotel,  Miami  Beach,  Florida 
Office  Diagnosis.  Presbyterian  Medical  Center, 
San  Francisco 


Mar.  9 
Mar.  11-13 
Mar.  11-13 

Mar.  11-13 

Mar.  11-14 

Mar.  11-22 
Mar.  12-14 
Mar.  12-14 
Mar.  13-17 
Mar.  14-15 
Mar.  14-16 
Mar.  16-17 
Mar.  16-21 

Mar.  17-22 
Mar.  18 

Mar.  18-19 
Mar.  18-20 

Mar.  18-21 
Mar.  18-22 
Mar.  18-22 

Mar.  18-29 
Mar.  19 


Sectional  Meeting  of  the  American  College  of 
Physicians.  Fontenelle  Hotel,  Omaha 
Gallbladder  Surgery.  Cook  County  Graduate 
School  of  Medicine,  Chicago 
Pediatrics  (University  of  Kansas  Medical  Cen- 
ter). Battenfeld  Auditorium,  Kansas  City, 
Kansas 

Clinical  Reviews  (Mayo  Clinic  and  the  Mayo 
Foundation  for  Medical  Education  and  Re- 
search). Theater,  Mayo  Civic  Auditorium, 
Rochester 

Sectional  Meeting  for  Doctors  and  Nurses 
(American  College  of  Surgeons).  Penn-Shera- 
ton  and  Pittsburgh  Hilton  Hotels,  Pittsburgh 
Obstetrics,  General  and  Surgical.  Cook  County 
Graduate  School  of  Medicine,  Chicago 
Gynecologic  Problems  in  Private  Practice. 
Medical  College  of  Georgia.  Augusta 
American  Academy  of  Allergy.  The  Queen 
Elizabeth  Hotel,  Montreal,  Canada 
Diagnostic  Radiology.  University  of  Cali- 
fornia, San  Francisco 

Gastroenterology.  University  of  Nebraska  Col- 
lege of  Medicine,  Omaha 

Surgery  of  Hernia.  Cook  County  Graduate 
School  of  Medicine,  Chicago 
Cancer.  Presbyterian  Medical  Center,  San 
Francisco 

Fifteenth  Annual  Teaching  Seminar  of  the 
International  Academy  of  Proctology.  Las 

Vegas,  Nevada 

American  College  of  Allergists.  New  York 
Spring  Hospital  Workshops  (Kansas  City 
Southwest  Clinical  Society  in  cooperation 
with  the  hospitals  of  Greater  Kansas  City 
and  the  Kansas  City  Chapter  of  the  AAGP). 
Cardiac  Auscultation.  University  of  Kansas 
School  of  Medicine,  Kansas  City,  Kansas 
Clinical  Reviews  (Mayo  Clinic  and  Mayo 
Foundation  for  Medical  Education  and  Re- 
search). Theater,  Mayo  Civic  Auditorium, 
Rochester 

American  Industrial  Health  Conference.  Shera- 
ton Park  Hotel,  Washington,  D.C. 
Electrocardiography.  Cook  County  Graduate 
School  of  Medicine,  Chicago 
Recent  Advances  in  Cardiovascular  Disease 
(American  College  of  Physicians).  Mount 
Sinai  Hospital.  New  York  City 
Basic  Principles  in  General  Surgery.  Cook 
County  Graduate  School  of  Medicine.  Chicago 
Venous  Disorders  of  the  Extremities  (Neosho 
County  Medical  Society  and  the  University  of 
Kansas  School  of  Medicine).  The  Southeast 
Kansas  Tuberculosis  Hospital,  Chanute 
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Mar.  21-22 

Mar.  22-23 
Mar.  22-23 
Mar.  23 
Mar.  24-27 
Mar.  24-27 
Mar.  24-28 
Mar.  24-29 

Mar.  25-29 
Mar.  25-29 
Mar.  27-28 

Mar.  28 
Mar.  28-29 

Mar.  28-30 


Mar.  29-31 
Mar.  29-Apr.  5 
Mar.  30-31 

Apr.  1-4 

Apr.  1-4 
Apr.  1-5 

Apr.  1-5 

Apr.  1-12 
Apr.  3-5 
Apr.  3-5 
Apr.  5-6 


Apr.  6 
Apr.  8-10 
Apr.  8-12 

Apr.  9-11 
Apr.  9-13 
Apr.  15-16 
Apr.  15-17 

Apr.  16 
Apr.  16-19 


Third  Annual  Convention  of  the  International 
College  of  Applied  Nutrition.  Huntington- 
Sheraton  Hotel,  Pasadena,  California 
The  Broadening  Scope  of  Psychosomatic  Med- 
icine. UCLA,  Los  Angeles 

The  Broadening  Scope  of  Psychosomatic  Med- 
icine. University  of  California  at  Los  Angeles 
Fractures.  Presbyterian  Medical  Center,  San 
Francisco 

Annual  Session  of  the  California  Medical 
Association.  Ambassador  Hotel,  Los  Angeles 
Missouri  State  Medical  Association’s  Annual 
Meeting.  Kansas  City 

International  Anesthesia  Research  Society. 
Americana  Hotel,  Bal  Harbour,  Florida 
American  College  of  Allergists  Graduate  In- 
structional Course  and  19th  Annual  Congress. 
Americana  of  New  York,  New  York  City 
Vaginal  Approach  to  Pelvic  Surgery.  Cook 
County  Graduate  School  of  Medicine,  Chicago 
Lower  Extremities  Prosthetics.  UCLA,  Los 
Angeles 

Practical  Aspects  of  Difficult  Endocrine  Prob- 
lems (University  of  Southern  California).  Los 
Angeles  County  Hospital,  Los  Angeles 
Obstetrics  and  Gynecology.  University  of 
Nebraska  College  of  Medicine,  Omaha 
International  Symposium  on  the  Evolution  of 
the  Atherosclerotic  Plaque.  Palmer  House, 
Chicago 

Fourth  Oklahoma  Colloquy  on  Advances  in 
Medicine:  Pulmonary  Insufficiency  (Oklahoma 
Tuberculosis  Association).  University  of  Okla- 
homa Medical  Center  Auditorium,  Oklahoma 
City 

American  Society  of  Internal  Medicine.  Den- 
ver 

American  Academy  of  General  Practice.  Chi- 
cago 

Pediatrics,  Obstetrics,  Gynecology,  Surgery 
(UCLA).  Cedars  of  Lebanon  Hospital,  Los 
Angeles 

“Perspective  in  Medicine” — 15th  Annual  Sci- 
entific Assembly  of  the  AAGP.  McCormick 
Place,  Chicago 

American  Radium  Society.  Mark  Hopkins  Ho- 
tel, San  Francisco 

Forty-fourth  Annual  Session  of  the  American 
College  of  Physicians.  Municipal  Auditorium 
and  Denver  Hilton  and  Brown  Palace  Hotels, 
Denver 

Thirty-sixth  Annual  Spring  Congress  in  Oph- 
thalmology and  Otolaryngology  (The  Gill  Me- 
morial Eye,  Ear  and  Throat  Hospital).  Roan- 
oke, Virginia 

Gynecology,  Office  and  Operative.  Cook  Coun- 
ty Graduate  School  of  Medicine,  Chicago 
American  Surgical  Association.  Westward  Ho 
Hotel,  Phoenix 

Highlights  of  Modern  Ophthalmology.  Pres- 
byterian Medical  Center,  San  Francisco 
“Farm  and  Home  Safety — A Community  Prob- 
lem”— National  Rural  Safety  Conference  (AMA 
Council  on  Rural  Health  in  cooperation  with 
the  National  Safety  Council,  national  farm 
organizations  and  allied  health  groups).  Drake 
Hotel,  Chicago 

Minor  Surgery:  Office  and  Hospital.  Presby- 
terian Medical  Center,  San  Francisco 
American  Association  for  Thoracic  Surgery. 
Shamrock  Hotel,  Houston 

Board  of  Internal  Medicine  Review,  Part  II. 

Cook  County  Graduate  School  of  Medicine, 
Chicago 

American  Association  of  Anatomists.  Shore- 
ham  Hotel,  Washington,  D.  C. 

American  College  of  Preventive  Medicine. 
Philadelphia 

Pediatrics.  University  of  Nebraska  College  of 
Medicine,  Omaha 

The  Theory  and  Practice  of  Auscultation — 
Ninth  Symposium  sponsored  by  Hahnemann 
Medical  College  and  Hospital.  Sheraton  Hotel, 
Philadelphia 

Practical  Aids  in  Diagnosis  of  Hemorrhagic 
Disorders  (Neosho  County  Medical  Society 
and  the  University  of  Kansas  School  of  Med- 
icine). The  Southeast  Kansas  Tuberculosis 
Hospital,  Chanute 

American  Dermatological  Association.  Home- 
stead, Hot  Springs,  Virginia 


Apr.  16-20 
Apr.  16-21 
Apr.  18-20 
Apr.  18-20 
Apr.  21-22 
Apr.  21-24 
Apr.  21-25 

Apr.  22-24 
Apr.  22-24 
Apr.  22-27 
Apr.  23-24 

Apr.  23-25 

Apr.  23-26 
Apr.  24-27 

Apr.  26-27 
Apr.  26-28 

Apr.  26-28 

Apr.  27-28 
Apr.  27-28 
Apr.  28-May  1 


American  Physiological  Society.  Ambassador 
Hotel,  Atlantic  City,  New  Jersey 
American  Association  of  Immunologists.  Tray- 
more  Hotel,  Atlantic  City 

General  Surgery.  University  of  California, 
San  Francisco 

American  Association  of  Railway  Surgeons. 
Drake  Hotel,  Chicago 

American  Laryngological  Association.  Holly- 
wood Beach  Hotel,  Hollywood,  Florida 
American  College  of  Obstetricians  and  Gyne- 
cologists. Statler  Hilton  Hotel,  New  York  City 
International  College  of  Surgeons — North 

American  Federation.  Ambassador  Hotel,  Los 
Angeles 

American  Academy  of  Pediatrics.  Statler  Hil- 
ton Hotel,  Los  Angeles 

Anesthesiology.  University  of  Kansas  School 
of  Medicine,  Kansas  City,  Kansas 
American  Academy  of  Neurology.  Leamington 
Hotel,  Minneapolis 

American  Broncho-Esophagological  Associa- 
tion. Hollywood  Beach  Hotel,  Hollywood, 
Florida 

American  Laryngological,  Rhinological  and 
Otological  Society.  Hollywood  Beach  Hotel, 
Hollywood,  Florida 

American  College  Health  Association.  Muehle- 
bach  Hotel,  Kansas  City 

Seventh  Postgraduate  Course  in  Trauma  (Chi- 
cago Committee  on  Trauma  of  the  American 
College  of  Surgeons).  John  B.  Murphy  Audi- 
torium, Chicago 

American  Otological  Society.  Hollywood  Beach 
Hotel,  Hollywood,  Florida 

Recent  Advances  in  Pediatrics,  Neurology  and 
Hematology.  University  of  California,  San 
Francisco 

American  Association  of  Pathologists  and  Bac- 
teriologists. Netherlands  Hilton  Hotel,  Cin- 
cinnati 

The  Narcotics  Problem.  University  of  Califor- 
nia, Los  Angeles 

American  Psychosomatic  Society.  Haddon 
Hall,  Atlantic  City 

Expanded  Surgery  of  the  Nasal  Septum  and 
Closely  Related  Structures  (Department  of 
Otolaryngology  with  the  cooperation  of  the 
American  Rhinologic  Society).  Medical  Col- 
lege of  Virginia,  Richmond 


Apr.  28-May  3 American  Society  of  Abdominal  Surgeons. 
New  York  City 


Apr.  29-30  General  Surgery  and  Trauma.  University  of 
Nebraska  College  of  Medicine,  Omaha 


Apr.  29-May  2 Aerospace  Medical  Association.  Statler  Hilton 
Hotel,  Los  Angeles 

Apr.  29-May  3 Upper  Extremities  Prosthetics.  UCLA 

Apr.  29-May  3 The  Medical  Care  of  the  Adolescent  (Harvard 
Medical  School).  Children’s  Hospital  Medical 
Center,  Boston 


Apr.  30-May  1 Association  of  American  Physicians.  Chal- 
fonte-Haddon  Hall,  Atlantic  City 


Apr.  30-May  1 Endocrine  Society.  Atlantic  City 


ABROAD 


Mar.  16-Apr.  7 Clinical  Postgraduate  Program  in  Israel  and 
Greece  (UCLA  in  cooperation  with  Hebrew' 
University  Hadassah  Medical  School,  Tel- 
Hashomer  Hospital  and  Beilinson  Hospital). 

Jerusalem  and  Tel  Aviv,  Israel:  Athens  and 
Epidaurus,  Greece.  Write:  Continuing  Educa- 
tion in  Medicine  and  Health  Sciences,  UCLA 
Medical  Center,  Los  Angeles  24 

Apr.  12-May  4 Clinical  Postgraduate  Program  in  Japan  and 
Hong  Kong  (UCLA  in  cooperation  with  Tokyo 
University  School  of  Medicine,  the  Atomic 
Bomb  Casualty  Commission  at  Hiroshima, 
Hong  Kong  University  School  of  Medicine 
and  the  Hong  Kong  Department  of  Health). 
Write:  Continuing  Education  in  Medicine  and 
Health  Sciences,  UCLA  Medical  Center,  Los 
Angeles  24 

Apr.  16-24  International  Meeting  on  Foreign  Immunology, 
Medicine  and  Pathology  (3rd),  and  Inter- 
national Meeting  on  Forensic  Immunology  and 
Toxicology  (1st).  London.  Write:  Joseph  W. 
Spelman,  M.D.,  Philadelphia  Dept,  of  Public 
Health,  13th  and  Wood  Streets,  Philadelphia  7 
(Continued  on  page  xxxi) 


V 


Discipline  and  the  Child 

A book  entitled,  summerhill,  a radical  approach 
to  child  rearing,  by  A.  S.  Neill,*  now  in  its  fifth 
printing,  is  provocative  reading.  The  author,  the 
son  of  a Scotch  schoolmaster,  established  a private 
coeducational  school  in  southern  England  40  years 
ago,  based  on  the  principles  of  “freedom  and  non- 
repression without  reservation.”  The  school  is 
operated  under  a true  children’s  government,  in 
which  the  bosses  are  the  children  themselves.  In 
his  book,  the  author  describes  the  functioning  of 
this  unusual  school  and  projects  his  extremely  un- 
conventional and  liberal  philosophy  of  child  man- 
agement. 

Neill  has  the  conviction  that  children  are  in- 
herently good  and  innately  wise  and  realistic,  and 
if  provided  with  a loving  environment  without 
parental  discipline,  most  of  the  troubles  of  child- 
hood will  be  taken  care  of.  “There  is  no  need  what- 
soever to  teach  children  how  to  behave,”  he  main- 
tains. “A  child  will  learn  what  is  right  and  what  is 
wrong  in  good  time — provided  he  is  not  pressured.” 
It  is  his  contention  that  neurosis  begins  with 
parental  discipline,  which  is  the  very  opposite  of 
parental  love. 

The  author  is  a firm  believer  in  self-regulation 
which  means  the  right  of  a baby  to  live  freely, 
without  outside  authority  in  things  psychic  and 
somatic.  For  a child  brought  up  in  a home  where 
self-regulation  has  existed  from  the  start,  he  con- 
tends that  the  ordinary  needs  for  discipline  just 
do  not  occur. 

The  basic  philosophy  of  rearing  children  and  the 
basic  principles  under  which  Summerhill  School 
is  operated,  as  Neill  expresses  them,  are  as  fol- 
lows: “I  believe  that  to  impose  anything  by  au- 
thority is  wrong.  The  child  should  not  do  anything 
until  he  comes  to  the  opinion — his  own  opinion — 
that  is  should  be  done.  The  curse  of  humanity  is 
the  external  compulsion,  whether  it  comes  from 
the  Pope  or  the  state  or  the  teacher  or  the  parent. 
It  is  fascism  in  toto.” 

At  Summerhill  School,  lessons  are  optional. 
Children  can  attend  classes  or  stay  away  from 
them — even  for  years,  if  they  choose  to  do  so.  It  is 
felt  that  children  with  innate  ability  who  wish  to 
become  scholars  will  become  scholars  on  their  own 


* Neill,  A.  S.:  Summerhill,  a Radical  Approach  to  Child 
Rearing.  New  York,  Hart  Publishing  Co.  Inc. 


initiative  if  freed  from  adult  authority  or  com- 
pulsion. Ordinary  conventions  are  discarded, 
children  dress  as  they  choose,  smoke  if  they  desire, 
swear  if  they  like,  use  “four-letter  words”  with 
impunity,  experiment  with  sex  play  without 
criticism  or  wise  counsel.  This  is  in  a boarding 
school  with  25  boys  and  20  girls,  age  5 to  15  years 
on  admission.  Religion  plays  no  part  at  Summer- 
hill School.  According  to  the  author  “The  New  Re- 
ligion will  be  based  on  knowledge  of  self  and  ac- 
ceptance of  self.”  This  Cult  of  Self  is  the  antithesis 
of  the  stern  religion  of  his  Scotch  ancestors. 

The  surprising  fact  is  that  Summerhill  School 
has  continued  to  operate  for  forty  years,  and  ac- 
cording to  the  author’s  story  it  has  operated  suc- 
cessfully. Some  of  the  graduates  have  attended 
college  and  have  become  successful  and  respon- 
sible citizens. 

Summerhill  School  is  an  interesting  sociologic 
and  psychological  experiment,  but  it  can  have  little 
practical  application  because  of  its  radical  nature. 
The  basic  philosophy  of  the  school  and  of  the  rear- 
ing of  children  is  an  expression  of  protest,  a push 
of  the  pendulum  to  the  end  of  its  arc  by  an  in- 
dividualist who  seemingly  interprets  Freud  as  he 
chooses  to  support  his  extreme  doctrine. 

The  security  of  discipline  is  as  essential  to  the 
child  as  is  the  security  of  affection,  and  without  it 
the  individual  cannot  attain  the  self-discipline 
which  is  fundamental  to  his  developing  an  inte- 
grated personality.  Discipline  means  “to  make  a 
disciple  of.”  It  is  determined,  for  the  most  part,  by 
parental  precept  and  example,  and  this  respon- 
sibility is  inescapable.  Parents  cannot  relinquish 
their  responsibility  to  others.  Discipline  is  not  just 
the  imposition  of  authority,  or  the  antithesis  of 
love,  as  Neill  contends,  but  is  rather  training  in 
self-control,  in  considering  the  welfare  of  others, 
in  learning  “the  rules  of  the  game.”  One  of  its  ob- 
jectives is  to  teach  respect  for  authority,  and  re- 
spect for  authority  must  be  earned.  Firmness, 
consistency  and  fairness,  applied  with  common 
sense  and  tempered  with  a generous  measure  of 
affection,  can  accomplish  these  objectives  in  a 
wholesome  and  natural  way,  and  constitute  the 
sane  approach  to  child  rearing.  A child  must  have 
discipline  if  he  is  to  acquire  the  restraint  and  the 
respect  he  must  have  if  he  is  to  protect  himself 
from  being  hurt  by  the  numerous  forces  and  ele- 
ments about  him.  If,  in  the  process,  discipline  does 
something  to  his  little  ego  and  id,  it  still  is  worth- 
while, for  it  may  spare  his  life  or  save  him  from 
serious  injury.  And  it  might  even  have  a salutary 
effect  on  his  psyche. 

Unfortunate  is  the  child  who  attains  adulthood 
flaunting  convention  and  indoctrinated  with  the 
Cult  of  Self.  Deprived  of  religious  training  or  con- 
victions, he  faces  life  alone,  without  those  spiritual 
resources  which  help  make  the  rough  places 
smooth  and  which  give  meaning  to  life  and  to 
death. 
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Preparation  of  the  Herniorrhaphy 
Patient 

In  a report  from  the  Emory  University  Depart- 
ment of  Surgery  and  Grady  Memorial  Hospital, 
Atlanta,  Martin  and  Stone*  have  reported  that  the 
incidence  of  recurrence  of  inguinal  hernia  after 
primary  repair  has  been  reduced  from  8.6  per  cent 
during  the  years  1949-1959,  to  2.0  per  cent  during 
the  succeeding  10-year  period.  The  authors  at- 
tribute this  improvement  to  an  adequate  prepara- 
tion of  the  patient  before  subjecting  him  to  the 
operation. 

The  Atlanta  report  consisted  of  a study  of  the 
hospital  records  of  patients  with  inguinal  hernia 
over  a 13-year  period  ending  December  31,  1960. 
During  that  period  a diagnosis  of  recurrent  in- 
guinal hernia  was  made  on  166  occasions,  in  128 
patients.  Thirty  of  these  were  not  repaired  be- 
cause of  one  or  more  contraindications.  The  re- 
maining 136  patients  were  operated  upon,  and  19.1 
per  cent  of  these  developed  another  recurrence. 
During  this  same  13-year  period,  2,751  primary 
inguinal  herniorrhaphies  were  performed.  In  a 
77  per  cent  follow-up  of  at  least  one  year,  recur- 
rence was  noted  in  101  cases,  or  3.8  per  cent.  An 
additional  65  recurrent  hernias  had  been  repaired 
initially,  prior  to  the  onset  of  the  study,  or  had 
been  operated  upon  elsewhere. 

The  objective  of  the  study  was  to  determine  the 
cause  of  recurrence  and  not  necessarily  to  sub- 
stantiate the  superiority  of  any  one  type  of  opera- 
tion. The  real  purpose  was  to  determine  the  im- 
portance of  factors  which  increase  intra-abdominal 
pressure  and  which  appear  to  predispose  to  recur- 
rence. Special  attention  was  also  given  to  errors  of 
operative  technic  and  to  wound  complications. 

In  the  group  of  136  cases  of  recurrent  hernia  in 
the  128  patients  studied,  the  initial  herniorrhaphy 
had  been  done  at  an  average  age  of  41.5  years.  The 
patients’  ages  varied  from  6 weeks  to  83  years,  but 
the  majority  were  in  the  fourth,  fifth  and  sixth 
decades.  There  were  122  males  and  six  females, 
and  an  equal  distribution  between  Caucasians  and 
Negroes.  The  majority  of  the  patients  were  re- 
quired to  do  heavy  manual  work  in  their  occupa- 
tions. Careful  scrutiny  of  the  case  records  showed 
that  in  36  per  cent  of  the  patients,  chronic  cough 
was  present  and  exertional  dyspnea  was  a promi- 
nent symptom,  due  to  either  chronic  lung  disease 
or  chronic  congestive  failure  or  both.  The  bearing- 
down  strain  of  voiding  was  present  in  35  per  cent 
of  the  group,  the  result  of  lower  urinary  tract  ob- 
struction or  cystitis.  Either  one  or  both  of  these 
causes  of  increased  intra-abdominal  pressure  were 
present  in  52  per  cent  of  the  cases.  Less  frequent 
causes  were  chronic  constipation,  anorectal  dis- 
ease, multiple  pregnancies,  and  ascites. 


‘Martin,  J D.,  Jr.,  and  Stone,  H.  H.:  Recurrent  inguinal 
hernia.  Ann.  Surg.,  156:713-718,  (Nov.)  1962. 


The  original  herniorrhaphies  had  been  done  as 
emergency  operations  in  18  patients.  The  opera- 
tion had  been  bilateral  in  one-third  of  the  group. 
The  majority  of  repairs  had  been  of  the  McVay  or 
Bassini  type.  High  ligation  of  the  sac  had  been  per- 
formed in  91  per  cent  of  the  operations.  Silk  or 
cotton  sutures  had  been  used  in  all  but  seven  of 
the  cases.  Postoperative  complications  had  oc- 
curred in  27  per  cent;  wound  complications  had 
developed  in  21  per  cent,  evenly  divided  between 
abscess,  hematoma,  and  cellulitis;  and  other  com- 
plications had  consisted  of  fever  of  undetermined 
origin,  acute  exacerbation  of  a chronic  lung  dis- 
ease, and  prolonged  adynamic  ileus. 

Of  the  recurrences,  46  per  cent  were  noted  with- 
in one  year,  and  within  five  years  in  77  per  cent  of 
the  cases.  The  recurrence  was  an  indirect  hernia 
in  77  per  cent,  and  both  direct  and  indirect  in  4 
per  cent.  In  20  patients,  the  recurrence  was  found 
to  be  sliding  hernia,  and  in  16  of  these  it  had  not 
been  detected  at  the  initial  operation. 

Repair  of  the  recurrent  hernia  was  an  emergency 
procedure  in  10  patients.  General  anesthesia  was 
employed  in  36  cases,  five  were  done  under  local 
anesthesia,  and  the  rest  under  spinal  anesthesia. 
At  operation,  the  tissues  were  found  to  be  moder- 
ately to  extensively  scarred  in  72  per  cent  of  the 
patients,  and  in  six  cases  it  was  impossible  to  find 
adequate  fascia  for  repair.  High  ligation  of  the  sac 
was  performed  in  87  per  cent  of  the  patients.  A 
McVay  closure  was  preferred,  and  was  used  in  71 
per  cent,  a Bassini  method  in  19  per  cent,  and  the 
Ferguson  and  Halsted  operations  in  5 per  cent  of 
the  cases,  each.  Tantalum  mesh  was  employed  in 
10  patients,  and  fascia  lata  in  one. 

Following  repair  of  the  recurrent  hernia,  com- 
plications occurred  in  one-third  of  the  cases,  but 
no  deaths  followed  as  a result  of  the  operation.  The 
resultant  difficulties  were  principally  wound  com- 
plications: abscess  in  13  per  cent,  cellulitis  in  11 
per  cent,  and  hematoma  in  6 per  cent.  A fecal 
fistula  developed  in  one  patient,  but  it  closed 
spontaneously. 

Careful  consideration  of  the  166  recurrent  her- 
nias led  the  authors  to  the  conclusion  that  three 
groups  of  factors  appeared  to  be  responsible,  either 
partly  or  completely,  for  the  recurrence.  These 
factors  consisted  of  (1)  improper  evaluation  and 
preparation  of  the  patient;  (2)  errors  in  operative 
technic;  and  (3)  postoperative  complications. 

It  was  the  opinion  of  the  Atlanta  group  that  the 
errors  in  preoperative  conditions  can  be  controlled, 
at  least  partially,  and  a few  of  them  can  be  elimi- 
nated entirely.  Operation  should  be  deferred  until 
the  causes  of  increased  intra-abdominal  pressure, 
as  have  been  described,  can  be  relieved  or  mini- 
mized. By  this  means,  the  recurrence  rate  at  Grady 
Memorial  Hospital  had  been  reduced  from  8.6  per 
cent  during  the  period  from  1948-50,  to  2.0  per  cent 
during  the  last  10  years. 

An  anatomical  reason  for  the  recurrence  was 
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found  in  23  per  cent  of  the  recurrences.  However, 
it  was  thought  that  it  was  not  the  operative  error 
alone  which  had  resulted  in  recurrence.  The  com- 
bination of  factors  was  significant.  In  72  cases,  it 
was  concluded  that  there  had  been  insufficient 
tightening  of  the  internal  ring. 

Wound  complication  occurred  in  21  per  cent  of 
those  who  had  recurrences,  as  compared  to  9.0  per 
cent  for  the  total  13  years  of  hernia  experience. 
The  local  complications  were  judged  to  have  been 
the  result  of  some  operative  error.  They  consisted 
of  hematoma,  cellulitis  or  abscess,  and  as  a re- 
sult, the  scar  or  fascial  closure  was  inferior.  Other 
postoperative  complications  which  seemed  to  favor 
recurrence  were  prolonged  abdominal  distention 
secondary  to  dynamic  ileus,  and  intermittent  stress 
on  the  suture  line,  such  as  is  produced  by  acute 
exacerbation  of  lower  urinary  tract  obstruction,  or 
pulmonary  disease  with  paroxysms  of  coughing. 

The  authors  conclude:  “In  general,  no  single 
type  of  hernia  repair  appears  to  be  superior  to 
any  other  for  all  inguinal  hernias.  Each  has  its 
place  in  the  surgeon’s  armamentarium.  With  due 
consideration  to  anatomy  and  physical  status, 
better  results  are  obtained  by  selective  use  and 
careful  application  in  the  preoperatively  well-pre- 
pared patient.” 


Let's  Urge  Youngsters  Not  to  Smoke 

The  subject  of  cigarette  smoking  and  health  has 
occupied  an  increasing  amount  of  attention  in  the 
medical  literature,  and  though  it  is  still  a con- 
troversial subject,  the  majority  of  articles  indicate 
that  serious  diseases  occur  with  much  greater 
frequency  in  the  smoker  than  in  the  non-smoker, 
and  that  smoking  results  in  an  increase  in  mor- 
tality rates. 

In  a recent  article  entitled  “One  Physician’s 
Philosophy  About  Smoking,”  Dr.  David  T.  Carr1 
of  the  Mayo  Clinic,  calls  the  cigarette  habit  “phys- 
iologic folly,”  and  says  that  it  quite  properly  can 
be  called  “playing  respiratory  roulette.”  This  prob- 
ably represents  the  average  physician’s  attitude 
concerning  the  hazards  of  cigarette  smoking, 
though  he  may  not  have  expressed  it  so  honestly 
and  succinctly  as  Dr.  Carr. 

A report  on  smoking  and  health  was  published 
in  1961  by  the  Royal  College  of  Physicians,2  under 
the  chairmanship  of  Sir  Robert  Platt.  The  report 
concludes:  “The  most  reasonable  conclusions  from 
all  of  the  evidence  on  the  association  between 
smoking  and  disease  are:  that  cigarette  smoking 
is  the  most  likely  cause  of  the  recent  world-wide 
increase  in  deaths  from  lung  cancer — that  it  is  an 
important  predisposing  cause  of  the  development 
of  chronic  bronchitis,  in  the  absence  of  which 
morbidity  and  mortality  from  this  common  disease 
would  be  substantially  reduced.  Cigarette  smoking 
probably  increases  the  risk  of  dying  from  coronary 
heart  disease,  particularly  in  middle  age.  Smoking 


of  any  kind  may  increase  symptoms  due  to  arterial 
disease  of  the  heart  or  limbs  and  possibly  promotes 
its  development  and  progression.  It  does  not  ap- 
pear that  smoking  causes  gastric  or  duodenal  ulcer 
but  there  is  clear  evidence  that  is  has  an  adverse 
effect  on  the  healing  of  these  ulcers.  Smoking 
pipes  and  cigars  appears  to  be  associated  with  far 
less  risk  than  cigarette  smoking.” 

According  to  the  British  report,  “There  can,  of 
course,  be  no  question  of  prohibiting  a habit  which 
most  smokers  enjoy,  without  injury  to  health,  but 
the  amount  of  ill-health  and  shortening  of  life  at- 
tributable to  smoking  is  now  so  great  that  means 
must  be  sought  to  reduce  the  vast  and  increasing 
prevalence  of  the  habit.  At  present  both  social 
custom  and  commercial  pressure  outbid  the  voice 
of  caution,  and  the  balance  must  be  redressed.” 

The  report  of  the  Royal  College  is  available  in 
a paperback  booklet  of  some  50  pages,2  and  can 
be  purchased  at  a cost  less  than  that  of  one  pack 
of  cigarettes.  This  is  a subject  of  vital  concern  to 
the  physician  and  his  patients,  and  the  information 
in  this  report  should  be  in  the  hands  of  every  phy- 
sician in  the  land. 

In  September,  1962,  the  Board  of  Regents  of  the 
American  College  of  Chest  Physicians  addressed 
a letter3  to  the  editors  of  the  medical  journals  in 
this  country  on  the  subject  of  cigarette  smoking. 
The  letter  stated,  “The  members  of  the  Board  of 
Regents  of  the  College  are  convinced  that  sufficient 
evidence  has  been  accumulated  to  warrant  issuing 
an  official  statement  with  regard  to  cigarette 
smoking  and  health.”  The  following  resolution  was 
approved  by  the  Board  of  Regents  and  issued  by 
the  College:  “The  weight  of  scientific  evidence 
distinctly  indicates  that  cigarette  smoking  and  the 
inhalation  of  other  atmospheric  pollutants  have  an 
association  which  strongly  suggests  a causal  con- 
nection with  chronic  bronchitis,  pulmonary  em- 
physema, cor  pulmonale,  cardiovascular  diseases 
and  cancer  of  the  lung.”  The  group  urged  its  mem- 
bers and  the  medical  profession  in  general  to  in- 
tensify their  educational  campaign  directed  toward 
the  public,  and  youth  in  particular,  relative  to  the 
hazards  of  smoking. 

On  the  other  side  of  the  fence,  one  of  the  most 
vocal,  in  criticism  of  the  various  surveys  which 
have  indicated  an  association  of  smoking  and  dis- 
ease and  increased  mortality,  has  been  Joseph 
Berkson,  a statistician  at  the  Mayo  Clinic.  In  his 
argument  on  the  subject4  he  states:  “The  question 
of  the  cause  of  cancer  is  basically  a biologic  and 
not  a statistical  problem,  and  statistical  conclusions 
would  have  to  be  fully  corroborated  by  experi- 
mental and  direct  observational  studies  before  they 
could  be  considered  to  have  been  scientifically  es- 
tablished.” 

He  continues:  “There  was,  in  fact,  virtually  no 
substantial  clinical,  pathologic,  or  other  independ- 
ent direct  evidence  that  smoking  was  the  cause  of 
cancer  of  the  lung.”  Berkson  contends  that  the 
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data  are  unreliable,  and  that  the  association  be- 
tween smoking  and  lung  cancer  is  a spurious 
statistical  phenomenon.  He  postulates  that  persons 
who  do  not  smoke  or  who  are  relatively  mild 
smokers  are  constitutionally  disposed  to  longevity, 
and  therefore  to  generally  low  death  rates,  and 
that  the  disposition  not  to  smoke  is  a reflection  of 
that  constitution. 

Surgeon  General  Luther  L.  Terry  has  appointed 
a 10-member  advisory  committee  on  smoking  and 
health,  and  a report  from  this  group  is  expected 
within  eight  months.  The  surgeon  general  is  quoted 
as  saying,  “I  expect  it  to  be  the  most  compre- 
hensive ever  to  be  produced  on  the  subject  of 
smoking  and  health,”  and  it  is  hoped  that  this  re- 
port will  resolve  some  of  the  controversy  on  the 
subject. 

The  time  has  come  when  the  individual  phy- 
sician cannot  evade  the  issue.  It  is  his  obligation 
to  weigh  the  evidence  and  to  come  to  some  con- 
clusion on  the  subject.  If  he  is  a “smoker,”  he  must 
consider  his  obligation  to  himself  and  to  his  fam- 
ily. He  owes  it  to  his  patients  to  project  the  truth 
about  the  hazards  of  smoking,  according  to  present 
day  evidence,  and  to  urge  a wise  decision  by  the 
patient. 

However  the  controversy  regarding  smoking  and 
disease  may  eventually  be  decided,  cigarettes 
certainly  offer  nothing  constructive,  and  young 
people  should  be  persuaded  not  to  start  using 
them.  Thus,  the  medical  profession  in  general 
should  undertake  a vigorous  campaign  among  the 
youth  of  America,  pointing  out  the  folly  and  the 
potential  hazards  of  the  smoking  of  cigarettes. 
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Iowa  Thoracic  Society 

George  N.  Bedell,  M.D.,  Iowa  City,  president  of 
the  Iowa  Thoracic  Society,  invites  all  Iowa  phy- 
sicians to  attend  the  hospitality  hour,  dinner  and 
medical  program  of  the  organization’s  annual  meet- 
ing,  at  Hotel  Savery,  Des  Moines  on  Wednesday, 
April  3. 

The  business  meeting  and  election  of  officers 
and  executive  committee  members  will  be  held 
from  4 to  5:30  p.m.  The  hospitality  hour  will  fol- 
low the  business  meeting  and  a smorgasbord  din- 
ner will  be  at  6:30.  The  medical  program  will  be- 
gin at  7:30. 


Two  medical  papers  will  be  presented  on  topics 
to  be  announced. 

Richard  P.  Jahn,  M.D.,  Milwaukee,  Wisconsin, 
president  of  the  Wisconsin  Thoracic  Society  and 
president  of  the  Mississippi  Valley  Trudeau  So- 
ciety, is  scheduled  to  speak. 

The  chairman  of  the  program  committee  is  Ian 
Maclean  Smith,  M.D.,  Iowa  City.  Others  on  the 
committee  are  Ralph  A.  Dorner,  M.D.,  Des  Moines, 
and  Gerald  Keohen,  M.D.,  Dubuque. 

Dinner  reservations  should  be  sent  to  the  Iowa 
Thoracic  Society,  1818  High  Street,  Des  Moines  14. 
Spouses  are  invited. 


Of  Wisdom  and  Foolishness  in 
Government 

The  time  of  year  is  rapidly  approaching  when 
the  average  citizen  must  pay  the  first  installment 
of  his  1963  federal  income  tax,  make  final  settle- 
ment of  his  1962  federal  income  tax,  pay  his  state 
income  tax,  and  further  deplete  his  funds  by  pay- 
ing his  personal  property  and  real  estate  taxes  for 
both  his  business  and  his  personal  accounts. 

For  the  amount  each  citizen  pays  in  taxes,  he 
should  receive  from  the  various  governmental 
agencies  a generous  return.  The  one  thing  each 
tax  payer,  be  he  Democrat  or  Republican,  asks 
and  is  entitled  to,  is  an  honest,  wise  and  thrifty 
use  of  the  tax  dollars,  and  unfortunately  the  citizen 
is  not  thoroughly  convinced  that  this  is  being  done. 

A few  days  after  the  rise  in  postal  rates,  a post- 
man who  has  a delivery  route  in  a suburban  area 
rang  a doorbell  and  announced  that  he  had  come 
to  collect  “one  cent  due”  on  a letter.  When  asked 
if  this  were  not  a great  nuisance  to  him,  he  re- 
plied, “No.”  It  seems  that  on  that  particular  day 
he  had  30  “one  cent  due”  letters,  and  the  additional 
time  required  to  collect  the  30  cents  would  give 
him  $4.00  in  overtime  pay!  This  same  experience 
was  being  shared  by  carriers  in  every  community 
in  the  land.  Spending  $4.00  to  collect  30  cents,  or 
$40.00  to  collect  $3.00,  or  $400.00  to  collect  $30.00 
is  not  an  example  of  wise  expenditure  of  public 
funds.  If  this  practice  is  typical  of  the  business 
acumen  of  the  postal  service,  the  enormous  deficits 
are  fully  understandable. 

The  proposed  federal  budget  of  over  $98  billion, 
and  the  anticipated  deficit  of  over  $11  billion 
smack  of  “will  o’  the  wisp”  financing,  and  the  re- 
duction in  corporate  and  individual  taxes  in  the 
face  of  an  $11  billion  deficit  somehow  has  overtones 
of  political  economics.  If  an  office,  a business  or  a 
household  were  operated  in  such  a manner,  im- 
mediate legal  action  would  be  taken  by  the  various 
tax  agencies. 

If  Uncle  Sam,  as  a businessman,  approached 
Dillon,  Read  & Co.,  applied  for  additional  financing 
and  presented  a financial  statement  of  that  sort, 
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what  would  be  the  character  of  the  firm’s  re- 
sponse? Annual  deficits  for  12  successive  years,  a 
proposed  unprecedented  expenditure  and  a volun- 
tary reduction  in  income — these  items  certainly 
would  not  qualify  Uncle  Sam  for  a loan.  Moreover, 
a recent  and  huge  increase  in  the  federal  payroll 
would  not  inspire  Dillon,  Read’s  confidence  in  his 
skill  as  a manager.  Proposals  for  a wide  expansion 
of  welfare  benefits  which  are  unnecessary  and 
economically  unsound,  and  proposed  plant  expan- 
sion under  the  existing  conditions,  moreover, 
would  not  be  received  with  much  favor. 

There  is  not  a successful  corporation  or  business 
in  the  land  which  has  not  had  to  adopt  rigid  econ- 
omies when  circumstances  demanded  them,  and  to 
institute  every  possible  retrenchment  to  preserve 
solvency  and  to  meet  competition.  Every  house- 
hold is  called  upon  to  live  frugally  when  con- 
fronted with  any  strain  on  the  budget. 

With  spending  in  the  billions,  it  is  certain  that 
by  intelligent  management  and  the  exercise  of 
old-fashioned  thrift,  a reduction  of  10  per  cent  or 
more  could  be  accomplished  without  jeopai’dy 
by  each  branch  of  the  federal  government.  It  is 
time  for  the  American  citizen  to  demand  of  gov- 
ernment the  same  integrity,  the  same  thrift,  the 
same  fiscal  responsibility,  which  government  ex- 
pects of  the  citizen. 

Whether  or  not  the  basic  issue  is  one  of  a dif- 
ference in  political  philosophy  between  the  Demo- 
cratic and  Republican  parties,  the  voters  should 
demand,  from  the  elected  representatives  of  both 
parties,  the  preservation  of  those  principles  which 
made  this  country  great  and  which  prompted  our 
forefathers  to  migrate  to  this  country.  If  we  are  to 
preserve  the  integrity  of  the  United  States  and  to 
maintain  its  respected  place  in  the  community  of 
nations,  we  must  keep  our  own  house  in  order.  Not 
until  the  citizens  of  this  country  clamor  for  it,  will 
deficit  spending  come  to  an  end.  Spending  our- 
selves rich  is  an  utter  fallacy! 


Withdrawal  of  Staff  Privileges 

Two  recent  news  reports  concerning  the  failure 
of  a hospital  to  renew  the  staff  privileges  of  a 
physician  are  of  great  interest  to  the  medical  pro- 
fession, and  are  properly  a cause  for  great  concern. 

In  Pecos,  Texas,  the  administration  of  Reeves 
County  Hospital,  the  only  hospital  in  the  commu- 
nity, notified  Dr.  John  Dunn  by  letter  that  his 
staff  privileges  were  not  being  renewed  as  of  Jan- 
uary 1,  1963.  No  hearing  was  held,  no  charges  were 
made,  and  no  just  cause  was  given.  The  letter  to 
Dr.  Dunn  stated,  “We  feel  that  you  are  well  aware 
of  the  strained  relations  between  yourself  and 
professional  employees  of  the  hospital.”  The  doc- 
tor seeks  an  injunction  against  the  hospital.  Back 
in  1960,  in  a letter  addressed  to  the  FBI,  Dr.  Dunn 
had  been  one  of  the  first  persons  to  question  the 


Billie  Sol  Estes’  dealings  in  mortgages  on  an- 
hydrous ammonia  fertilizer  tanks. 

In  San  Francisco,  Dr.  Stanford  W.  Ascherman, 
a surgeon,  has  filed  suit  against  four  hospitals  and 
several  medical  societies  in  consequence  of  his 
dismissal  from  the  staffs  of  the  four  hospitals.  Also 
named  as  defendants  are  the  San  Francisco  Med- 
ical Society,  the  American  Society  of  Internal 
Medicine  and  its  executive  director,  and  the  Amer- 
ican Mutual  Liability  Insurance  Company,  which 
had  refused  to  renew  the  doctor’s  malpractice  in- 
surance. In  his  suit,  the  doctor  alleges  that  the 
hospitals  and  the  medical  groups  conspired  to  in- 
jure and  destroy  him  in  the  exercise  of  his  pro- 
fession because  he  supported  the  President’s  “med- 
icare” bill,  and  challenged  the  right  of  the  Society 
of  Internal  Medicine  and  its  director  to  lobby 
against  the  bill.  He  also  alleges  that  the  plaintiffs 
attempted  to  suppress  his  non-conformity  and  op- 
position. 

It  is  difficult  to  believe  that  the  two  physicians 
were  denied  staff  privileges  for  the  reasons  implied 
in  the  news  reports,  and  without  an  opportunity 
for  a proper  hearing,  which  is  the  right  of  all  free 
men.  The  facts  and  the  true  causes  will  be  brought 
out  in  the  courts  of  law.  Withdrawal  of  staff 
privileges  is  a serious  matter,  for  it  deprives  a 
physician  of  his  livelihood  and  jeopardizes  his  pro- 
fessional status  in  the  community.  As  a conse- 
quence, it  also  deprives  the  patient  to  some  extent, 
of  free  choice  of  physician.  Arbitrary  denial  and 
McCarthyism  have  no  place  in  the  hospital-doctor 
relationship. 

Hospital  administrators,  with  the  approval  of 
the  board  of  trustees  of  the  hospital,  should  have 
the  right  to  withdraw  staff  privileges  for  JUST 
cause,  if  it  is  in  the  best  interests  of  the  patients 
and  the  hospital,  but  only  after  a proper  hearing. 
The  medical  staff  should  have  the  responsibility 
of  recommending  denial  of  staff  privileges  to  the 
hospital  administration  for  JUST  professional 
cause,  but  again  only  after  a thorough  hearing. 
In  the  well-run  hospital,  the  decision  will  be 
reached  jointly  by  the  administration  and  the  pro- 
fessional staffs.  It  is  understandable  that  rules  and 
regulations  in  a closed-staff  hospital  may  vary  con- 
siderably from  those  in  an  open-staff  or  commu- 
nity hospital,  but  the  same  basic  principles  should 
obtain. 

It  is  to  be  hoped  that  the  rapport  between  the 
American  Hospital  Association  and  the  American 
Medical  Association  is  of  such  a character  that 
an  agreement  on  this  subject  can  be  reached  which 
will  assure  justice  to  all.  The  primary  consider- 
ations are  the  welfare  of  the  patient,  the  guarantee 
of  justice,  and  the  preservation  of  the  patient’s 
free  choice  of  physician.  The  integrity  of  the  hos- 
pital must  be  protected,  and  that  integrity  is  the 
serious  concern  of  the  professional  staff  as  well  as 
of  the  hospital  administration. 
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Presidents  Page 

Every  member  physician,  I hope,  will  make  an  effort  to 
attend  the  IMS  Annual  Meeting,  at  Hotel  Fort  Des  Moines, 
April  7-10. 

The  complete  program  appears  on  pages  1 13  to  127,  in  this 
issue  of  the  journal. 

Having  the  entire  program  in  downtown  Des  Moines  once 
more,  we  feel,  will  eliminate  some  transportation  problems, 
make  it  easier  for  doctors  to  renew  old  acquaintances,  and  of 
course,  save  some  money  for  the  Society. 

Medical  authorities  from  other  parts  of  the  country,  as  well 
as  from  Iowa,  will  participate  in  the  scientific  discussions,  and 
the  Program  Committee  has  spent  considerable  time  and  effort 
in  arranging  discussions  of  socio-economic  subjects. 

So  as  to  make  the  fullest  use  of  the  time  available,  panel  dis- 
cussions have  been  scheduled  for  the  noon  hours  on  Monday 
and  Tuesday,  so  that  doctors  can  “lunch  and  learn.”  The  meet- 
ings of  the  House  of  Delegates,  on  Sunday  and  Wednesday,  will 
be  open  to  all  members,  and  all  of  them  are  encouraged  to 
attend.  Specialty  group  dinners  will  be  held  on  Monday  eve- 
ning. On  Tuesday  evening,  everyone  is  urged  to  attend  the  an- 
nual banquet  of  the  IMS,  and  the  Woman’s  Auxiliary  benefit 
dance. 

If  you  can’t  spend  four  days  at  the  annual  meeting,  spend 
one  day;  if  you  can’t  spend  one  day,  spend  a few  hours.  You 
will  find  it  well  worth  your  time. 


President 


The  General  Assembly  of  Iowa  Has  Been  Asked  to  Enact 

A Composite  Board  of  Medical  Licensure 


Because  a majority  of  osteopathic  physicians  and 
surgeons  now  practice  a scientific  medicine  which 
closely  resembles  or  is  identical  with  that  practiced 
by  doctors  of  medicine,  it  has  seemed  logical  that 
Iowa  should  have  a single  board  to  examine  and 
license  all  persons  who  are  qualified  to  enter 
either  profession. 

The  proposal  for  a composite  board  for  this  state 
originated  with  the  Iowa  Society  of  Osteopathic 
Physicians  and  Surgeons.  The  House  of  Delegates 
of  the  Iowa  Medical  Society  approved  the  idea,  and 
directed  the  IMS  Osteopathic  Committee  to  work 
out  the  details  of  such  an  arrangement  with  ISOPS 
and  with  the  State  Board  of  Medical  Examiners. 
Thus  the  Composite  Board  Bill  came  into  being, 
and  it  has  been  introduced  in  the  1963  General 
Assembly  as  S.F.194  and  H.F.378. 

PRINCIPAL  POINTS  IN  THE  PROPOSAL 

The  major  features  of  the  Composite  Board  ar- 
rangement, if  enacted  into  law,  will  be  as  follows: 

1.  The  present  board  of  medical  examiners  and 
the  board  of  osteopathic  examiners  will  be  com- 
bined into  a single  board  as  the  state  agency  for 
issuing  licenses  for  (a)  medicine  and  surgery, 
(b)  osteopathic  medicine  and  surgery,  and  (c) 
osteopathy. 

2.  The  new  panel,  to  be  called  the  Board  of 
Medical  Examiners,  will  have  six  members,  rather 
than  five.  The  terms  of  the  five  M.D.  members  are 
to  be  five  years  each,  and  the  term  of  the  O.P.&S. 
member  will  be  three  years.  The  osteopathic  phy- 
sicians and  surgeons  and  the  doctors  of  osteopathy 
presently  licensed  in  Iowa  total  about  450,  whereas 


the  doctors  of  medicine  currently  practicing  in 
Iowa  number  approximately  2,796.  Thus  the  ratio 
is  slightly  less  than  one  to  six. 

3.  All  individuals  currently  licensed  to  practice 
“osteopathy  and  surgery”  will  receive  licenses  to 
practice  “osteopathic  medicine  and  surgery,”  and 
the  scope  of  practice  afforded  them  will  be  identi- 
cal with  that  accorded  to  medical  doctors  under 
Chapter  148,  Code  1962. 

4.  The  Composite  Board  will  grant  renewal  li- 
censes to  those  presently  licensed  as  osteopathic 
physicians,  and  the  new  law  will  neither  add  to 
nor  detract  from  the  practice  rights  that  they  cur- 
rently enjoy.  However,  no  new  licenses  of  that  sort 
will  be  issued,  except  by  reciprocity  or  endorse- 
ment to  osteopaths  who  have  been  so  licensed  in 
other  states  prior  to  the  effective  date  of  this  act, 
and  who  choose  to  move  to  Iowa. 

5.  Future  graduates  of  colleges  of  osteopathic 
medicine  and  surgery  cannot  be  licensed  as  osteo- 
pathic physicians,  but  will  be  eligible  for  licensure 
as  osteopathic  physicians  and  surgeons.  They  will 
take  the  same  examination  that  is  given  to  gradu- 
ates of  medical  schools,  and  like  the  recently-grad- 
uated M.D.’s  they  will  be  required  to  take  a one- 
year  internship.  Anyone  holding  a license  as  an 
osteopathic  physician  can  qualify  for  an  unlimited 
license  as  an  O.P.&S.,  if  he  wishes,  either  by  tak- 
ing two  additional  years  of  formal  training,  or  by 
taking  a year  of  additional  class  work  and  a year 
of  internship,  as  many  of  his  associates  have  done 
in  the  recent  past. 

6.  The  act  will  require  that  all  applicants  for 
licensure  be  graduates  of  schools  which  are  ap- 


proved  by  the  Board,  and  that  their  internship 
training  must  be  taken  at  institutions  approved  by 
the  Board.  The  law  will  specifically  provide  that 
both  osteopathic  schools  and  osteopathic  intern- 
ship programs  which  are  now  approved  by  the 
American  Osteopathic  Association  are  to  stand  as 
provisionally  approved  by  the  Board  until  1968, 
unless  a majority  of  the  Board,  including  the 
osteopathic  member,  votes  disapproval. 

7.  The  act  will  authorize  the  Board  to  revoke  or 
suspend  the  license  of  any  physician  who,  after 
notice  and  hearing,  has  been  found  guilty  of  “un- 
professional conduct”  as  defined  in  the  Code,  and 
any  such  decision  of  the  Board  will  be  subject  to 
review  by  the  courts.  It  should  be  noted  that  the 
licenses  of  doctors  of  medicine  have  been  subject 
to  suspension  or  revocation  by  the  same  pro- 
cedures and  for  the  same  cause,  and  that  the 
previously  existing  arrangement  is  merely  being 
extended  to  cover  the  osteopaths. 

8.  The  act  increases  the  per  diem  of  members  of 
all  examining  boards  from  $10  to  $25.  It  also  in- 
creases the  examination  fee  from  $25  to  $50,  and 
raises  the  fee  for  licensure  by  reciprocal  agree- 
ment or  by  endorsement  from  $50  to  $100.  It  raises 
the  annual  renewal  fee  from  $3  for  medical  licenses 
and  $1  for  osteopathic  licenses,  to  $5  for  either. 

9.  As  many  others  of  the  professional  examining 
boards  have  been  allowed  to  do  for  some  time, 
the  new  Composite  Board  will  be  permitted  to 
retain  the  moneys  it  collects  and  to  pay  its  ex- 
penses from  those  receipts,  rather  than  being  re- 
quired to  remit  all  fees  to  the  state’s  general  fund 
and  to  pay  its  expenses  from  a biennial  appropria- 
tion voted  by  the  General  Assembly.  At  the  end 
of  each  year,  all  moneys  in  excess  of  $25,000  will 
go  to  the  state  treasury. 

S.F.  194  AND  H.F.  378  DESERVE  UNANIMOUS  SUPPORT 

Conversations  leading  to  the  present  proposal 
were  initiated  by  the  president  of  the  Iowa  Society 
of  Osteopathic  Physicians  and  Surgeons  five  years 
ago,  when  he  wrote  to  the  president  of  the  Iowa 
Medical  Society  to  suggest  that  the  two  organiza- 
tions establish  a joint  committee  for  the  discussion 
of  mutual  problems.  The  resultant  group,  known 
as  the  MD/DO  Liaison  Committee,  has  held  nu- 
merous meetings  during  the  past  four  years.  Un- 
til the  summer  of  1962,  the  IMS  resisted  the  notion 
that  the  two  examining  boards  be  combined.  Then, 
in  response  to  its  inquiries,  it  received  letters  from 
the  composite  boards  in  all  16  states  which  have 
them,  indicating  approval — and  in  some  instances 


enthusiasm — for  the  arrangement.  Serious  negotia- 
tions concerning  composite-board  legislation  be- 
gan in  the  fall  of  1962,  and  in  January,  1963,  both 
ISOPS  and  IMS  officially  approved  the  provisions 
that  are  now  contained  in  S.F.194  and  H.F.378. 

Every  effort  has  been  made  to  inform  the  mem- 
bers of  both  ISOPS  and  IMS  about  the  negotia- 
tions, as  they  progressed,  and  about  the  provisions 
of  the  Composite-Board  proposal.  Nevertheless,  a 
small  group  of  osteopaths  reacted  unfavorably  to 
S.F.194  just  after  it  was  filed,  and  immediately 
circularized  other  members  of  their  profession, 
giving  them  incomplete  information  about  the  bill 
and  urging  them  to  write  to  their  legislators  in 
opposition  to  it.  Thus,  several  legislators  have  re- 
ceived letters  objecting  unjustifiedly  to  a sound 
measure  that  deserves  the  united  support  of  the 
osteopathic  profession,  the  medical  profession  and 
the  public. 

ISOPS  conducted  full  discussions  of  the  Com- 
posite Board  proposal  at  its  regional  meetings  last 
fall,  and  currently  it  is  conducting  another  series 
of  meetings  throughout  the  state  so  as  to  give 
every  member  of  that  Society  a second  opportunity 
to  understand  the  provisions  fully  and  to  express 
his  views  concerning  them.  The  first  two  of  these 
gatherings  have  been  held,  and  with  just  one  ex- 
ception, all  of  those  present  reaffirmed  their  sup- 
port of  the  measure.  The  Iowa  Medical  Society 
commends  the  Iowa  Society  of  Osteopathic  Phy- 
sicians and  Surgeons  for  taking  this  prompt  action. 
IMS  will  not  press  for  the  passage  of  this  bill  if  it 
is,  in  fact,  opposed  by  a large  number  of  osteo- 
pathic physicians  and  of  osteopathic  physicians 
and  surgeons,  for  it  has  no  desire  to  force  the 
measure  upon  a reluctant  osteopathic  profession. 
It  seems  certain,  however,  that  the  bill  will  have 
the  support  of  a large  majority  of  both  osteopathic 
groups,  and  in  that  case  the  IMS  will  press  for  its 
enactment. 

CONCLUSION 

The  Composite  Board  Bill  is  the  result  of  an 
effort,  made  in  good  faith,  to  promote  greater  co- 
operation between  the  medical  and  the  osteopathic 
professions,  and  to  improve  the  quality  of  medi- 
cal care  available  to  the  people  of  Iowa.  In  addi- 
tion, its  enactment  is  likely  to  increase  the  num- 
bers of  physicians  who  will  establish  practices  in 
this  state. 

It  will  be  most  unfortunate  if  this  legislation 
fails  of  adoption  in  time  for  the  1963  graduating 
classes  to  take  advantage  of  its  provisions. 
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Testimonial  Dinner  for  Dr.  Paul 


Dr.  William  D.  Paul,  professor  of  physical  med- 
icine and  rehabilitation  at  the  State  University  of 
Iowa  College  of  Medicine,  was  honored  at  a testi- 
monial dinner  in  the  Hotel  Fort  Des  Moines,  Des 
Moines,  on  February  12,  for  35  years  of  study  and 
research  in  rheumatology.  About  400  persons,  in- 
cluding Governor  Harold  Hughes  and  numerous 
members  of  the  General  Assembly,  attended.  The 
dinner  climaxed  the  annual  meeting  of  the  Iowa 
Chapter  of  the  Arthritis  and  Rheumatism  Founda- 
tion. 

Testimonial  letters  and  telegrams  from  numer- 
ous national  and  international  leaders  were  read. 
The  senders  included  President  Kennedy,  ex-presi- 
dents  Eisenhower  and  Truman,  and  prominent 
medical  men  and  women  throughout  the  country. 
In  the  address  of  the  evening,  Dr.  Paul  reviewed 
progress  that  has  been  made  in  the  diagnosis  and 
treatment  of  arthritis  over  the  period  in  which  he 
has  been  active  in  the  field. 

The  Arthritis  and  Rheumatism  Foundation  had 
offered  to  provide  the  necessary  funds,  and  Dr. 
Robert  C.  Hardin,  dean  of  the  SUI  College  of  Med- 
icine, announced  that  a fellowship  in  rheumatology 
is  being  established  at  the  University  in  Dr.  Paul’s 
name. 

A number  of  awards  were  presented  by  the  Iowa 
Chapter  of  the  Arthritis  and  Rheumatism  Founda- 
tion at  the  dinner.  Awards  in  memory  of  Mr.  Paul 
Cotton,  an  arthritis  victim  who  for  many  years 
was  television  critic  for  the  des  moines  register, 
were  presented  to  Dr.  Adrian  E.  Flatt,  orthopedic 
surgeon  at  the  SUI  College  of  Medicine,  and  to 
Mrs.  Howard  Reppert,  Jr.,  of  Des  Moines.  Dis- 


tinguished service  awards  were  presented  to  the 
Polk  County  Medical  Society,  to  a lay  group  and 
to  a number  of  lay  individuals,  and  to  Drs.  Walter 
F.  Geigerich,  of  Atlantic;  Carroll  Larson,  Jack  M. 
Layton,  Joseph  Routh,  and  C.  E.  Radcliffe,  all  of 
Iowa  City;  and  to  four  newspapers  and  one  radio 
station. 

Dr.  Paul  is  medical  chairman  for  the  Iowa  Chap- 
ter of  the  Arthritis  and  Rheumatism  Foundation. 


Letter  to  the  Editor 


Sir: 

I am  one  of  the  members  of  the  Iowa  Medical 
Society  who  has  defected  to  the  warmer  climes, 
but  who  still  receives  and  enjoys  reading  the  iowa 
medical  society  journal.  I was  concerned  a bit 
about  an  article  appearing  on  page  99,  in  the  last 
issue  (Feb.  ’63),  “Plan  for  Eliminating  Double 
Health  Insurance  Coverage.” 

I note,  in  this  article,  the  suggested  reduction  of 
payments  to  100  per  cent  of  the  billings.  This  much 
appears  fair  and  reasonable  on  the  surface,  but  I 
see  NOWHERE,  in  the  article,  anything  about  re- 
duction of  PREMIUMS  to  people  covered  for  the 
lesser  insuring  risk — no  promise  of  returning  this 
money  said  to  be  saved  to  the  payor  of  the  premi- 
ums (and  no  matter  how  thin  you  slice  it,  that 
IS  the  worker  or  purchaser  of  the  policy,  under 
any  guise  whatsoever). 

This  is  something  like  placing  a limit  on  payouts 
at  the  pari-mutuel  window — “No  matter  how  many 
tickets  you  purchase,  we  will  pay  ONLY  ONE 
WINNER.”  Inasmuch  as  the  purchase  of  MUCH  so- 
called  health  insurance  today  is  precisely  like  pur- 
chasing a pari-mutuel  ticket,  I do  NOT  think  the 
simile  is  un-apropos. 

WHO  WILL  LOOK  OUT  FOR  YOUR  PA- 
TIENTS? The  insuring  companies  are  out  to  look 
out  for  themselves! 

Tucson,  Arizona  Harold  J.  Peggs,  M.D. 


THE  IOWA  CHAPTER  OF  AAGP 

will  maintain  a 

HOSPITALITY  ROOM  FOR 
MEMBERS  AND  GUESTS 

at  the  Fort  Des  Moines  Hotel  during 
the  IMS  annual  meeting.  Watch  for  the 
placard  that  will  announce  the  room 
number. 


BOOK  REVIEWS 

Bray’s  Clinical  Laboratory  Methods,  Sixth  Edition, 
revised  by  John  D.  Bauer,  M.D.,  Gelson  Toro,  Ph.D., 
and  Philip  G.  Ackermann,  Ph.D.  (St.  Louis,  The 
C.  V.  Mosby  Company,  1962.  $10.50) . 

All  earlier  editions  of  this  text  were  widely  used  by 
students  of  medicine  and  medical  technology.  It  was 
originally  designed  as  a synopsis  type  of  textbook  in 
the  field  of  laboratory  medicine.  This  revision,  by  the 
new  authors,  maintains  the  welcome  tradition  of  brev- 
ity, yet  treats  some  subjects  in  a more  complete  fash- 
ion. 

All  of  the  major  chapters  have  been  completely  re- 
written. A new  and  much  needed  chapter  on  blood 
groups,  blood  typing,  and  cross  matching  was  added. 
Much  of  the  revised  material  is  based  on  lectures  given 
to  students  of  clinical  pathology  and  medical  technol- 
ogy. Workshop  manuals  published  by  the  American 
Society  of  Clinical  Pathologists  are  heavily  drawn 
from.  The  new  technics  and  procedures  are  as  up-to- 
date  as  can  be  expected  in  a textbook. 

The  dimensions  of  the  text  are  now  in  the  conven- 
tional range.  The  replacement  of  single-column  by 
double-column  pages  makes  the  text  more  readable. 
The  illustrations  are  very  good. 

The  text  is  recommended  to  students  of  laboratory 
medicine  and  medical  technology,  as  well  as  to  prac- 
ticing physicians  seeking  concise  ready-reference  ma- 
terial.— David  Baridon,  Jr.,  M.D. 


Fundamentals  of  Voluntary  Health  Care,  ed.  by 
George  B.  deHuszar.  (Caldwell,  Idaho,  The  Caxton 
Printers,  Ltd.,  1962.  $6.00). 

This  symposium  covering  non-governmental  methods 
of  health  care  includes  discussions  of  their  moral,  bi- 
ologic, physiologic,  economic,  and  political  implications 
by  33  outstanding  authors.  The  papers  are  presented 
in  five  sections,  each  introduced  by  a well-written  sum- 
mary of  the  topics  to  be  discussed,  effectively  tying 
together  the  subjects  in  each  group. 

To  me,  this  book  is  a pure  nugget  of  logical  and 
factual  information  in  the  wasteland  of  muddled 
thought  and  discussion  concerning  the  fundamentals 
of  voluntary  health  care.  It  has  a just  claim  to  being 
the  only  source  book  on  the  matter.  This  explains  why 
I think  it  should  be  read  by  every  doctor  of  medicine 
who  wishes  a sound  and  broad  basis  for  thinking  and 
talking  on  the  subject.  The  author  admittedly  presents 
just  one  side  of  this  controversial  subject,  since  there 
are  many  books  devoted  primarily  to  government-oper- 
ated health  care. 


Voluntary  associations  and  activities  are  described 
as  the  life-blood  of  a free  society,  as  they  have  proved 
to  be  in  producing  the  present  high  quality  of  medi- 
cal achievement  in  the  United  States. 

The  background  material  and  the  portions  devoted 
specifically  to  voluntary  health  care  are  well  chosen. 

The  rationalization  whereby  the  people  delude  them- 
selves that  everything  done  by  their  elected  represent- 
atives is  all  right,  is  clearly  brought  out.  “We  careen, 
unwittingly,  toward  the  servile  state.  . . . We  are  doing 
it  to  ourselves.  ...  We  need  to  translate  the  meaning 
of  political  action  into  plain  language  and  precise 
terms.  . . . Once  confronted  by  clear-cut  alternatives, 
almost  every  man  can  choose  in  full  knowledge  of  the 
meaning  of  his  choice.”  The  pitfalls  of  the  federal 
health  “insurance”  program  must  be  made  clear  to 
the  public. 

The  unconstitutional  usurpation  of  power  by  bu- 
reaucrats and  our  chief  executive,  the  implacable 
power  of  “the  great  pressure  group  of  politically  or- 
ganized poverty  and  mendicancy,”  the  impossible 
practicality  of  full  employment  and  its  political  im- 
plications, and  other  equally  significant  topics  are 
knowingly  discussed.  Fallacies  of  managed  economy 
and  the  injustice  of  comparing  the  value  of  govern- 
mental services  to  operation  of  private  business  are 
presented. 

A formerly  reliable  and  authoritative  source  of 
criticism  of  federal  spending  has  been  effectively 
silenced  by  governmental  support  of  research  in  our 
educational  institutions.  Therefore,  it  becomes  the 
necessary  duty  of  the  practicing  physicians  themselves 
effectively  to  criticize  questionable  and  unconscionable 
uses  of  public  funds. 

“Medicine  the  Decisive  Decade”  personalizes  to 
every  practicing  physician  and  surgeon  the  challenge 
now  upon  the  medical  profession  to  stand  against  the 
tide  that  would  engulf  him. — Ralph  E.  Smiley,  M.D. 


Handbook  of  Psychiatric  Treatment  in  Medical  Prac- 
tice, by  Nathan  S.  Kline,  M.D.,  and  Heinz  Lehmann, 
M.D.  (Philadelphia,  W.  B.  Saunders  Company,  1962. 
$3.50). 

This  book  uses  a question-and-answer  type  of  format 
to  present  a brief  summary  of  modern  methods  of 
psychiatric  diagnosis  and  treatment  oriented  toward 
practical  problems  facing  the  family  physician.  The 
first  chapter,  “Who  Should  Give  Treatment?”  states 
the  authors’  belief  that  “The  majority  of  psychiatric 
patients  should  not  be  treated  by  psychiatrists.”  It 
then  goes  on  to  list  criteria  by  which  the  practitioner 
can  efficiently  decide  which  patients  he  can  expect  to 
treat.  How  much,  what  kind  of  therapy,  how  long  it 
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should  be  continued,  and  what  constitutes  success  or 
failure  of  treatment  are  subjects  which  follow.  The 
authors  stress  the  use  of  drug  therapy,  rather  than 
psychotherapy,  as  the  family  doctor’s  mainstay.  They 
make  one  point  which  should  be  stressed  more  often: 
Especially  with  drug  therapy,  many  psychotic  patients 
have  a much  better  prognosis  than  neurotics,  and  the 
fact  that  they  are  psychotic  does  not,  by  itself,  pre- 
clude treatment  by  the  general  doctor. 

The  handling  of  depressed  patients — most  important 
in  any  general  practitioner’s  use  of  psychiatry — is  ef- 
fectively presented.  Practical  and  relatively  uncompli- 
cated criteria  for  drug  therapy  are  presented,  along 
with  a discussion  of  how  to  evaluate  the  suicide  po- 
tential in  these  patients.  There  is  a chapter  entitled 
“So  You  Have  a Depression!”  which  in  spite  of  its 
banal  title  gives  brief,  reasonable  instructions  to  pa- 
tients on  antidepressant  drugs.  This  chapter  is  avail- 
able (free  of  charge)  as  a separate  reprint  for  pa- 
tients, and  a post  card  order  form  is  inserted  inside 
the  book’s  back  cover. 

I found  this  book  to  be  a readable  and  commonsense 
approach  to  the  practical  aspects  of  mental  illness.  It 
can  be  referred  to  quickly  for  an  answer,  without  the 
reader’s  being  subjected  to  an  excess  of  theory.  Since 
the  advent  of  psychoactive  drugs  10  years  ago,  many 
psychiatrists  have  urged  that  more  of  the  mentally  ill 
be  treated  by  their  family  physicians.  Just  how  to  di- 
agnose correctly  and  to  treat  within  the  limits  of  the 
general  practice  situation  are  questions  which  have  not 
been  often  or  well  answered.  This  book  at  least  recog- 
nizes and  attempts  to  cope  with  this  problem. 

The  general  practitioner  who  follows  the  diagnostic 
and  therapeutic  precepts  presented  in  this  book  will 
find  himself  being  more  discriminating  in  his  use  of 
sedatives,  tranquilizers  and  antidepressants,  and  I be- 
lieve he  will  be  much  more  effective  with  them  than 
before. — J.  H.  Ransom,  M.D. 


Gynecology  and  Obstetrics,  by  John  William  Huffman, 

M.D.  (Philadelphia,  W.  B.  Saunders  Co.,  1962.  $28.00). 

This  new  book,  in  its  first  edition  by  Dr.  Huffman, 
is  an  attempt  to  integrate  the  inseparable  subjects  of 
obstetrics  and  gynecology.  As  he  states  in  the  preface, 
the  combination  is  not  a unique  one,  but  the  attempt 
to  present  the  material  in  chronological  order,  accord- 
ing to  the  age  of  the  possible  occurrence  of  the  lesion, 
is  new.  The  bulk  of  the  material  appears  to  be 
weighted  toward  obstetrics,  but  the  gynecologic  as- 
pects have  not  been  neglected. 

The  section  dealing  with  the  management  of  normal 
labor,  as  it  relates  to  analgesic  and  anesthetic  agents, 
is  well  written.  The  author  nicely  itemizes  the  ad- 
vantages and  disadvantages  of,  and  relative  indications 
for,  the  various  technics  of  anesthesia,  from  the  gen- 
eral agents  to  local  and  spinal-block  technics.  He  very 
rightly  and  appropriately  emphasizes  the  need  to  fit 
the  anesthetic  to  the  patient  and  to  the  conditions  pre- 
vailing at  the  time  of  delivery.  A notable  feature  in 
this  area  is  the  inclusion  of  the  new  narcotic-potenti- 
ating and  tranquilizer  drugs  such  as  Phenegran,  Vista- 
ril,  and  Thorazine. 

In  the  section  on  breech  presentation,  Dr.  Huffman 
discusses  external  version  and  its  complications,  stress- 
es the  need  for  gentleness  in  this  type  of  procedure, 


and  takes  up  failure,  in  which  the  fetus  spontaneously 
reverts  to  its  breech  position.  He  discusses  quite  thor- 
oughly the  complications  of  premature  rupture  of 
the  membranes,  prolapsed  cord,  uterine  dysfunction, 
secondary  inertia,  etc.,  and  he  stresses  the  need  for 
adequate  obstetric  evaluation  of  the  pelvis  and  in- 
creased leniency  toward  abdominal  delivery  in  cases 
of  breech  presentation. 

Under  “Complications  and  Difficult  Labor,”  he  also 
discusses  the  oft-diaganosed  but  rather  uncommon 
problem  of  post-maturity,  emphasizing  that  post-ma- 
turity in  itself  is  frequently  a miscalculation  of  the 
EDC,  and  though  it  rarely  causes  any  difficulty,  it  can 
do  so  if  there  is  intra-uterine  anoxia  due  to  excessive 
placental  aging.  He  emphasizes  that  the  important 
thing  in  arriving  at  the  diagnosis  of  post-maturity  is 
not  the  menstrual  history  but  the  “ripening  of  the 
cervix,”  and  that  management  should  be  based  on  this 
criterion. 

In  his  next  chapter,  Dr.  Huffman  discusses  uterine 
inertia  and  the  differentiation  between  false  labor  and 
inertia,  emphasizing  the  cervical  changes  and  bringing 
forth  the  frequently-overlooked  influence  of  emotions 
on  dysfunctional  labor  in  both  primary  and  secondary 
inertia. 

Continuing  with  abnormal  labors,  he  discusses  the 
dangers  of  precipitous  labor  as  regards  injury  both  to 
the  maternal  structures  and  to  the  fetus,  the  latter 
being  a peril  which  is  frequently  overlooked.  The 
emphasis,  in  the  past,  was  placed  on  fetal  and  ma- 
ternal injuries  as  a result  of  prolonged  labor.  He  then 
discusses  the  importance  of  evaluation  and  manage- 
ment of  prolonged  labor.  From  that  topic,  he  passes 
to  a discussion  of  sterile  vaginal  examinations  versus 
rectal  examinations.  I think  it  might  be  pointed  out 
that  studies  have  shown  that  adequately  controlled 
and  properly  done  sterile  vaginal  examinations  are 
superior  to,  and  carry  no  greater  risk  to  the  patient 
than,  repeated  rectal  examinations. 

Dr.  Huffman  has  an  excellent  discussion  on  indica- 
tions for  cesarean  section,  including  a few  words  on 
the  dictum  “Once  a section,  always  a section.” 

He  has  an  excellent  and  pertinent  discussion  on 
the  newborn  infant  and  its  resuscitation.  He  empha- 
sizes the  need  for  clearing  the  airway  of  amniotic 
fluid,  blood  and  debris,  stresses  the  use  of  oxygen, 
points  out  the  futility  of  the  commonly  used  stimu- 
lating drugs  and  has  a few  well  chosen  words  of 
criticism  regarding  mechanical  resuscitations.  How- 
ever, he  does  omit  the  use  of  the  antinarcotic  agents 
such  as  Lorphan  pre-delivery  or  post-delivery  to  com- 
bat any  neonatal  depression  of  drug  origin. 

A very  fine  resume  of  isoimmunization  covers  the 
role  of  the  antigens  other  than  Rh,  such  as  the  ABO, 
Kell  and  Duffey,  which  are  frequently  overlooked, 
and  mentions  the  unreliability  of  the  Coombs’  test  in 
picking  up  this  type  of  sensitization. 

The  section  on  uterine  descensus  is  well  organized 
and  discussed.  There  is,  however,  one  paragraph  in 
which  Dr.  Huffman  states  that  the  procedure  of 
choice  for  management  of  descensus  in  younger  women 
involves  the  abdominal  approach.  This  is  an  area  in 
which  a considerable  divergence  of  opinion  might  be 
found,  in  that  some  people  prefer  a vaginal  approach 
with  utilization  of  something  like  a Manchester  pro- 
cedure. He  goes  a little  further  to  call  attention  to  the 
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possibility  of  pelvic  relaxation  in  a nulliparous  woman. 
This  does  occur,  and  frequently  it  is  overlooked. 

The  chapter  on  uterine  displacement  is  well  organ- 
ized, and  brings  forth  some  aspects  which  are  ordi- 
narily neglected — specifically  ovarian  dysfunction  due 
to  prolapse  of  the  ovary,  with  pelvic  congestion. 

Dr.  Huffman  discusses  at  length  the  retro-displace- 
ments of  the  uterus,  and  places  them  in  their  proper 
light  as  to  the  presence  or  absence  of  symptoms,  par- 
ticularly dysmenorrhea,  and  he  discusses  the  diag- 
nostic use  of  a pessary.  He  also  takes  up  the  relation 
of  retro-displacements  to  conception  and  abortion,  and 
corrects  many  commonly  misunderstood  ideas  regard- 
ing the  influence  of  simple  retro-displacements  on  these 
conditions.  Further  on,  he  gets  into  the  question  of 
uterine  myomas,  and  nicely  outlines  their  relation  to 
the  fertility  of  the  patient.  He  goes  into  their  diagnosis 
and  gives  a very  adequate  discussion  of  the  indications 
for  surgical  intervention. 

The  concluding  chapter  takes  up  the  physiologic 
and  pathologic  changes  associated  with  the  menopause. 
He  describes  it  as  being,  in  most  instances,  a relatively 
normal  physiologic  state,  and  outlines  the  advisability 
of  management  without  hormones,  if  possible. 

In  summary,  it  is  my  impression  that  Dr.  Huffman 
has  presented  an  integrated  and  chronologically  ar- 
ranged account  of  the  ills  that  beset  the  female.  He 
has  succeeded  in  producing  a book  which  covers  the 
essential  facts,  and  has  achieved  a style  that  will  ap- 
peal to  the  individual  who  wants  a summary  of  the 
current  thinking  in  this  specialty.  It  is  not,  nor  was 
it  intended  to  be,  a source  of  reference  for  the  indi- 
vidual who  is  already  schooled  in  the  specialty  of  ob- 
stetrics and  gynecology. — George  W.  Rowney,  M.D. 


Synopsis  of  Genitourinary  Disease,  Seventh  Edition, 

by  Austin  I.  Dodson , Jr.,  M.D.,  and  J.  Edward  Hill, 

M.D.  (St.  Louis,  The  C.  V.  Mosby  Co.,  1962.  $7.75). 

The  difficulty  in  writing  a synopsis  of  any  medical 
subject  is  that  details,  explanations  and  qualifying 
opinions  must  be  omitted — otherwise  a textbook 
would  result.  Because  of  these  inherent  weaknesses 
in  such  synopses,  Dodson  and  Hill  have,  in  my  opinion, 
achieved  only  a partial  success.  The  book,  in  the  main, 
is  to  be  read  by  students  and  general  practitioners — 
possibly  as  their  main  source  of  urologic  information. 
For  this  reason,  I felt  some  of  the  opinions  and  treat- 
ments were  to  be  criticized  for  having  a local  flavor, 
rather  than  general  acceptance.  Furthermore,  some 
statements  relative  to  important  pathology  lack  clar- 
ity. 

In  Chapter  One,  for  purposes  of  clarity,  some  symp- 
toms might  have  been  qualified  as  to  frequency  of  oc- 
currence. In  this  chapter  it  is  stated,  “With  stone  in 
the  ureter,  the  urine  is  clear  unless  pyelitis  is  present.” 
“Grossly  clear,”  certainly  was  intended,  rather  than 
“microscopically  clear,”  but  students  might  not  realize 
this.  The  authors  say,  “There  may  be  only  a rather 
fixed  nodule  near  the  apex  in  early  carcinoma  of  the 
prostate.”  My  experience  indicates  that  this  nodule 
need  not  be  near  the  apex,  need  not  be  fixed  and  may 
be  an  indefinite  hard  area  rather  than  a nodule.  Early 
diagnosis  of  the  prostate  is  so  important  that  more 
description  of  this  examination  would  be  of  value  to 
all  concerned. 


In  Chapter  Two,  more  instrumentation  in  the  face 
of  infection  is  suggested  than  I think  necessary.  In  the 
description  of  minor  urologic  surgery,  aspiration  of 
hydroceles  is  discussed  as  a method  of  treatment,  with 
no  warning  of  the  prolonged  morbidity  that  can  follow 
infection  of  a hydrocele.  They  describe  simple  sperma- 
tocele excision  without  warning  the  reader  of  recur- 
rences. Epididymectomy,  which  prevents  such  recur- 
rences, is  not  mentioned.  The  statement  “A  sperma- 
tocele is  a cyst  of  the  testis”  raises  anatomical  ques- 
tions. 

I disagree  with  the  authors’  symptomatology  of 
nephroptosis,  as  in  the  phrase,  “the  trauma  of  the 
movable  kidney.”  The  questioned  statements  above 
tend  to  open  the  way  for  frequent  use  of  nephropexy, 
an  operation  which  is  not  often  found  necessary  in 
the  Midwest.  The  reviewer  readily  admits  that  there 
are  some  regional  variations  relative  to  indications  for 
such  surgery.  The  serious  dangers  of  rapid  decompres- 
sion of  the  distended  bladder  noted  by  the  authors 
have  not  arisen  in  my  practice,  although  certainly, 
24-hour  decompression  is.  usually  more  comfortable. 

The  above  criticisms  are  proportionately  few,  when 
one  considers  the  scope  of  the  book,  yet  they  are 
pertinent  because  of  their  significant  influence  upon 
the  diagnosis  and  treatment  of  urologic  patients. — 
Wayland  K.  Hicks,  M.D. 
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THE  DOCTOR'S  BUSINESS 


Tax  Reforms 

And  Reductions  Purposed 

HOWARD  D.  BAKER 
Waterloo 


On  January  24,  1963,  President  Kennedy  de- 
livered a special  address  to  Congress  proposing 
broad  legislative  changes  which  would  drastically 
alter  our  present  tax  system  and  rate  structure. 
The  changes  proposed  go  to  the  very  heart  of  our 
tax  system.  Rates  would  be  reduced  substantially 
over  a three-year  period;  however,  reforms  would 
be  inextricably  tied  in  with  rate  changes — thereby 
softening  the  effect  upon  total  governmental  reve- 
nue. 

The  impact  of  President  Kennedy’s  proposals  is 
contained  in  four  specific  phases  of  revision.  These 
are  “Rate  Reduction,”  “Relief  of  Hardship,”  “Base 
Broadening  and  Equity,”  and  “Capital  Gains  Re- 
visions.” 

RATE  REDUCTION 

Individuals.  The  present  rate  range  of  20  to  91 
per  cent  would  be  lowered  to  a range  of  14  to  65 
per  cent  over  a three-year  period. 

For  Calendar  1963,  the  range  would  be  18.5  to 

84.5  per  cent. 

For  Calendar  1964,  the  range  would  be  15.5  to 

71.5  per  cent. 

For  Calendar  1965,  the  range  would  be  14  to  65 
per  cent. 

Corporations.  Rates  for  these  would  also  be  re- 
duced in  three  annual  stages,  and  ultimately  the 
tax  on  the  first  $25,000  would  be  reduced  from  30 
to  22  per  cent,  and  the  rate  on  corporate  income 
over  $25,000,  from  the  present  52  to  47  per  cent. 

For  Calendar  Year  1963,  the  rate  on  the  first 
$25,000  would  be  reduced  from  30  to  22  per  cent, 
and  the  rate  on  income  over  $25,000  would  remain 
at  52  per  cent. 

For  Calendar  Year  1964,  the  rates  would  be  22 
and  50  per  cent. 

For  Calendar  Year  1965,  the  rates  would  be  22 
and  47  per  cent. 


Mr.  Baker  is  a partner  in  Professional  Management  Mid- 
west, and  manager  of  its  Retirement  Planning  Department. 
He  majored  in  accounting  and  business  administration  at 
S.U.I.,  and  was  an  agent  of  the  U.  S.  Bureau  of  Internal 
Revenue  for  3V2  years  before  forming  his  present  association 
in  1953. 


Corporate  Estimate  provisions  would  be  revised 
to  the  same  quarterly  basis  as  individuals  at  all 
corporate  income  levels. 

RELIEF  OF  HARDSHIP 

There  have  been  seven  major  revisions  proposed 
for  the  relief  of  hardship. 

(1)  A new  “minimum”  standard  deduction 
would  allow  $150  for  each  spouse,  plus  $100  for 
each  dependent  up  to  the  present  maximum  of 
$1,000. 

(2)  The  child-care  deduction  would  be  in- 
creased to  $1,000  (from  $600)  where  three  or  more 
children  are  involved,  and  the  $4,500  income  max- 
imum would  be  increased  to  $7,000. 

(3)  Persons  over  65  would  be  given  a $300  tax 
credit  to  replace  the  present  double  exemption 
and  the  retirement-income  credit. 

(4)  Persons  whose  incomes  fluctuate  widely 
from  year  to  year  would  be  permitted  to  employ 
an  “averaging”  technic. 

(5)  New  employees’  moving  expenses  would  be 
deductible. 

(6)  The  presently  restrictive  30  per  cent  maxi- 
mum for  contributions  would  be  broadened  to  in- 
clude all  bona  fide  charities. 

(7)  Research  and  development  would  be  en- 
couraged by  allowing  a 100  per  cent  first-year 
write-off  of  the  cost  of  research  and  development 
equipment  which  is  now  subject  to  depreciation 
over  an  extended  period. 

BASE-BROADENING  AND  EQUITY 

Nine  specific  proposals  were  made  to  broaden 
the  tax  base  and  “equalize”  the  tax  burden. 

(1)  Itemized  deductions  for  individuals  would 
be  limited  to  the  excess  over  5 per  cent  of  adjusted 
gross  income. 

(2)  The  medical  exclusion  would  be  increased 
to  4 per  cent,  and  the  1 per  cent  on  drugs  would 
be  eliminated.  Medical  expense  over  4 per  cent 
would  go  into  total  deductions  and  would  be  sub- 
ject to  the  5 per  cent  exclusion  on  deductions  (No. 
1 above). 
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(3)  A 4 per  cent  exclusion  would  be  applied  to 
casualty  losses,  and  thus  the  small  ones  would  be 
eliminated.  The  amount  in  excess  of  4 per  cent 
would  be  subject  to  the  5 per  cent  exclusion  in  No. 
1 above. 

(4)  The  unlimited  charitable-contributions  de- 
duction now  available  to  a “handful”  of  taxpayers 
would  be  eliminated. 

(5)  The  “sick  pay”  exclusion  would  be  elimin- 
ated. 

(6)  The  $50  dividend  exclusion  and  the  4 per 
cent  dividend  tax  credit  would  be  eliminated. 

(7)  The  exclusion  of  premiums  paid  by  an  em- 
ployer for  group  insurance  would  be  eliminated. 

(8)  Personal  holding-company  provisions  would 
be  strengthened. 

(9)  New  and  special  allowances  would  be  made 
to  foster  the  efficient  development  of  natural  re- 
sources, but  more  stringent  restrictions  would 
apply  to  computation  of  depletion  allowances,  and 
capital  gains  on  mineral  properties  would  be 
sharply  curtailed. 

CAPITAL  GAINS  REVISIONS 

(1)  The  percentage  of  capital  gains  includable 
in  income  would  be  reduced  from  50  to  30  per  cent 
for  “long-term”  assets.  However,  the  holding  pe- 
riod for  long-term  treatment  would  be  increased 
from  the  present  six  months  to  one  year. 

(2)  The  alternative  tax  on  capital  gains  would 
be  reduced  from  25  to  22  per  cent. 

(3)  An  indefinite  “carryover”  period  would  be 
provided  for  capital  losses. 

(4)  All  net  gains  on  capital  assets  would  be  ac- 
crued and  taxed  at  the  time  of  transfer  by  death 
or  gift. 

(5)  Preferential  treatment  on  stocks  acquired 
by  exercise  of  stock  option  would  be  eliminated. 

These  are  the  important  change  proposals.  One 
doesn’t  have  to  be  much  of  a tax  expert  to  sense 
that  the  alleged  tax  reduction  for  the  higher-in- 
come taxpayer  is  pretty  highly  imaginary,  and  that 
many  will  actually  suffer  an  increase.  For  the  low- 
bracket  individual  claiming  a standard  deduction, 
the  savings  will  be  significant.  However,  for  many 
others,  the  reduction  will  range  from  inconse- 
quential to  nonexistent. 

Using  a “typical”  physician  who  has  a $30,000 
gross  income,  of  which  $2,000  is  jointly-received 
dividends,  and  who  has  $3,000  in  deductions  (in- 
cluding medical  and  casualty  losses)  and  four  ex- 
emptions, present  taxable  income  is  $24,500  and 
tax  liability  is  $6,939. 

Under  the  new  proposals,  taxable  income  in 
future  years  would  be  $26,700.  Tax  liability  for 
1963  would  be  $7,557,  up  $618.  For  1964,  it  would 
be  $6,722,  down  $217.  And  for  1965,  liability  would 
be  $6,318,  down  $621  from  the  1962  level.  The  total 
effect  over  the  three  years  would  be  a $220  reduc- 
tion, or  an  average  of  $73  per  year  over  the  first 
three  years. 


Although  any  tax  reduction  is  a step  in  the  right 
direction,  the  size  of  the  proposed  reduction  is  less 
than  might  be  thought  at  first  glance.  The  example 
above  is  a “typical”  high-bracket  taxpayer.  For 
those  with  the  misfortune  of  having  the  wrong 
types  of  income  or  deductions,  the  alleged  decrease 
could  result  in  higher  taxes.  This  is  especially  true 
at  the  $40,000  to  $50,000  level,  where  deductions 
would  be  reduced  by  $2,000  to  $3,000  annually. 
Other  less  direct,  but  unfavorable,  factors  are  the 
imminent  inflationary  effects  of  such  a reduction, 
and  the  indirect  but  automatic  increase  in  state 
income-tax  liability  due  to  lower  deductions  for 
federal  income  tax  paid. 

All  factors  considered,  these  proposals  have  al- 
ready been  heavily  watered  down  and  are  likely 
to  be  revised  much  further  before  Congress  enacts 
anything.  Congressional  and  business  reaction  to 
the  proposals  have  been  relatively  unfavorable. 
The  consensus  tends  to  favor  a compromise  rate 
reduction,  with  little  or  no  action  on  the  so-called 
“reforms”  which  seem  to  be  a “soak  the  rich”  ap- 
proach to  tax  reform. 

Although  President  Kennedy  has  asked  for  legis- 
lation retroactive  to  January  1,  1963,  many  legis- 
lators feel  that  July  1 is  the  earliest  possible  date, 
and  January  1,  1964,  is  a much  more  probable  date 
for  any  tax  relief. 


Mail  Exam  Finds  Cancer  of  Cervix 

Cancer  of  the  cervix  has  been  found  in  a Wash- 
ington County,  Md.,  woman  through  an  examina- 
tion-by-mail program  started  in  January  by  the 
Johns  Hopkins  Medical  Institution,  Baltimore. 

The  woman  collected  a vaginal  specimen  herself 
and  mailed  it  to  a Hopkins  laboratory.  Tests  veri- 
fied the  presence  of  an  early  curable  cancer  and 
the  woman  is  now  receiving  treatment. 

The  exam-by-mail  technique,  developed  by  Hugh 
J.  Davis,  M.D.,  Johns  Hopkins  School  of  Medicine, 
is  being  used  to  examine  the  entire  female  popula- 
tion of  Washington  County  between  the  ages  of  30 
and  45. 

Dr.  Davis,  in  reporting  the  first  positive  finding 
in  the  current  program,  said  175  of  the  10,000  wom- 
en who  will  participate  have  already  been  tested. 
He  said  he  expects  to  find  about  100  cases  of  early 
curable  cancer  among  the  10,000. 

First  demonstrated  by  Dr.  Davis  in  Copenhagen, 
the  method  utilizes  a plastic  pipette  containing  an 
irrigating  solution.  The  pipette  is  mailed  to  a wom- 
an with  written  instructions. 

The  woman  then  mails  the  pipette  back  to  the 
laboratory  for  examination  by  technicians.  Suspi- 
cious findings  will  be  reported  to  the  woman’s  per- 
sonal physician,  who  will  arrange  for  further  tests 
and  any  treatment  necessary. 

The  program  is  being  supported  by  the  Ameri- 
can Cancer  Society,  with  the  backing  of  the  Wash- 
ington County  Medical  Society. 


A Woman  Doctor  Is  an  Oddity 

I was  asked  to  prepare  an  article  on  Women  in 
General  Practice.  I know  only  two  or  three  such 
people,  and  only  one  very  well — myself.  I am  re- 
minded that  a woman  doctor  is  an  oddity  every 
time  I look  for  a place  to  settle  down  for  a few 
minutes,  to  change  clothes,  to  use  a phone,  or  to 
catch  a catnap  while  waiting  for  an  OB  in  the 
hospital.  I learned  very  early  not  to  go  into  the 
places  marked  “Doctors.”  The  places  marked 
“Nurses”  are  usually  full. 

I was  reminded,  as  in  intern,  that  a woman  doc- 
tor is  an  oddity  when  the  sister  in  charge  of  OB 
told  me  I would  have  to  provide  my  own  scrub 
dresses  unless  I wanted  to  wear  what  the  men 
wore.  (She  didn’t  like  women  doctors,  or  so  the 
chief  resident  told  me.)  I was  reminded  of  it  as  a 
medical  student,  when  the  professors  excused 
themselves  to  us  girls  before  they  used  slang 
terms  for  clarification.  At  the  time,  these  terms 
were  lost  on  me  anyway,  but  it  would  be  hard  to 
stump  me  now.  I had  been  reminded  of  it  at  the 
pre-medical  conferences  as  a “kindly  warning.” 
But  I thought  I would  like  being  a doctor  anyway 
— and  I do! 

I get  a kick  out  of  the  looks  I get,  and  the  phrase 
“You  don’t  look  like  a doctor!”  Sometimes  I think 
it  surprises  my  Des  Moines  colleagues  that  I have 
patients  in  the  hospital,  and  that  I deliver  babies, 
take  out  tonsils,  look  at  x-rays,  pretend  I’m  read- 
ing EKG’s,  calculate  electrolytes,  scrub  in  sur- 
gery, go  to  meetings,  guess  right  on  diagnoses, 
etc.,  but  most  of  all  it  surprises  them  to  see  a 
patient  of  mine  listen  to  what  I have  to  say.  “How 
can  grown  men  and  women,”  they  ask  themselves, 
“take  medical  advice  from  someone  who  doesn’t 
look  like  a doctor?” 

There  is  a neat  bit  of  trickery  in  this,  many 
times,  I’ll  admit.  It  took  me  several  months  of 
general  practice  to  get  a positive  sound  into  my 
voice.  I found  that  I unconsciously  adopted  the 
habit  of  referring  to  my  office  as  though  it  were 
a big  clinic,  and  alluding  to  a vague  medical  author- 
ity somewhere  in  a big  building  in  Des  Moines  to 
give  punch  to  my  medical  advice. 

Each  patient  is  different.  With  the  elderly,  I’m 
the  smart  little  girl  who  understands  the  mechan- 
ics of  the  heart  and  its  medications,  but  hasn’t 


been  around  enough  to  know  about  things.  They 
seem  to  forgive  me  my  lack  of  experience.  For 
the  young  middle-aged,  I’m  the  contemporary  who 
took  a direction  different  from  marriage  and  fam- 
ily, and  who  is  intelligent  about  the  medical  care 
of  themselves  and  their  children,  just  as  they  are 
intelligent  about  family  living.  For  teenagers,  I’m 
an  old  lady  with  a big,  shiny  hardtop  convertible 
who  seems  to  be  on  top  of  the  world,  and  it  is  not 
hard  at  all  for  them  to  think  I know  all  the  an- 
swers. (They  don’t  yet  know  about  installment 
payments!)  For  the  children,  I’m  the  pretty  lady 
with  the  cute  dog  and  the  pretty  office.  Very  few 
of  them  are  afraid  of  me — a most  unusual  situa- 
tion for  a children’s  doctor. 

Young  men  from  12  to  40  don’t  come  to  me  un- 
less they  are  extremely  ill  and  don’t  mind  who 
takes  care  of  them,  unless  they  feel  close  to  me  as 
a doctor  because  I have  taken  care  of  someone  else 
in  their  family,  or  unless  they  are  extremely  se- 
cure and  “unconfused”  in  their  own  “boy-girl” 
relationships.  Young  males  whose  only  claim  to 
ego  is  a self-taught  superiority  to  women  find  it 
a shattering  experience  to  take  off  their  clothes  for 
a woman  doctor.  Otherwise,  they  don’t  mind  tak- 
ing off— but  that’s  out  of  context. 

I enjoy  the  ups  and  downs  of  daily  practice. 
Every  day  is  a project.  There  are  morning  resi- 
dence visits,  mail,  patients,  noon  calls,  afternoon 
office  hours,  dictation,  the  evening  trip  to  hospital 
— with  the  project  usually  completed  by  9:00  or 
10:00  p.m.  My  night  calls  are  not  frequent,  and  are 
usually  real  emergencies.  (Schedule  subject  to 
disruption  at  any  time.)  I love  it,  I live  exclusively 
for  it  and  my  patients  know  it.  Yet,  of  course, 
my  preceptor  has  proved  that  a woman  GP  can 
have  a home  and  family.  It  was  during  my  precep- 
torship  with  her  that  my  fear  of  going  into  general 
practice  was  completely  removed.  Now  she  has 
led  the  way  again.  Hmm! 

I do  a lot  of  telephone  doctoring,  and  all  of  my 
basic  laboratory  work.  We — (there  I go  again)  — 
do  some  x-rays,  take  EKG’s  and  carry  a few  med- 
icines. My  office  is  open  49  hours  a week.  For  all 
this,  I find  I need  two  full-time  girls,  though  my 
overhead  is  consequently  too  high.  One  is  a secre- 
tary— par  excellence — who,  with  a few  skillful 
questions,  saves  me  many  a half-hour  phone  con- 
versation. She  keeps  the  daily  record  accurately, 
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and  pleasantly  browbeats  me  into  dictating  a note 
on  each  patient  seen.  The  other  is  a medical  assist- 
ant who  somehow  gets  an  idea  of  what  is  wrong 
with  each  patient  and  does  the  necessary  lab  work 
before  I get  to  him  or  her.  Occasionally,  patients 
will  tell  her  things  they  think  I just  automatically 
should  know.  Both  are  eternally  loyal  to  me  and 
are  very  discreet — most  pleasant  attributes  in  a 
small  town. 

For  disadvantages:  My  office  is  unhandy  and 
cold,  with  pieces  of  machinery  that  take  turns 
falling  apart,  and  I am  20  miles  from  the  hospital. 
I have  a telephone-company  answering  machine  on 
my  apartment  phone  which  takes  its  regular  turn 
in  breakdowns.  My  car  is  a hopeless  neurotic. 
Though  the  mechanic  has  never  actually  said, 
“It’s  just  nerves,”  he  has  had  to  treat  it  for  a lot 
of  different  conditions.  Wonder  if  it  should  have 
bumper-to-bumper  x-rays. 

Anyhow,  I chose  solo  general  practice  in  Iowa 
for  my  early  medical  career  for  many  reasons. 
First  of  all,  I very  much  enjoy  being  my  own  boss. 
I resent  orders  from  insurance  companies,  state 
welfare  offices,  hospital  administrators,  medical- 
records  librarians,  the  AMA,  and  the  patient’s 
mother-in-law.  In  general  practice,  I can  reserve 
the  right  to  antagonize  all  of  these. 

Second,  I sympathize  with  the  people  of  Iowa 
and  share  their  hardworking,  self-reliant  stub- 
bornness. It  seems  to  me  that  a man  who  lives 
close  to  the  earth,  sees  the  changing  seasons,  par- 
ticipates in  the  births  and  deaths  of  his  farm  ani- 
mals, and  witnesses  directly  the  fruits  of  his  la- 
bors, achieves  something  very  fundamental  in 
life.  On  many  occasions,  I have  observed  the  quiet 
acceptance  of  the  inevitable  which  seems  to  per- 
meate these  people. 

Third,  I enjoy  knowing  adults  and  youngsters 
as  whole  families,  and  predicting  trends  in  the 
children  from  the  medical  experiences  of  the  elder 
family  members.  In  training,  each  new  service  to 
which  I was  assigned  seemed  sure  to  be  my  spe- 
cialty. I realized  after  my  internship  that  a never- 
ending  variety  of  patients  was  my  “cup  of  tea.” 
I like  old  men,  with  their  congestive  heart  failure 
and  their  prostate  trouble;  young  mothers,  with 
their  pregnancies,  labors  and  wee-small-hour  de- 
liveries; and  babies  just  for  being  babies.  Occa- 
sionally I find  a menopausal  woman  I can  help — 
that  really  makes  a good  day. 

After  two  and  one-half  years  of  general  practice, 
I find  that  I have  learned  much  about  people,  folk- 
medicine,  infectious  disease,  late  post-op  symp- 
toms, and  the  most  common  cause  of  bright  red 
urine  (Ex-lax),  and  that  I have  forgotten  most  of 
what  I learned  about  dermatology,  eye  and  trop- 
ical diseases. 

Women  contemplating  careers  in  medicine  should 
consider  the  fact  that  general  practice  offers  out- 
standing challenges  and  rewards.  For  me,  it’s  the 
BEST! 


The  Sleeping  Dragon — TB* 

Even  with  all  of  its  knowledge,  the  medical  pro- 
fession has  never  been  able  to  eradicate  a disease. 
It  has  known  how  to  exterminate  smallpox  since 
1796.  It  has  brought  diphtheria,  gonorrhea  and 
syphilis  to  low  levels,  but  they  have  risen  again.  In 
each  instance,  resurgence  has  been  due  mainly  to 
over-optimism  and  complacence  on  the  part  of  the 
public  whose  attitudes  have  been  influenced  by 
the  medical  profession,  which  is  not  immune  to  the 
development  of  the  same  dangerous  state  of  mind. 

Tuberculosis,  which  has  been  a terrible  destroyer 
of  mankind  and  domestic  animals  since  prehistoric 
days  on  the  plains  of  the  Ganges,  was  taking  ap- 
proximately 200  lives  annually  for  each  100,000 
population  in  the  United  States  when  the  20th 
Century  began.  For  each  death,  there  were  eight 
or  more  clinical  cases,  and  well  nigh  100  per  cent 
of  adults  were  infected  with  tubercle  bacilli.  A 
vigorous  attack  waged  over  the  decades  produced 
phenomenal  results.  By  1959,  the  death  rate  was 
6.5  per  100,000  (11,474  deaths).  The  same  year  the 
new  case  rate  was  down  to  32.5  per  100,000  popula- 
tion (58,000  new  cases).  There  had  also  been 
marked  reduction  in  tuberculous  infection  among 
children  and  young  adults. 

DANGEROUS  COMPLACENCY 

As  mortality,  morbidity  and  infection  rates  were 
continuously  decreasing,  perilous  complacency  set 
in.  Indeed,  in  many  places  effective  tuberculosis 
eradication  activities  slowly  ground  to  a halt,  and 
in  some  areas  deterioration  of  programs  began  and 
tuberculosis  eradication  work  was  almost  aban- 
doned. Now  one  wonders  if  this  most  destructive 
disease  from  antiquity  is  about  to  escape  exter- 
mination like  the  others. 

Some  of  the  reasons  for  complacency  are:  (1) 
that  the  marked  reduction  in  mortality  and  mor- 
bidity rates  have  been  widely  publicized  and  er- 
roneously interpreted  as  indicating  the  end  was 
near  and  tuberculosis  “would  die  out”  without 
further  effort;  (2)  that  the  over-enthusiasm  for 
the  use  of  antituberculosis  drugs  and  resectional 
surgery  leave  the  impression  that  they  constitute 
a panacea;  and  (3)  that  sanatoriums  are  no  longer 
being  used  to  capacity.  That  this  should  occur 
when  extermination  of  tubercle  bacilli  is  less  than 
half  accomplished,  when  bacilli  have  taken  refuge 
in  almost  50,000,000  of  our  citizens,  when  more 
than  50,000  are  reported  with  “new”  clinical  lesions 
each  year,  more  than  10,000  die  annually  and  tu- 
berculosis is  still  a national  defense  item  is  an 
enigma.  This  conundrum  assumes  even  greater 
proportions  when  one  realizes  that  in  the  United 
States,  and  indeed  in  the  world  as  a whole,  tu- 

* Statement  prepared  by  the  Joint  Committee  on  Chest 
X-ray  of  the  American  College  of  Radiology  and  the  Amer- 
ican College  of  Chest  Physicians. 

Reprinted  from  diseases  of  the  chest,  Vol.  42,  No.  6, 
December,  1962. 
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berculosis  still  causes  more  incapacity  and  death 
than  all  other  communicable  diseases  combined. 

The  number  of  clinical  tuberculous  lesions  which 
develop  is  dependent  upon  the  number  of  persons 
who  have  been  invaded  by  tubercle  bacilli  and  there- 
fore are  reactors  to  tuberculin.  Not  a high  per- 
centage of  tuberculin  reactors  develop  clinical  tu- 
berculosis in  any  single  year,  but  the  aggregate 
over  a period  of  many  years  is  large.  Therefore, 
with  well  nigh  50,000,000  of  our  citizens  now 
harboring  tubercle  bacilli,  several  million  may  be 
expected  to  develop  clinical  and  contagious  tu- 
berculosis. If  the  disease  is  allowed  to  evolve  to 
an  advanced  and  contagious  stage  in  75  per  cent 
of  these  individuals  before  it  is  found,  as  is  now 
true,  they  will  infect  large  numbers  of  persons  and 
the  vicious  cycle  will  continue,  and  the  eradication 
goal  will  never  be  reached. 

The  attack  must  now  be  made  on  the  tubercle 
bacillus  rather  than  on  just  the  damage  it  has 
caused.  As  long  as  there  are  even  a few  apparently 
well  people  harboring  tubercle  bacilli  in  any  area, 
there  is  little  hope  of  avoiding  resurgence  of  clin- 
ical tuberculosis. 

THERE  ARE  MANY  TB  "CARRIERS" 

The  apparently  well  people  who  harbor  tubercle 
bacilli,  of  whom  there  are  such  large  numbers  in 
this  country,  have  lesions  which  may  be  likened  to 
machine  gun  nests,  or  land  or  sea  mines.  They 
have  been  accused  of  carrying  concealed  weapons. 
Every  year  some  such  persons  are  responsible  for 
outbreaks  of  tuberculosis.  It  was  they  who  con- 
tributed more  than  50,000  new  clinical  cases  last 
year  and  probably  another  50,000  this  year.  Re- 
cently, for  example,  a senior  high  school  student 
in  Ohio  became  contagious  of  whom  it  was  said 
“TB  Pocket  in  Henry  County  Boosts  Infection 
Rate  Sky  High.”  In  Superior,  Wisconsin,  a senior 
high  school  student  became  contagious  and  dis- 
seminated tubercle  bacilli  to  classmates  and  others, 
causing  several  to  be  hospitalized.  In  a large  cen- 
tralized school  in  upstate  New  York,  a school  bus 
driver  developed  contagious  tuberculosis  and  ap- 
parently infected  30  per  cent  of  the  students  whom 
he  transported.  In  Whitehall,  Michigan,  a student 
athlete  developed  contagious  tuberculosis,  and 
seven  active  and  98  potential  cases  apparently  re- 
sulted from  exposure  to  him.  In  Edmonton,  Can- 
ada, a high  school  teacher  with  contagious  tuber- 
culosis evidently  infected  90  students. 

STEPS  THAT  MUST  BE  TAKEN 

Unless  tuberculin  testing  and  routine  chest 
radiography,  the  well  known  methods  of  avoiding 
such  outbreaks,  are  resumed  in  places  where  they 
have  been  abandoned  and  instituted  where  they 
have  not  been  employed,  tuberculosis  may  be  ex- 
pected to  result  in  one  outbreak  after  another 


until  it  has  resumed  its  former  destructive  status. 

Although  past  accomplishments  have  been  phe- 
nomenal, we  are  less  than  halfway  to  the  eradica- 
tion goal.  Eradication  refers  to  extermination  of 
tubercle  bacilli.  This  necessitates  identifying  all 
persons  regardless  of  age  who  are  harboring  tu- 
bercle bacilli,  for  it  is  only  such  persons  in  whom 
clinical  and  contagious  disease  has  or  will  develop. 
They  can  be  found  only  with  the  tuberculin  test. 
Inasmuch  as  tuberculosis  is  transmitted  from  one 
person  or  animal  to  another,  when  an  individual 
reacts  to  tuberculin  the  existence  of  at  least  two 
cases  is  immediately  known:  (1)  The  reactor  him- 
self who  has  at  least  microscopic  lesions;  and  (2) 
the  responsible  contagious  person,  usually  an  adult. 
At  this  point,  other  phases  of  the  examination 
must  be  made  promptly  and  completely,  the  most 
important  of  which  is  x-ray  film  examination  of 
the  chest  of  the  reactor  to  determine  whether  there 
is  evidence  of  one  or  more  demonstrable,  destruc- 
tive lesions.  If  none  is  found,  periodic  x-ray  film 
examinations  of  the  chest  are  made  to  detect  clin- 
ical lesions,  if  and  when  they  evolve,  before  they 
have  caused  symptoms,  are  contagious  and  are 
more  easily  treatable.  Next  is  the  search  for  the 
contagious  case  responsible  for  the  infection  of 
the  recently  discovered  tuberculin  reactor.  When 
such  a case  is  found,  isolation  and  treatment 
should  be  immediately  instituted.  Allowing  chil- 
dren to  become  infected  with  tubercle  bacilli  today 
postpones  attainment  of  eradication  at  least  70 
years,  since  tuberculosis  is  often  a lifetime  disease. 

Carrying  out  this  program  for  approximately 
185,000,000  people  requires  more  effort  and  is  more 
time  consuming  than  all  the  tuberculosis  work  of 
the  past.  However,  it  is  the  only  method  by  which 
resurgence  can  be  prevented  and  the  eradication 
goal  attained. 

The  largest  demonstration  of  eradication  pro- 
cedures in  people  or  animals  has  been  conducted 
among  the  cattle  of  this  country  since  1917.  This 
has  revealed  that  even  though  the  percentage  of 
tuberculin  reactors  is  reduced  to  1 in  1,000,  re- 
vival of  the  disease  occurs  when  effort  is  relaxed. 

Hospital  staffs  should  be  encouraged  to  include 
admission  chest  x-ray  film  examinations.  Addi- 
tional emphasis  on  alerting  the  public  to  the  im- 
portance of  tubercle  reactors’  having  annual  chest 
examinations  including  x-ray  films  is  an  important 
factor  toward  ultimate  eradication. 

Inasmuch  as  diagnosis  and  treatment  of  this 
disease  are  the  responsibilities  of  physicians,  it  is 
they  who  must  avert  further  resurgence  of  tuber- 
culosis. They  have  the  know-how  and  must  strike 
while  there  is  still  time.  To  allow  complacence  to 
continue  for  lack  of  conveying  the  true  situation 
to  physicians  everywhere,  and  indeed  to  the  gen- 
eral public,  can  result  in  loss  of  everything  that 
has  been  accomplished  during  this  century. 


STATE  DEPARTMENT  OF  HEALTH 
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//  COMMISSIONER 


Sabin  Live-Virus  Poliomyelitis  Vaccine 

A technical  advisory  committee  consisting  of 
members  of  the  State  Board  of  Health  and  seven 
physicians  chosen  by  the  Iowa  Medical  Society 
met  January  31,  1963,  with  Edmund  G.  Zimmerer, 
M.D.,  commissioner  of  public  health,  and  Ralph  H. 
Heeren,  M.D.,  director  of  the  Division  of  Prevent- 
able Diseases,  to  set  up  a state  policy  regarding 
the  use  of  the  Sabin  oral  poliomyelitis  vaccine. 
Those  representing  the  State  Board  of  Health 
were:  Franklin  H.  Top,  M.D.,  Iowa  City;  J.  D. 
Caulfield,  M.D.,  New  Hampton;  and  Paul  D.  Ped- 
ersen, M.D.,  Council  Bluffs.  Physicians  represent- 
ing the  Iowa  Medical  Society  were:  Lee  F.  Hill, 
M.D.,  Des  Moines;  Jack  J.  Spevak,  M.D.,  Des 
Moines;  James  F.  Speers,  M.D.,  director  of  the  Des 
Moines-Polk  County  Health  Department;  S.  P. 
Leinbach,  M.D.,  Belmond;  Charles  J.  Baker,  M.D., 
Ft.  Dodge;  James  G.  Widmer,  M.D.,  Wayland;  and 
Harold  L.  Ganzhorn,  M.D.,  Mapleton. 

After  a careful  re-evaluation  of  the  December 
18,  1962,  report  from  the  office  of  Surgeon  General 
Luther  Terry  of  the  U.  S.  Public  Health  Service, 
and  consideration  of  the  January  18,  1963,  report 
from  the  American  Academy  of  Pediatrics  Com- 
mittee on  Control  of  Infectious  Diseases,  the  Iowa 
group  agreed  that  communities  planning  immuni- 
zation campaigns  against  poliomyelitis  should  be 
“urged  to  move  ahead”  in  using  all  three  types  of 
Sabin  oral  vaccine,  with  particular  emphasis  on 
children  and  young  adults.  The  Iowa  committee 
further  agreed  that  there  are  no  contraindications 
to  the  initiating  of  new  programs  or  to  the  com- 
pleting of  Sabin  oral  vaccination  programs  already 
started. 

Both  the  Salk  and  the  Sabin  vaccines  are  rec- 
ommended by  the  U.  S.  Public  Health  Service  and 
endorsed  by  public  health  authorities.  Procedures 
for  using  Salk  vaccine  are  well  known,  and  the 
results  to  date  have  been  gratifying.  Choice  of 
which  vaccine  to  use  and  when  to  use  it  should 
rest  with  each  community  and  its  physicians,  and 
should  be  governed  by  local  conditions,  facilities 
and  leadership,  by  the  general  recommendations 
from  the  office  of  the  Surgeon  General  of  the  U.  S. 
Public  Health  Service,  and  by  the  recommenda- 
tions of  the  American  Academy  of  Pediatrics. 

Use  of  the  Sabin  oral  poliomyelitis  vaccines 
should  be  guided  by  the  recommendations  of  the 
Surgeon  General  and  his  committee.  These  recom- 


mendations include  the  following  paragraph  taken 
from  the  morbidity  and  mortality  weekly  report 
of  the  U.  S.  Public  Health  Service,  dated  Decem- 
ber 18,  1962: 

“It  is  therefore  recommended:  (1)  that  commu- 
nity plans  for  immunization  be  encouraged,  using 
all  three  types;  and,  (2)  that  immunization  be 
emphasized  for  children  in  whom  the  danger  of 
naturally  occurring  poliomyelitis  is  greatest  and 
who  serve  as  the  natural  source  of  poliomyelitis 
infection  in  the  community.  Because  the  need  for 
immunization  diminishes  with  advancing  age  and 
because  potential  risks  of  vaccine  are  believed  by 
some  to  exist  in  adults,  especially  above  the  age 
of  30,  vaccination  should  be  used  for  adults  only 
with  the  full  recognition  of  its  very  small  risk. 
Vaccination  is  especially  recommended  for  those 
adults  who  are  at  higher  risk  of  naturally  occur- 
ring disease;  for  example,  parents  of  young  chil- 
dren, pregnant  women,  persons  in  epidemic  situa- 
tions and  those  planning  foreign  travel.  Of  greatest 
importance  is  the  continuing  vaccination  of  on- 
coming generations.” 

The  Iowa  committee  suggests  that  large-scale 
Sabin  immunization  clinics  should  not  be  planned 
for  the  summer  months,  especially  in  areas  of  the 
state  where  intestinal  viruses  are  known  to  be 
present.  This  precaution  is  urged  because  of  the 
probable  failure  of  the  Sabin  attenuated  strains  of 
polio-virus  to  establish  themselves  in  the  intestinal 
area  and  produce  basic  immunity  in  the  presence 
of  so-called  “wild”  or  naturally  occurring  virus 
infections. 


Have  You  Informed  Us  of  Your 
Change  of  Address? 

Postal  regulations  on  second  class  mail 
have  become  more  stringent.  Under  a new 
ruling,  we  must  pay  ten  cents  per  piece  for 
undeliverable  second  class  mail,  but  worst  of 
all,  if  you  don’t  happen  to  reside  or  practice 
at  the  precise  mailing  address  which  we  have 
for  you,  your  journal  will  not  be  delivered. 
We  urge  promptness  on  the  part  of  all 
journal  readers  in  notifying  us  of  address 
changes! 
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Diagnostic  Services  Available 

STATE  HYGIENIC  LABORATORY 
IOWA  CITY,  IOWA 

The  following  is  a list  of  the  major  laboratory 
diagnostic  services  available  to  Iowa  physicians  as 
of  January  1,  1963. 

1.  Agglutination  Tests1, 2 

Brucellosis — human  and  animal 
Rocky  Mt.  Spotted  Fever-Typhus  group — Weil- 
Felix 

Typhoid-Paratyphoid  group 

Trichinosis 

Tularemia 

Leptospirosis 

2.  Blood  Cultures 

Anthrax — human  and  animal 

Brucellosis 

Salmonella  group 

Miscellaneous  (fee  commensurate  with  the  work 
involved) 

3.  Cultures  and/or  Specimens 

Anthrax — human  and  animal  tissue 
Brucella — for  species  identification 
Diphtheria — swabs  and  sub-cultures  for  toxige- 
nicity  tests 

Feces — Salmonella  and  Shigella  group,  etc. 

Food  poisoning — consult  laboratory  before  sub- 
mitting specimens 

Fungi — Ringworm,  Histoplasmosis,  etc. 

Pleural  Fluid — Tuberculosis,  Brucellosis,  etc. 
Spinal  Fluid — Meningitis,  Brucellosis,  etc. 

Sputum — Tuberculosis 
Streptococcus  sore  throat — swabs 
Staphylococcal  infections — swab  or  sub-cultures 

4.  Smears 

Fungi  and  yeasts 
Gonorrhea 
Vincent’s  Angina 

5.  Parasitic  Diseases 

Blood — thick  and  thin  films  for  malaria  and  other 
blood  parasites 

Feces — request  special  parasite  and  ova  kit 

Urine 

Sputum 

Pork  Tissue — -Trichina 

Toxoplasmosis2, 3 — dye  test — send  tube  of  sterile 
unpreserved  clotted  blood 

6.  Rabies — human  and  animal  exposures.  Specimens 

prohibited  in  mail.  May  be  shipped  by  Railway 
Express.  DO  NOT  FREEZE.  Obtain  small  and 
large  water-tight  metal  containers.  Place  head 
in  small  container.  Fill  large  container  % full 
with  wet  ice.  Place  small  container  inside  large 
container.  Attach  complete  exposure  history 
and  name  of  physician  and/or  veterinarian. 


1 One  specimen  taken  during  acute  phase  and  another  10 
days  to  several  weeks  later,  depending  on  the  disease. 

2 Date  of  illness  onset,  date  of  specimen  collection,  contact 
source  if  known,  whether  first  or  second  specimen  and  major 
symptoms  must  accompany  specimen. 

3 Limited  to  suspected  congenital  toxoplasmosis  and/or 
mothers  of  suspected  congenital  cases. 

4 Special  container  and/or  procedure  required. 

5 Routinely  on  all  reactive  sera.  Performed  on  Tuesday  each 
week. 

6 Restricted  to  special  problem  cases  approved  by  laboratory. 


7.  Animal  Inoculation  Tests 

Anthrax 

Diphtheria — toxigenicity  test 

Tuberculosis  material  ($5.00  fee  charged  to  cover 
partial  cost  of  two  animals  and  food  for  period 
of  observation) 

8.  Serologic  and  Allied  Tests 

Infectious  Mononucleosis  (Heterophile  antibody) 
Syphilis 
Blood 

Kolmer  complement  fixation  test — qualita- 
tive and  quantitative 
VDRL  test — qualitative  and  quantitative 
Treponema  Pallidum  Immobilization  test. 
(TPI)4, 

Reiter  Protein  Complement  Fixation  test 
(RPCF)5 
Spinal  Fluid 

Kolmer  complement  fixation  test— quantita- 
tive 

9.  Special  Complement  Fixation  Tests1, 2 — paired  spec- 
imens essential,  first  specimen  held  until  second 
specimen  is  received 

Blastomycosis 

Coccidioidomycosis 

Histoplasmosis 

Virus  and  Rickettsial  Diseases 
Eastern  and  Western  equine  and  St.  Louis. 

encephalomyelitis 
Lymphocytic  choriomeningitis 
Mumps 

Lymphogranuloma  venereum 
Psittacosis 
Q fever 

Rickettsial  Pox 
Rocky  Mt.  Spotted  Fever 
Typhus  Fever 
Murine 
Epidemic 

10.  Water  Analyses  ($2.00  fee) — specimens  are  fee-ex- 
empt only  when  specifically  authorized  by  staff  of 
the  Iowa  State  Department  of  Health  in  checkings 
sources  of  illness  or  health  hazards 

Bacterial  tests  for  coliform  group 
Chemical  test 
Fluoride 
Hardness 
Iron 
Nitrate 

Complete  chemical  analysis — fee  commensurate 
with  work  involved 

11.  Bacteriophage  typing — coagulase  positive  Staphylo- 
coccus aureus  only.  Limited  to  groups  of  cultures- 
obtained  in  epidemiological  investigation  of  infec- 
tious outbreaks 

12.  Fluorescent  Antibody  Studies 

Diphtheria1 2 3 4 5 6 

Rabies 

Streptococcus  (Group  A only)4 
V ariola  / vaccinia4 

Consult  laboratory  for  other  special  applications 

CONTAINERS  DISTRIBUTED  TO  PHYSICIANS 

Agglutination  tests 

Diphtheria — swabs — one  for  the  nasopharynx  and  one 
for  naris 

Serologic  tests  for  syphilis 
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Slide  container  for  gonorrhea  smears,  malaria  and 
Vincent’s  angina 
Throat — swab 

Tuberculosis,  sputum  and  animal  inoculation 
Special  (perishable)  for  immediate  use  only: 

Blood  culture — specify  use 

F eces — bacterial 

Feces — parasitic  (2  vial  kit) 

Water — specify  whether  chlorinated  or  unchlorinated 
supply,  and  tests  desired 


Recommendations  Regarding  Fecal 
Containers  and  Specimens 

In  order  to  insure  the  use  of  freshly  prepared 
containers  essential  in  obtaining  reliable  examina- 
tions, the  following  policy  has  been  adopted  by 
the  State  Hygienic  Laboratory  and  the  Iowa  State 
Department  of  Health. 

When  a case  of  typhoid  fever,  bacillary  dysen- 
tery or  other  salmonella/ shigella  infection  is  diag- 
nosed or  suspected,  when  release  specimens  are 
to  be  obtained,  or  when  epidemiologic  evidence 
points  to  a person  or  several  persons  as  being  car- 
riers of  typhoid  fever,  special  containers  for  send- 
ing stool  and  urine  to  the  State  Hygienic  Labora- 
tory will  be  forwarded  from  the  laboratory,  to- 
gether with  detailed  instructions  for  the  proper 
collecting  and  shipping  of  the  specimens.  Requests 
can  be  made  by:  (1)  State  Department  of  Health; 
(2)  patient’s  physician;  (3)  district  health  officer; 
(4)  health  officers  of  city  or  county  health  units; 
or  (5)  nurses  associated  with  the  above  agencies. 

Unless  otherwise  specified,  the  containers  will 
be  sent  to  the  requesting  individual  or  agency  for 
relay  to  the  patient.  It  is  essential  that  persons 
requesting  containers  indicate  the  number  of  cases 
to  be  cultured  and  the  number  of  containers  re- 
quired for  immediate  use. 

Attention  is  directed  to  the  following  instruc- 
tions: 

1.  The  bottle  in  the  outfit  contains  a buffered 
solution  of  30  per  cent  glycerine  in  saline,  which  acts 
as  a basteriostatic  agent.  This  prevents  putrefac- 
tion of  the  specimen  enroute  to  the  laboratory,  and 
permits  a reliable  examination  to  be  performed — 
provided  the  instructions  for  collecting  and  ship- 
ping the  specimen  are  rigidly  followed.  If  a portion 
of  stool  the  size  of  a navy  hean  and  no  larger,  or 
its  equivalent  in  liquid  stool,  is  placed  in  the  solu- 
tion immediately  following  passage,  and  is  shipped 
to  the  laboratory  without  delay,  the  specimen  will 
arrive  at  its  destination  in  approximately  the  same 
condition  as  when  passed  by  the  patient. 

2.  Specimens  submitted  without  the  preserving 
solution  represent  waste  of  time  and  effort  for  all 
concerned,  because  nonpathogenic  bacteria  such 
as  colon  organisms  multiply  very  rapidly  and 
make  the  isolation  of  pathogenic  micro-organisms 
extremely  difficult  or  impossible. 
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3.  With  appreciable  evaporation,  the  solution 
becomes  bacteriocidal,  and  thus  pathogenic  bacte- 
ria such  as  typhoid  organisms  are  destroyed,  and 
examination  is  rendered  useless.  The  solution  will 
keep  satisfactorily  for  60  days  under  normal  con- 
ditions; hence  a 60-day  expiration  date  is  stamped 
on  the  container.  The  use  of  any  container  beyond 
the  expiration  date  will  result  in  rejection  of  the 
specimen  as  unsatisfactory. 

4.  Outdated  containers  should  be  returned  to 
the  laboratory  for  reclamation  and  re-use. 

5.  In  view  of  the  well-known  bacteriostatic  ac- 
tion of  sulfonamide  drugs,  penicillin,  etc.,  fecal 
specimens  for  release  from  restrictions  placed 
upon  typhoid  fever  or  bacillary  dysentery  patients 
must  be  secured  not  earlier  than  14  days  after  dis- 
continuance of  such  therapy. 

If  the  specimens  are  to  be  collected  by  some 
member  of  the  patient’s  family  or  attendants  in  a 
hospital,  it  is  important  that  the  above  instructions 
be  transmitted  to  the  attendants  and  rigidly  fol- 
lowed by  them. 

Cooperation  and  consideration  of  these  matters 
will  be  greatly  appreciated. 


National  Institute  of  General 
Medical  Sciences 

Establishment  of  the  National  Institute  of  Gen- 
eral Medical  Sciences,  with  Dr.  Clinton  C.  Powell 
as  its  director,  was  announced  on  February  8 by 
Surgeon  General  Luther  L.  Terry  of  the  U.  S.  Pub- 
lic Health  Service.  This  brings  the  total  of  the  na- 
tional health  institutes  to  nine.  The  new  institute 
was  formerly  the  Division  of  General  Medical 
Sciences  of  NIH. 

The  National  Institute  of  General  Medical 
Sciences  will  be  responsible  for  administering, 
fostering  and  coordinating  research  in  the  sciences 
basic  to  medicine  and  biology,  to  public  health, 
and  to  certain  clinical  sciences  and  biomedical 
studies  not  within  the  responsibility  of  the  other 
institutes.  NIGMS  will  support  programs  of  re- 
search grants,  of  training  for  investigators,  and  of 
fellowship  awards.  The  new  Institute’s  programs 
are  extremely  broad,  covering  the  natural  and  be- 
havioral sciences;  certain  clinical  sciences,  includ- 
ing general  surgery,  pathology  and  anesthesiology; 
and  various  new  methods  of  science  in  such  fields 
as  electronmicroscopy  and  biostatistics.  Knowl- 
edge gained  from  such  research  nourishes  all  of 
science  and  provides  the  insight  and  encourage- 
ment which  inquiring  minds  have  always  sought, 
according  to  Dr.  Terry. 

The  director  of  the  new  Institute,  Dr.  Powell, 
served  as  head  of  the  Division  of  General  Medical 
Sciences  since  August  of  last  year,  and  has  been 
with  NIH  since  1954. 
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Short  Hospital  Stay  for  Nervous 
Breakdown 

A person  who  has  a nervous  breakdown  today 
may  be  hospitalized  for  only  three  to  six  weeks. 
This  relatively  short  hospital  stay  is  part  of  the 
treatment  program  for  acute  psychiatric  conditions 
conceived  by  the  Langley  Porter  Neuropsychiatric 
Institute,  at  the  University  of  California  Medical 
Center,  San  Francisco. 

“Modern  treatment  methods  have  given  a phy- 
sician an  opportunity  to  handle  the  vast  majority 
of  acute  conditions  in  a matter  of  weeks  without 
incurring  the  disabling  side  effects  of  prolonged 
hospitalization,”  Drs.  Jurgen  Ruesch,  Carroll 
Brodsky  and  Ames  Fischer,  of  the  Institute,  have 
declared  in  the  February,  1963,  archives  of  gen- 
eral PSYCHIATRY. 

“Patients  need  hospital  care  only  when  their  be- 
havior is  acutely  disordered,”  they  said.  “Thus, 
short-term  hospitalization  but  long-term  follow-up 
has  become  the  rule.”  The  patient  and  his  relatives 
are  informed,  upon  his  admission,  that  his  stay  in 
the  hospital  will  be  limited  to  a few  weeks.  This 
conveys  to  the  relatives  the  idea  that  the  patient 
cannot  be  abandoned,  and  it  impresses  the  patient 
with  the  futility  of  finding  a permanent  form  of 
adaptation  to  the  hospital,  the  authors  explained. 
When  the  patient  leaves  the  hospital,  both  he  and 
his  relatives  are  informed  that  he  is  still  a sick 
individual  and  needs  further  care.  He  is  urged  to 
revisit  the  hospital  regularly,  and  the  physician 
who  originally  treated  the  patient  and  sent  him  to 
the  hospital  continues  to  follow  him  for  three  to 
six  months.  Later,  follow-up  visits  to  the  hospital 
may  be  made,  and  in  some  cases  a doctor-nurse 
team  attempts  to  facilitate  the  patient’s  adaptation 
outside  the  hospital. 

After-care  treatment  must  be  provided  for  all 
discharged  schizophrenic  patients,  the  authors 
said.  This  type  of  patient  “cannot  be  discharged 
and  left  to  his  own  devices,  floating  in  a large  city, 
unrelated  and  without  friends.”  He  must  be  as- 
sured of  human  relations  under  supervision  and 
treatment  for  a long  period  of  time. 

Hospital  treatment  is  aimed  at  eliminating  the 
socially  disruptive  and  individually  conflicting  be- 
havior of  the  patient  by  means  of  drugs,  electro- 
shock therapy,  psychotherapy  and  social  planning, 
the  authors  said. 

The  report  on  the  Institute’s  program  was  based 
on  a series  of  219  patients,  146  women  and  73  men, 
ranging  from  12  to  74  years  of  age  and  represent- 
ing all  social  classes  and  educational  levels.  Diag- 
nostically, the  authors  said,  they  fell  into  four 
groups — 48  depressives,  89  schizophrenics,  74  psy- 
choneurotics and  personality  disorders,  and  8 brain 
disorders.  The  average  hospital  stay  for  psycho- 
neurotic disorders  and  cases  of  brain  disease  was 
about  three  weeks,  for  depressives  five  weeks  and 
for  schizophrenics  six  weeks.  Only  seven  of  the 


219  required  re-hospitalization,  and  only  four  of 
the  219  had  to  be  sent  to  the  state  hospital  for  pro- 
longed care  rather  than  being  returned  to  the  com- 
munity. 

An  evaluation  of  each  patient  six  months  after 
discharge  revealed  that  the  social  adaptation  of  the 
majority,  at  least,  equalled  their  pre-breakdown 
condition,  the  authors  reported. 


Morbidity  Report  for  Month 
of  January,  1963 


1963 

Diseases  Jan. 

1962 

Dec. 

1962 

Jan. 

Most  Cases  Reported 
From  These  Counties 

Diphtheria  1 

0 

0 

Fayette 

Scarlet  fever  319 

261 

304 

Clay,  Dubuque,  Johnson, 

Typhoid  fever  0 

0 

0 

Kossuth,  Polk 

Smallpox  0 

0 

0 

Measles  1359 

744 

382 

Des,  Moines,  Hancock, 

Whooping  cough  4 

13 

14 

Hardin,  Howard,  Kossuth, 
Wright 

Iowa,  Mills,  Polk 

Brucellosis  9 

7 

3 

Scott 

Chickenpox  808 

877 

446 

Clay,  Des  Moines,  Dubuque, 

Meningococcic 

meningitis  0 

0 

1 

Polk,  Scott 

Mumps  227 

154 

253 

Buena  Vista,  Clay,  Polk, 

Poliomyelitis  0 

0 

1 

Scott 

Infectious 

hepatitis  27 

29 

199 

Polk,  Scott 

Rabies  in 

animals  12 

20 

39 

Johnson,  Washington 

Malaria  0 

0 

0 

Psittacosis  0 

0 

0 

Q fever  0 

0 

0 

Tuberculosis  37 

32 

25 

For  the  state 

Syphilis  45 

70 

55 

For  the  state 

Gonorrhea  109 

157 

96 

For  the  state 

Histoplasmosis  4 

21 

1 

Dallas,  Polk,  Wapello, 

Food  intoxication  0 

0 

0 

Warren 

Meningitis  (type 
unspecified)  0 

0 

0 

Diphtheria  carrier  0 

29 

0 

Aseptic  meningitis  1 

0 

1 

Appanoose 

Salmonellosis  5 

0 

0 

Black  Hawk,  Jackson,  Polk, 

Tetanus  1 

0 

0 

Tama 

Madison 

Chancroid  0 

1 

0 

Encephalitis  (type 
unspecified)  2 

1 

0 

Linn  Woodbury 

H.  influenzal 

meningitis  0 

0 

& 

Amebiasis  0 

0 

1 

Shigellosis  1 

1 

6 

Jonnson 

Influenza  0 

0 

7858 

So  You  Think  Your  Memory  Is  Poor 

You  can  remember  the  face,  diagnosis  and  treat- 
ment of  the  patient,  his  occupation  and  his  wife’s 
first  name,  but  you  can’t  remember  his  surname. 
It  is  embarrassing  isn’t  it?  A poor  memory  is  a 
common  failing,  but  it  can  be  cured.  You  can 
develop  a better  memory  IF  YOU  WANT  TO.  You 
have  the  ability — it  only  needs  awakening. 

What  can  a better  memory  mean  to  you?  It  may 
mean  the  difference  between  success  and  failure; 
it  can  bring  you  greater  happiness;  it  can  give  you 
self-confidence;  it  will  seem,  at  least,  to  raise  your 
I.Q.  (intelligence  quotient);  and  it  certainly  will 
improve  your  P.Q.  (personality  quotient). 

The  difference  between  the  person  who  uses  his 
memory  efficiently  and  the  person  who  does  not 
is  a matter  of  technic.  To  be  good  at  anything  re- 
quires a technic  that  can  be  acquired,  and  having 
acquired  it  you  can  put  it  to  good  use. 

The  brain  can  be  compared  to  a filing  cabinet 
with  drawers  labelled  “important”  and  “unimpor- 
tant.” Those  things  in  which  you  are  interested, 
you  automatically  sort  and  file  in  the  top  drawer 
of  your  memory  as  important;  everything  else  you 
file  in  the  bottom  drawer.  We  often  hear  someone 
say,  “I  have  a mind  like  a sieve.”  Don’t  we  all? 
The  remedy  is  to  acquire  the  technic  of  plugging 
up  the  holes. 

First,  you  must  have  a desire  to  improve  your 
memory.  Make  a list  of  your  reasons  for  develop- 
ing a better  memory.  What  would  a better  memory 
do  for  you?  What  are  your  goals? 

Memory  increases  in  proportion  to  the  use  we 
make  of  it.  We  learn  by  repetition — not  by  doing 
the  same  thing  two  or  three  times,  or  by  watching 
someone  else  do  it  a time  or  two,  but  by  perform- 
ing the  same  task  day  after  day  and  week  after 
week.  In  our  classroom  days,  we  were  taught  that 
if  we  used  a word  three  times,  it  would  become 
part  of  our  vocabulary.  But  just  using  it  three 
times  today  doesn’t  mean  that  we  will  remember 
it  tomorrow.  We  must  use  it  three  times  tomorrow, 
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and  three  times  the  next  day  and  the  day  after. 
Only  then  will  we  understand  its  meaning,  and 
will  it  become  a part  of  our  vocabulary. 

Be  positive  in  your  thinking.  Be  confident  that 
you  will  remember,  and  immediately  you  become 
interested  in  developing  your  power  to  remember. 
Set  your  goal;  do  not  let  yourself  be  distracted; 
work  until  you  reach  your  objective.  You  can 
acquire  confidence  in  your  ability  if  you  sincerely 
believe  that  you  will  remember. 

We  forget  the  things  we  intend  to  forget — the 
things  that  are  unimportant  or  boring  to  us.  Psy- 
chologists say  that  we  do  not  remember  names  and 
faces  because  we  are  too  busy  studying  people’s 
clothes  or  analyzing  their  diction.  If  you  intend 
to  remember  Mr.  Schultz,  make  sure  that  you 
learn  his  name  correctly.  Ask  him  to  spell  it,  and 
repeat  it  to  yourself  several  times.  Write  it  down, 
and  use  it  in  your  conversation  with  him.  Then, 
mentally  review  his  name  and  face  at  regular  in- 
tervals, and  while  you  are  remembering,  remind 
yourself  of  how  the  information  will  be  useful  to 
you. 

When  students  have  crammed  for  an  examina- 
tion with  only  one  purpose  in  mind — passing  the 
test — they  forget  what  they  have  learned  soon 
afterward,  because  they  lacked  the  incentive  to 
retain  their  knowledge. 

Merely  memorizing  facts  is  a waste  of  time  and 
clutters  the  mind.  Memorize  with  a definite  pur- 
pose. List  five  telephone  numbers  that  are  impor- 
tant for  you  to  remember,  and  beside  each  one, 
list  your  reason  for  remembering  it.  If  you  are 
committing  something  to  memory,  it  is  important 
first  to  understand  its  meaning.  Then  the  memoriz- 
ing will  be  easier. 

Brendon  Byrne  says,  in  his  book  three  weeks 
to  a better  memory,  that  we  forget  names  and 
faces  because  we  fail  to  observe  physical  features, 
color  of  hair,  position  of  eyes,  and  anything  un- 
usual or  distinctive  about  a voice  or  an  appearance.  : 
We  use  only  a small  part  of  our  total  mental  en- 
ergy. 

The  development  of  imagery  can  be  an  effective 
memory  aid.  The  senses  are  memory  images.  The 
memory  of  what  you  have  seen  is  a visual  image; 
the  memory  of  a voice  is  an  auditory  image;  an 
unpleasant  flavor  which  you  taste  in  imagination 
is  a taste  image;  the  memory  of  the  feeling  of  cot- 
ton or  fur  is  a touch  image;  and  the  recollection 
of  the  smell  of  roses  is  an  odor  image.  If  one  type 
of  imagery  aids  your  memory  more  than  another — 
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if  for  example  writing  a name  helps  you  more  than 
merely  seeing  it — use  the  technic  which  brings 
the  most  benefit  to  you.  And  the  more  senses  you 
can  employ  and  the  more  facts  you  can  associate 
with  any  one  image,  the  better  will  be  your  chance 
of  retaining  it. 

Have  you  ever  forgotten  the  name  of  a patient, 
but  have  remembered  exactly  where  his  record  is 
filed?  You  can  close  your  eyes  and  see  the  record 
in  the  middle  file  drawer  with  the  tab  on  the  upper 
right-hand  side  of  the  file-folder.  You  have  done 
so  because  you  focused  your  attention  on  what  you 
were  doing  while  you  were  filing.  You  intended 
to  remember  what  you  were  filing  and  where  it 
was  filed,  and  you  associated  it  with  other  things 
in  the  file.  The  “Wyman”  file  is  easy  to  pull  or 
insert  because  it  is  the  very  last  folder  in  the  W’s. 
You  have  two  Robert  Smith  families  with  the  same 
middle  initial,  but  it  is  easy  for  you  to  remember 
which  family’s  folder  you  have  filed  first  because 
you  remember  that  each  is  filed  according  to  the 
wife’s  first  name  (Janice  comes  before  Mary  in 
the  alphabet). 

Dr.  Joyce  Brothers  won  $64,000  because  she 
made  use  of  her  memory.  She  tells  the  story  of 
that  project,  because  it  was  a project  for  her,  in 

TEN  DAYS  TO  A SUCCESSFUL  MEMORY,  a book  which 
she  co-authored.  It  is  a fascinating  story,  and 
shows  what  can  be  done  when  there  is  desire  and 
intent. 

If  you  would  improve  your  powers  of  retention, 
we  suggest  that  you  go  to  your  local  library  for 
that  book,  or  the  one  previously  mentioned.  You 
have  nothing  to  lose  and  much  to  gain! 

— Helen  G.  Hughes 


Some  Answers  to  "Silent  Spring" 

Frederick  J.  Stare,  the  famous  nutritionist  at 
Harvard,  in  the  January,  1963,  issue  of  nutrition 
reviews,  has  replied  very  effectively  to  Miss 
Rachel  Carson’s  controversial  book  silent  spring. 
Dr.  Stare  starts  by  quoting  a portion  of  a warning 
issued  in  1956  by  James  R.  Killian,  Jr.,  Ph.D.,  Pres- 
ident of  the  Massachusetts  Institute  of  Technology: 
“the  hazard  we  face  is  that  science  will  be  so  iden- 
tified with  destruction,  and  so  hemmed  in  by  secur- 
ity considerations,  that  its  real  significance  will  be 
lost,  its  ranks  weakened,  and  its  creativity  dimin- 
ished. If  American  science  is  to  continue  to  pros- 
per, if  it  is  to  continue  to  attract  its  proper  comple- 
ment of  creative  and  gifted  minds,  scientists  must 
combat  the  notions  that  science  engineering  are 
incompatible  with  the  disciplines  of  the  great  hu- 
manities, that  they  are  narrowly  materialistic  and 
destructive  of  human  values.” 

Dr.  Stare  points  out  that  research  in  biological 
controls  is  not  being  ignored  by  either  industry  or 
the  government.  In  fact,  he  says,  there  has  been  a 
recent  dramatic  break-through  in  which  chemicals 
have  been  used  to  create  a biological  type  of  con- 


trol: scientists  of  the  U.  S.  Department  of  Agricul- 
ture claim  to  have  halted  reproduction  completely 
in  insects  of  several  species  (house  flies,  mosquitos, 
Mexican  fruit  flies)  by  the  use  of  chemicals. 

In  reply  to  Miss  Carson’s  assertion  that  there 
have  been  many  deaths  due  to  insecticides,  Dr. 
Stare  says  that,  as  a matter  of  fact,  that  there  has 
never  been  one  medically-documented  death  due 
to  the  proper  use  of  insecticides.  Deaths  due  to  im- 
proper use,  according  to  the  U.  S.  Department  of 
Agriculture,  totalled  89  last  year.  Improper  use  of 
any  substance  can  cause  harm  or  even  death.  For 
example,  aspirin  alone  accidently  kills  about  150  a 
year,  most  of  them  children.  No  one  has  yet  sug- 
gested we  do  away  with  aspirin — or  with  automo- 
biles, which  kill  thousands  of  people. 

Dr.  Stare  then  quoted  Mr.  Roswell  Garst,  of 
Coon  Rapids,  Iowa,  describing  him  as  the  “farmer 
that  all  the  visiting  Russian  agriculturalists  and 
crop  specialists  make  a bee-line  for.”  During  a 
lecture  on  commercial  fertilizers  and  weed  killers, 
Garst  declared  that  the  success  of  American  agri- 
culture was  the  result  of  a ‘combination  of  the 
chemical  industry  with  agriculture.’ 

Dr.  Stare  has  greater  respect  for  Miss  Carson 
as  a writer  than  as  a scientist.  He  calls  attention 
to  the  following  emotion-pact  words  and  phrases 
from  her  book:  “.  . . never  ending  stream  of 
chemicals  . . . now  pervading  the  world  . . . acting 
upon  us  directly  and  indirectly,  separately  and  col- 
lectively. Their  presence  cast  a shadow  that  is  no 
less  ominous  because  it  is  formless  and  obscure. 

. . .”  This  is  lovely  writing,  he  says,  but  the  implica- 
tion of  harm  to  our  health  is  just  not  true. 

“The  withdrawal  or  even  curtailment  of  present 
chemical  pest-control  practices  would  within  a 
single  season  bring  back  the  ‘worm-in-every-ap- 
ple’  and  other  equally  unappetizing  commodities  to 
our  tables.  Along  with  this  would  be  slow  starva- 
tion of  our  population  from  half  rations,  and  total 
disappearance  of  many  foodstuffs.”  This  opinion 
is  voiced  by  F.  A.  Gunther,  one  of  the  authors  of 

CHEMICAL  AND  BIOLOGICAL  HAZARDS  IN  FOOD,  a new 
book  released  early  in  February  by  the  Iowa  State 
University  Press. 

The  book  is  a thorough-going  appraisal  of  our 
present  knowledge  and  the  progress  being  made 
in  solving  the  chemical  and  biological  problems  of 
hazards  to  our  food  supply. 


Help  your  central  office  to  maintain  an 
accurate  mailing  list.  Send  your  change  of 
address  promptly  to  the  Journal,  529-36th 
Street,  Des  Moines  12,  Iowa. 


WOMAN'S  AUXILIARY 

to  the 

IOWA  MEDICAL  SOCIETY 


1963  Annual  Meeting,  Des  Moines 


Program  Theme:  "Service  Together" 

MRS.  ARTHUR  C.  RICHMOND,  Presiding 


Sunday,  April  7 

2:00-4:00  p.m.  board  meeting — East  Room,  Hotel  Sa- 
very — state  officers,  councilors,  and  committee 
chairmen 

6:30  p.m.  dutch  treat  buffet — Orchard  Room,  Hotel 
Kirkwood — ALL  board  members,  county  pres- 
idents, convention  committee  chairmen  and  hus- 
bands 

Monday,  April  8 

8:00  a.m.-4:00  p.m.  registration— Mezzanine,  Hotel 
Savery 

hospitality  room — East  Room,  Hotel  Savery — Host- 
esses: Mrs.  C.  A.  Trueblood,  Indianola,  1st  vice- 
president,  Mrs.  C.  J.  Peisen  and  Mrs.  H.  L. 
Klocksiem,  Des  Moines.  ALL  Physicians’  wives 
welcome! 

9:30  a.m.  project  brunch — Terrace  Room,  Hotel  Sa- 
very, honoring  Mrs.  C.  Rodney  Stoltz,  the  na- 
tional president-elect,  and  past  state  presidents 
and  chairmen  of  standing  committees. 

hostesses:  Presidents  of  western  area  auxiliaries 

HOUSE  OF  DELEGATES 

Call  to  order — Mrs.  A.  C.  Richmond,  Fort  Madison, 
president 

Invocation — Father  P.  M.  Casady,  St.  Paul’s  Epis- 
copal Church,  Des  Moines 

Auxiliary  Pledge 

“I  pledge  my  loyalty  and  devotion  to  the  Woman’s 
Auxiliary  to  the  American  Medical  Association. 
I will  support  its  activities,  protect  its  reputation 
and  ever  sustain  its  high  ideals.” 

Welcome — Mrs.  D.  H.  Kast,  Des  Moines,  chairman 
of  local  arrangements 

Response — Mrs.  G.  J.  McMillan,  Fort  Madison,  state 
president-elect 

Presentation  of  Guests 

Announcements — Mrs.  F.  C.  Bendixen,  LeMars, 
area  chairman 

Rules  of  Order — Mrs.  G.  A.  Paschal,  Webster  City, 
parliamentarian 

Roll  Call — Mrs.  N.  A.  Schacht,  Fort  Dodge,  record- 
ing secretary 

Minutes  of  1962  Annual  Meeting — Mrs.  D.  H.  Kast, 
Des  Moines,  chairman 


memorial  service — Mrs.  D.  H.  King,  Spencer 
Report  of  President 

Reports  of  Officers  and  Committee  Chairmen 
Reports  of  County  Presidents 

Auditor’s  Report — Mrs.  M.  B.  Cunningham,  Nor- 
walk, state  treasurer 

Presentation  of  AMA-ERF  Awards — Mrs.  W.  C. 
Kasten,  Fort  Madison 

Nominations  for  the  1964  Nominating  Committee, 
and  presentation  of  the  Election  Committee 
Election  of  1964  Nominating  Committee 
panel  discussion:  Moderator,  Mrs.  Henry  Boe, 

Sioux  City.  Panel  members:  Mrs.  S.  M.  Korson, 
Independence;  Mrs.  W.  C.  Kasten,  Fort  Madison; 
Mrs.  W.  H.  Longworth,  Boone 
“power  unlimited” — Mrs.  C.  Rodney  Stoltz,  Water- 
town,  South  Dakota,  national  president-elect 
12:30  p.m.  “Spring  Fashion  Review”  presented  by  Cow- 
nie  Furs.  Commentator:  Mr.  Charles  T.  Cownie 
1:00  p.m.  A FREE  AFTERNOON 

Area  •planning  session  in  Parlor  A and  B at  8:00  a.m., 
Tuesday,  April  9 

Tuesday,  April  9 

8:00  a.m.  to  12  noon  registration — Mezzanine,  Hotel 
Savery 

hospitality  room — East  Room,  Hotel  Savery — Host- 
esses: Mrs.  C.  A.  Trueblood,  Indianola,  1st  vice- 
president,  Mrs.  H.  J.  Smith,  Woodward,  and  Mrs. 
H.  G.  Decker,  Des  Moines 
9:30  a.m.  house  of  delegates — Terrace  Room 
Call  to  order — Mrs.  A.  C.  Richmond,  president 
Roll  Call — Mrs.  N.  A.  Schacht,  recording  secretary 
Presentation  of  1963-1964  Budget — Mrs.  E.  A.  Vor- 
isek,  Des  Moines,  finance  chairman 


HOSPITALITY  ROOM 

Mondav — 8:30  a.m. -4:00  p.m. 
Tuesday— 8:30  a.m.-12:00  Noon 

ALL  PHYSICIANS’  WIVES  WELCOME 
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Election  instructions — Mrs.  G.  A.  Paschal,  Webster 
City,  parliamentarian 

Report  of  Nominating  Committee — Mrs.  R.  L. 
Wicks,  Boone,  chairman 

Election  of  officers 

Election  of  delegates  to  National  Auxiliary  Con- 
vention 

Resolutions  Committee  Report — Mrs.  E.  A.  Larsen, 
Centerville 

Courtesy  Resolutions — Mrs.  F.  L.  Poepsel,  West 
Point 

New  Business 

Report  of  Registration  Committee — Mrs.  J.  F. 
Throckmorton,  Des  Moines,  chairman 

Announcement  of  the  area  chairman  for  the  1964 
Annual  Meeting 

Report  of  Administrative  Secretary — Hazel  T.  Lam- 
mey 

10:30  a.m.  WA/SAMA — Mrs.  Charles  Skaugstad,  Coral- 
ville  (Iowa  City) 

10: 40  a.m.  “Our  Auxiliary’’ — C.  V.  Edwards,  Sr.,  M.D., 
Council  Bluffs,  president-elect  of  Iowa  Medical 
Society  and  chairman  of  the  Woman’s  Auxiliary 
Advisory  Committee 

11:00  a.m.  “How  to  Talk  With  Children” — Wendell 
Johnson,  Ph.D.,  Department  of  Speech  Pathol- 
ogy and  Audiology,  State  University  of  Iowa, 
Iowa  City 

Installation  of  Officers — Mrs.  C.  Rodney  Stoltz,  na- 
tional president-elect 

11:30  Recess 

12: 00  noon  luncheon — honoring  retiring  president,  Mrs. 
Arthur  C.  Richmond,  and  1962-1963  officers — Ter- 
race Room,  Hotel  Savery — Mrs.  B.  F.  Kilgore, 
Des  Moines,  presiding 

Table  hostesses  representing  Districts  III,  IV, 
and  XI,  western  area 

Luncheon  Invocation — Mrs.  A.  C.  Richmond,  Fort 
Madison 

Guests  of  honor: 

G.  H.  Scanlon,  M.D.,  president,  Iowa  Medical 
Society 

C.  V.  Edwards,  Sr.,  M.D.,  president-elect,  Iowa 
Medical  Society  and  chairman  of  the  Auxiliary 
Advisory  Committee 

S.  P.  Leinbach,  M.D.,  member  of  the  Advisory 
Committee 

C.  E.  Radcliffe,  M.D.,  member  of  the  Advisory 
Committee 

R.  F.  Birge,  M.D.,  secretary,  Iowa  Medical  Society 

Ernest  B.  Howard,  M.D.,  Chicago,  Illinois 

Mrs.  C.  Rodney  Stoltz,  Watertown,  South  Dakota 


CADUCEUS  CAPERS 

Tuesday,  April  9,  9:00-12:00 
Grand  Ballroom,  Hotel  Fort  Des  Moines 

Benefit  Dance  for 
Woman’s  Auxiliary 
Health  Educational  Loan  Fund 

Don  Hoy’s  Orchestra 

Standard  Medical  and  Surgical  Company  ■will 
sponsor  the  social  evening  from  8:30 


National  President-Elect 


M rs.  C.  Rodney  Stoltz,  who  is  to  be  the  guest  of  the  Iowa 
Auxiliary  at  its  annual  convention  this  year,  has  been  active 
in  assisting  organized  medicine  for  a number  of  years.  She 
has  been  president  of  the  South  Dakota  State  Auxiliary,  and 
has  served  as  chairman  of  various  committees  of  the  na- 
tional Auxiliary. 

One  of  her  major  interests  is  education.  She  is  a member 
of  the  Watertown,  South  Dakota,  school  board  and  of  sev- 
eral school-affiliated  organizations  on  the  state  and  national 
levels. 

She  majored  in  speech  and  dramatics  at  Nebraska  Wes- 
leyan University  and  worked  as  a secretary  and  bookkeeper 
before  marrying  Dr.  Stoltz,  who  Is  an  obstetrician  and  gyn- 
ecologist. They  have  a son,  Roger,  18,  and  a daughter,  Gail, 
16. 


D.  L.  Taylor,  executive  director,  Iowa  Medical 
Society 

Hazel  T.  Lammey,  administrative  secretary. 
Woman’s  Auxiliary  to  the  Iowa  Medical  Society 
Mrs.  Charles  Skaugstad,  Coralville,  president, 
Woman’s  Auxiliary  to  the  Iowa  Chapter  Student 
American  Medical  Association 
Presidents  of  Iowa  Interprofessional  Association 
Auxiliaries  and  other  guests 
Presentation  of  Essay  Contest  Awards — G.  H.  Scan- 
lon, M.D.,  president,  Iowa  Medical  Society 
Presentation  of  Volunteer  Health  Service  Award — 
Mrs.  N.  W.  Irving,  Des  Moines,  Community  Serv- 
ice Chairman 

President’s  Acceptance — Mrs.  G.  J.  McMillan,  Fort 
Madison 

Presentation  of  Past  President’s  Pin — Mrs.  B.  F. 
Kilgore,  Des  Moines 
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1:30  p.m.  music — Roosevelt  High  School  Concert 
Chorus,  Miss  Laura  Duncan,  director 

2:00  p.m.  speaker — Ernest  B.  Howard,  M.D.,  assistant 
executive  vice-president,  American  Medical  As- 
sociation, Chicago,  Illinois 
ADJOURNMENT 

3:30  p.m.  executive  committee  meeting,  East  Room, 
Hotel  Savery 

7:00  p.m.  banquet — Grand  Ballroom,  Hotel  Fort  Des 
Moines 

9: 00  p.m.  caduceus  capers — Benefit  Dance  for  the 
Woman’s  Auxiliary  Health  Educational  Loan 
Fund,  Grand  Ballroom,  Hotel  Fort  Des  Moines 


Legislative  Ladies  League  Tea 

Polk  County  Medical  Auxiliary  welcomed  the 
Iowa  Legislative  Ladies  League  to  the  capitol  city 
at  a tea  January  29  in  Mott  Auditorium,  at  the 
Y.M.C.A. 

Mrs.  R.  H.  Foss,  president  of  the  Polk  County 
Medical  Auxiliary  opened  the  program  with  a 
brief  welcome,  and  then  introduced  Mr.  Oliver 
Field,  of  Chicago,  director  of  the  Department  of 
Investigation  of  the  American  Medical  Associa- 
tion. His  topic  “Medical  Quackery”  revealed  some 
of  the  many  “quack  cures”  seeking  to  ally  them- 
selves with  medical  science,  and  the  effort  being 
made  by  medicine  to  expose  and  seek  punishment 
for  the  “quack.”  He  displayed  many  advertise- 
ments, items  and  pieces  of  equipment  which  have 
been  proven  “quackery.”  In  many  instances  these 
frauds  have  brought  punishment,  but  he  warned 
there  seem  to  be  others  to  take  their  place  im- 
mediately, and  that  many  unsuspecting  and  often 
desperate  people  still  fall  victim  to  them,  regard- 
less of  a concerted  effort  at  public  education. 

The  many  committee  members  who  cooperated 
made  this  an  outstanding  occasion. 


R.S.V.P. 

Yes,  please  do  answer  the  invitation  you  and 
your  husband  will  be  receiving  this  month  to  the 
Health  Education  Loan  Fund’s  benefit  dance  on 
April  9.  This  is  our  only  fund-raising  project  for 
the  year,  and,  if  we  are  to  continue  our  successful 
project  of  helping  girls— and  boys — to  become 
nurses  and  medical  technologists,  we  must  have  a 
record-breaking  response  from  the  tickets  enclosed 
in  your  letters. 

The  committee,  of  course,  hopes  to  see  you  at 
the  Hotel  Fort  Des  Moines  for  an  evening  of 
sociability,  through  the  courtesy  of  the  Standard 
Medical  and  Surgical  Company.  But,  even  if  it  is 
impossible  for  you  to  attend,  please  use  the  ad- 


dressed envelope  you  will  find  with  the  ticket  to 
mail  your  check  promptly.  As  we  have  many  ap- 
plications for  financial  assistance — partly,  because 
the  tuition  rates  at  schools  of  nursing  are  follow- 
ing the  upward  trend  of  all  colleges — we  feel  your 
response  this  year  may  “make  or  break”  the  Loan 
Fund. 

So— R.S.V.P.  and  HELP  your  H.E.L.F. 


The  Need  for  State-Wide  Motor 
Vehicle  Inspection 

The  national  need  for  mandatory  automobile 
checks  has  been  strongly  indicated  by  the  findings 
of  the  first  scientific  study  of  its  type  ever  made  on 
the  subject,  and  just  published  by  the  Institute  for 
Regional  and  Urban  Studies  at  Wayne  State  Uni- 
versity, in  Detroit.  These  and  related  points  have 
been  disclosed  in  a pamphlet  entitled,  “Motor 
Vehicle  Inspection — Current  Information,  Meas- 
urement and  Research.” 

The  Wayne  University  project  was  designed  to 
determine  (1)  whether  there  is  a relation  between 
the  type  of  inspection  system  and  the  motor  ve- 
hicle accident  death  rate,  and  (2)  the  nature  of  ; 
that  relationship,  if  any. 

The  report  declares:  “When  the  various  states 
are  categorized  by  inspection  status  on  a four- 
point  scale,  there  appears  to  be  a clear  relation- 
ship between  low  vehicle  death  rates  and  rigor  of 
inspection  system.  The  extreme  importance  of 
vehicle  inspection  can  be  summarized  by  saying 
that  if  between  1948  and  1960  all  states  had  had 
vehicle  death  rates  as  low  as  those  states  with 
state-owned  vehicle-inspection  systems,  168,381 
Americans  would  not  have  died  in  motor  vehicle 
accidents.  This  indicates  that  it  may  be  possible  to 
save  almost  15,000  lives  a year,  if  we  can  isolate 
the  factors  accounting  for  the  differential  and 
apply  our  knowledge  throughout  the  United 
States.” 

Drs.  Albert  J.  Mayer  and  Thomas  F.  Hoult,  of 
the  Wayne  University  group,  regard  the  research 
results  as  an  important  guide  for  state  legislatures 
endeavoring  to  decide  on  the  pros  and  cons  of 
automotive  safety  legislation.  They  also  regard  the 
work  as  a guide  for  safety  organizations  pondering 
support  of  such  state  regulations. 


Nothing  Serious 

If  Patrick  Henry  thought  taxation  without  repre- 
sentation was  so  terrible,  he  should  see  it  with 
representation. 
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UNIVERSITY  ISSUE: 

• Management  of  Rheumatic  Fever, 

page  191 

• Nerve  Conduction  Studies  and  Electro- 

myography in  Diagnosis  of  Neuro- 
muscular Disorders,  page  198 

• The  Neurologic  Examination  Illustrated, 

page  205 

• Umbilical  Cord  Prolapse  and  Presenta- 

tion, page  2 1 5 

• Ureteral  Obstructions,  page  220 

• S.U.I.  Clinical  Pathologic  Conference, 

page  230 


ASTHMA- 
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Both  Dean  Nelson  and  Dean  Hardin  are  mem- 
bers of  various  associations  including,  of  course, 
the  AM  A. 

During  Dr.  Nelson’s  nine-year  career  as  dean, 
many  important  advances  were  made  by  the  Iowa 
College  of  Medicine.  The  construction  of  the  medi- 
cal research  section  of  the  medical  center  has 
added  greatly  to  the  research  output  of  the  facul- 
ty, and  the  installation  of  a cobalt  unit  has  fur- 
nished a new  weapon  to  be  used  against  cancer. 
The  setting  up  of  a program  in  agricultural  medi- 
cine in  cooperation  with  Iowa  State  University 
was  another  achievement. 

Some  important  achievements  were  developed 
jointly  by  the  outgoing  and  the  incoming  deans. 
Notable  among  these  is  the  new  curricular  pro- 
gram of  the  college.  The  new  schedule  is  adjusted 
on  a five-term  basis  through  the  calendar  year,  and 
students  are  enrolled  so  that  four-fifths  are  regis- 
tered each  term.  This  arrangement  produces  a 
better  spread  of  educational  opportunity  in  the 
clinics,  and  also  increases  considerably  the  total 
amount  of  clinical  teaching  material.  Another  im- 
portant development  which  overlaps  the  two  ad- 
ministrations is  the  new  minimal  care  wing  of 
the  hospital. 

In  view  of  Dr.  Hardin’s  excellent  preparation 
and  favorable  personal  qualities,  it  was  not  sur- 
prising that  the  faculty  committee,  after  a canvass 
of  leading  persons  over  the  country,  agreed  on  him 
as  the  man  best  qualified  to  become  dean.  Neither 
is  it  surprising  that  President  Hancher  and  the 
Board  of  Regents  approved  the  committee’s  rec- 
ommendation. 

Provost  Harvey  H.  Davis 


Change  in  Deanship 

A college  is  fortunate  when  it  has  a good  dean. 
When  one  good  dean  succeeds  another,  the  college 
is  especially  fortunate.  This  happy  circumstance 
existed  last  summer  when  Dr.  Robert  Hardin  fol- 
lowed Dr.  Norman  Nelson  as  Dean  of  the  College 
of  Medicine  at  the  University  of  Iowa.  During  the 
two  month  interval  between  the  two  administra- 
tions the  college  was  directed  very  capably  by  Dr. 
Rubin  Flocks. 

Both  deans  were  bom  in  the  same  year,  1913. 
Dr.  Nelson  was  born  in  Connecticut  and  Dr.  Har- 
din in  Iowa.  Dean  Nelson  did  his  college  work  on 
the  two  coasts,  M.D.  at  Southern  California, 
M.P.H.  and  Dr.  P.H.  at  Harvard.  He  interned  at 
Los  Angeles  County  Hospital  and  taught  at  Har- 
vard and  in  the  University  of  California.  He  was 
for  a time  assistant  dean  of  the  latter  institution 
and  immediately  before  coming  to  Iowa  was  Dean 
of  Medicine  at  the  University  of  Beirut  in  Leb- 
anon. The  Republic  of  Lebanon  awarded  him  the 
Gold  Medal  of  Merit. 

Dean  Hardin,  after  graduating  with  distinction 
in  Liberal  Arts,  secured  his  medical  education  at 
the  University  of  Iowa  and  after  several  years  of 
army  service  returned  to  Iowa  as  an  instructor  in 
the  College  of  Medicine.  During  his  military  serv- 
ice, 1941-1945,  he  rose  from  the  rank  of  captain 
to  that  of  lieutenant  colonel.  Among  his  important 
assignments  were  included  those  of  liaison  officer, 
British  Army  Blood  Supply  Depot,  and  director 
of  ETO  Blood  Bank.  After  his  return  to  Iowa  he 
advanced  from  instructor  to  professor  through 
the  ranks  of  assistant  and  associate  professor. 
From  1950-1959  he  was  assistant  dean  and  from 
1959-1962  was  associate  dean  of  the  college. 


Or.  Norman  B.  Nelson 


Dr.  Robert  C.  Hardin 
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Departure  of  a Valued  Colleague 

Dr.  Robert  C.  Hickey,  professor  of  surgery  and 
associate  dean  for  research  in  the  College  of  Medi- 
cine, State  University  of  Iowa,  resigned  in  the  late 
autumn  to  accept  a position  as  associate  director  of 
the  M.  D.  Anderson  Hospital  and  Tumor  Institute 
and  professor  of  surgery  at  the  Texas  Medical 
Center,  in  Houston,  Texas.  The  M.  D.  Anderson 
Tumor  Institute  is  one  of  the  world’s  largest  and 
most  rapidly  expanding  institutions  of  its  type. 

Dr.  Hickey  served  his  rotating  internship  at 
the  University  Hospitals  in  1942-43,  immediately 
following  his  graduation  from  the  Cornell  Univer- 
sity Medical  College.  After  completion  of  his  in- 
ternship, he  served  for  nearly  three  years  in  the 
Medical  Corps  of  the  U.  S.  Naval  Reserve.  The 
early  portion  of  this  period  he  spent  in  the  Pacific 
Theater  of  operations,  and  during  the  latter  part 
of  his  service,  after  returning  to  the  continental 
United  States,  he  had  a period  of  intensive  ex- 
perience in  clinical  radiology.  He  returned  to  the 
University  Hospitals  in  1946  as  an  assistant  res- 
ident in  surgery,  spent  the  following  year,  1947- 
48,  as  an  assistant  resident  in  surgery  at  the  Me- 
morial Hospital  for  Cancer  and  Allied  Diseases,  in 
New  York,  and  then  returned  to  the  University 
Hospitals  as  a trainee  of  the  National  Cancer  In- 
stitute, and  under  these  auspices  completed  his 
surgical  residency.  His  experience  during  this  long 
term  residency  program  in  the  Department  of 
Pathology  and  in  Radiation  Therapy  helped  to 
prepare  Dr.  Hickey  uniquely  for  his  subsequent 
clinical  and  investigative  interests. 

When  the  Veterans  Administration  Hospital  in 
Iowa  City  was  opened,  in  December,  1951,  Dr. 
Hickey  joined  the  staff  and  served  as  assistant 
chief  of  surgery  until  July,  1953.  He  then  returned 
to  the  University  Hospitals  staff  of  the  College  of 
Medicine  as  an  Associate  Professor,  and  was  ap- 
pointed professor  of  surgery  in  July,  1957.  He  be- 
came associated  with  the  dean’s  office,  in  an  ad- 
ministrative capacity,  in  1955,  first  as  assistant 
dean  for  research  in  the  College  of  Medicine,  and 
after  1959  as  associate  dean  for  research. 

As  an  undergraduate  student  at  the  New  York 
State  Agricultural  Experimental  Station,  and  later 
as  an  undergraduate  medical  student,  Dr.  Hickey 
had  participated  in  investigative  problems.  While 
he  was  still  an  undergraduate,  he  began  basic 
work  in  the  function  of  the  posterior  lobe  of  the 
pituitary  with  Dr.  Kendrick  Hare,  and  this  project 
was  carried  on  by  both  of  these  investigators  dur- 
ing the  time  Dr.  Hickey  was  an  intern,  Dr.  Hare 
having  meanwhile  joined  the  College  of  Medicine 
faculty. 

Because  of  his  interest  in  clinical  and  experi- 
mental aspects  of  the  control  of  cancer,  he  took 
an  active  part  in  the  affairs  of  the  American  Can- 
cer Society,  and  his  work  in  connection  with 


these  activities  in  the  State  of  Iowa  reflected  con- 
tinuous diligence  and  interest.  He  served  as  Pres- 
ident of  the  Iowa  Division  of  the  American  Can- 
cer Society  in  1959-60,  and  served  for  many  years 
as  director  and  chairman  of  its  Research  Commit- 
tee. In  1959  Dr.  Hickey  was  awarded  the  American 
Cancer  Society’s  bronze  medal  and  citation  as  “the 
Iowan  who  contributed  most  to  cancer  control.” 

His  years  in  the  dean’s  office,  as  assistant  and 
later  as  associate  dean  for  research,  were  char- 
acterized by  sagacity  and  skill  in  obtaining  funds 
for  the  College  of  Medicine,  meticulous  care  and 
insight  in  planning  new  construction  and  pro- 
grams, and  agreeable  relations  with  his  many  col- 
leagues— in  itself  a tribute  to  his  tact,  wit,  and 
fairness.  During  the  last  year  of  his  association 
with  the  College  of  Medicine,  Dr.  Hickey  was  in- 
strumental in  the  development  of  plans  for  the 
new  Clinical  Research  Center,  which  is  now  under 
construction  in  Iowa  City. 

His  prominence  in  the  field  of  cancer  control 
and  investigation  was  recognized  in  recent  years 
by  his  appointment  to  several  of  the  important 
study  and  advisory  committees  of  national  agen- 
cies. 

The  loss  of  Dr.  Hickey  from  the  University 
community  is  compounded  by  the  departure  of  his 
wife,  the  talented  artist  Rose  Van  Vranken  Hickey, 
whose  rise  to  prominence,  chiefly  in  sculpture  and 
water  colors,  has  paralleled  the  growth  of  her  hus- 
band’s professional  reputation. 


Dr.  Robert  C.  Hickey 


Current  Recommendations  for  the 

Management  of  Rheumatic  Fever 


JOHN  C.  MacQUEEN,  M.D.  and 
DOROTHY  A.  EHMKE,  M.D. 

Iowa  City 

The  purpose  of  this  article  is  to  present  clinical 
observations  based  upon  data  collected  in  the  Iowa 
Rheumatic  Fever  Program,  and  to  offer  recom- 
mendations for  the  care  of  patients  with  rheumatic 
fever. 

The  policies  of  the  Iowa  Rheumatic  Fever  Pro- 
gram were  presented  in  an  article  published  in  this 
journal  in  November,  I960.1  Therefore,  details  of 
these  policies  are  not  repeated  here.  Suffice  it  to 
say  that  a patient  whose  diagnosis  of  rheumatic 
fever  is  supported  by  the  modified  Jones  criteria  is 
enrolled  in  the  program  at  the  request  of  the 
family  physician,  but  the  patient  remains  under 
his  medical  supervision.  The  Iowa  Crippled  Chil- 
dren’s Service  supplies  penicillin  for  prophylactic 
therapy,  and  provides  a program  of  follow-up  car- 
diac examinations  in  mobile  diagnostic  clinics  or 
at  the  Pediatric  Clinic  of  University  Hospitals. 

Information  about  the  patients  enrolled  in  the 
program  is  collected  and  recorded  for  clinical 
study.  Reporting  of  data  for  the  1955-1959  period 
was  included  in  the  earlier  article.  Those  data 
and  the  additional  statistics  collected  through  1962 
are  the  basis  of  this  report. 

A great  deal  of  clinical  information  about  rheu- 
matic fever  has  been  obtained  from  studies  carried 


The  physicians  are  members  of  the  staff  of  the  S.U.I.  De- 
partment of  Pediatrics.  Dr.  MacQueen  is  director  and  Dr. 
Ehmke  is  the  pediatric  cardiologist  of  the  Iowa  State  Services 
for  Crippled  Children. 


out  in  units  of  the  Armed  Services  and  in  cardiac 
clinics.  All  or  most  of  these  were  carefully  super- 
vised studies  of  selected  groups.  It  is  suggested 
that  there  is  a need  for  information  concerning 
the  diagnosis  and  care  of  rheumatic  fever  as  car- 
ried out  by  physicians  in  the  practice  of  medicine. 

This  report  concerns  a group  of  Iowa  children 
whose  rheumatic  fever  was  diagnosed  and  cared 
for,  and  who  were  referred  to  this  program,  by 
543  Iowa  physicians.  Admittedly,  such  a study 
cannot  be  a precise  one,  but  if  the  program  is  prop- 
erly designed,  it  can,  with  acceptable  accuracy, 
provide  a broad  look  at  the  disease  and  its  care. 

Figure  1 indicates  the  distribution  of  the  chil- 
dren in  the  program  by  county  of  residence. 

CLASSIFICATION  OF  PATIENTS 

Soon  after  initiation  of  the  Iowa  program  in 
1955,  it  became  apparent  that  there  was  a need  for 
clinical  classifications  for  use  in  this  study.  Such 


Figure  I.  Distribution  of  children  in  the  Iowa  program  by 
county  of  residence. 
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classifications  are  presented  here,  not  because  they 
are  perfect  but  because  the  data  in  this  report 
will  be  expressed  in  terms  of  these  classifications. 

Class  I — Patients  without  evidence  of  carditis  at 
the  time  of  their  initial  episode  or  recurrence  of 
rheumatic  fever 

Class  II — Patients  with  evidence  of  carditis  at  the 
time  of  their  episode  of  rheumatic  fever,  but 
who,  within  five  years  of  the  last  episode,  have 
no  evidence  of  rheumatic  heart  disease  by  phys- 
ical examination,  EKG  or  chest  x-ray 
Class  III — Patients  with  evidence  of  carditis  at  the 
time  of  their  initial  episode  of  rheumatic  fever 
and  who  have  evidence  of  rheumatic  heart  dis- 
ease 

Class  IV — Patients  with  physical  findings  suggest- 
ing' rheumatic  heart  disease,  but  who  have  no 
history  of  an  episode  of  rheumatic  fever 

For  the  period  1960-1963,  the  program  has  pro- 
vided penicillin  for  1,327  children.  Of  these,  189 
patients  have  not  been  examined  or  did  not  re- 
ceive their  cardiac  examinations  in  the  Crippled 
Children’s  Clinic.  For  the  most  part,  they  have  re- 
ceived their  care  in  local  rheumatic-fever  clinics, 
and  therefore  they  are  not  included  in  this  clin- 
ical study.  These  patients  are  referred  to  as  “ad- 
ministrative admissions.”  The  remaining  1,138  chil- 
dren have  been  followed  by  the  Crippled  Chil- 
dren’s Service  and  constitute  the  “classified”  pa- 
tients included  in  the  remainder  of  this  report. 

DATA  CONCERNING  PATIENTS  ENROLLED  IN  THE 
PROGRAM 


Patients  Enrolled  Each  Year 

1960-1962 

| Administrative 
S Class  / 


Figure  2.  New  patients  enrolled  in  the  program,  1960-1962, 
by  classification. 


Although  there  are  reliable  figures  to  indicate 
that  the  incidence  of  rheumatic  fever  is  decreas- 
ing, the  yearly  enrollment  rate  in  this  program  has 
not  varied  a great  deal.  There  has  been  no  major 
shift  in  the  number  of  patients  enrolled  who  have 
or  who  do  not  have  evidence  of  rheumatic  carditis. 
Figure  2 indicates  the  number  of  new  patients  en- 
rolled during  each  program  year,  by  classification. 

During  a one-year  period  there  may  be  an  in- 
crease in  the  number  of  cases  of  rheumatic  fever 
in  one  locality,  but  over  a period  of  several  years 
rheumatic  fever  remains  a rather  constantly  re- 
curring statewide  health  problem.  Figure  3 shows 
the  number  of  patients  who  were  receiving  penicil- 
lin each  year  from  the  beginning  of  the  program 
in  1955  through  1962.  As  new  patients  were  added 
and  the  majority  of  old  patients  continued  (Classes 
I and  II  for  five-year  periods,  and  Classes  III  and 
IV  indefinitely) , the  total  number  increased  stead- 
ily. 

Patients  continue  to  be  removed  from  the  pro- 
gram, or  to  remove  themselves,  for  reasons  that 
vary  from  the  valid  to  the  ridiculous,  from  the 
necessary  to  the  unfortunate.  The  major  number 
of  patients  removed  from  the  program  during  this 
period  are  those  who,  five  years  after  their  original 
illness,  have  no  evidence  of  rheumatic  heart  dis- 


Patients  Receiving  Penicillin  Each  Year 

1955-1962 


Figure  3.  Patients  in  the  Iowa  program  receiving  penicillin 
each  year,  1955-1962. 
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ease.  The  patients  of  greatest  concern  are  those 
who  have  rheumatic  heart  disease  and  who  have 
no  other  source  of  prophylactic  medication,  but 
who  must  be  removed  from  the  program  because 
they  are  over  21  years  of  age.  The  annoying  group 
of  patients  consists  of  those  who  withdraw  them- 
selves from  the  program  because  of  their  own  lack 
of  interest  or  understanding.  A very  few  patients 
have  been  removed  because  of  allergic  reactions 
to  penicillin.  When  this  has  occurred,  the  patients 
have  been  provided  Syncillin  or  Gantrisin. 

Table  1 lists  the  causes  for  discontinuing  343  pa- 
tients from  the  program  during  the  three-year 
period  covered  in  this  study. 


TABLE  I 

CAUSES  FOR  DISCONTINUING  PENICILLIN 


Cause 

N 

umber  of 
by  Classi 

Patients 

fication 

1 

II 

III 

IV 

Five  years'  medication  completed 

80 

1 15 

0 

0 

Failure  to  request  renewal; 

lack  of  interest  

17 

24 

19 

2 

Moved  out  of  state 

9 

10 

12 

2 

Over  age 

6 

7 

21 

2 

Diagnosis  not  established 

3 

2 

3 

0 

Allergic  symptoms  

2 

1 

0 

0 

Death 

0 

0 

5* 

1** 

Totals  

117 

159 

60 

7 

* One  died  of  injuries  sustained  in  bicycle  accident 
**  Died  of  hepatitis 


CLINICAL  OBSERVATIONS 

Each  patient  enrolled  in  the  program  is  followed 
carefully  by  means  of  cardiac  examinations  that 
include  appropriate  special  studies.  From  the  con- 
siderable information  collected  in  this  longitudinal 
study,  seven  clinical  observations  have  been  select- 
ed as  being  important  and  deserving  of  emphasis. 

1.  The  early  diagnosis  of  rheumatic  fever  is  not 
difficult.  There  are  those  who  think  that  the  mod- 
ified Jones  criteria  have  not  been  so  helpful  as  was 
originally  hoped,  but  that  has  not  been  the  expe- 
rience of  the  clinicians  involved  in  this  study.  The 
appearance  of  unusual  signs  or  the  unusual  dura- 
tion of  some  symptoms  may  require  that  the  work- 
ing diagnosis  of  rheumatic  fever  be  changed.  It  is 
admitted  that  there  are  severe  cases,  tentatively 
diagnosed  as  rheumatic  fever,  which  are  later 
shown  to  be  lupus,  viral  myocarditis,  etc.  But  they 
are  few,  and  in  such  situations  no  harm  was  done 
and,  in  truth,  good  medical  care  was  given. 

It  is  recognized  that  the  use  of  the  modified 
Jones  criteria  allows  the  diagnosis  of  rheumatic 
fever  to  be  made  in  cases  in  which  symptoms  are 
mild.  Particularly,  it  allows  the  diagnosis  of  rheu- 
matic fever  without  evidence  of  carditis.  Some  ex- 
perienced physicians  skilled  in  the  diagnosis  of 
rheumatic  disease  do  not  consider  such  patients  to 


be  candidates  for  prophylactic  therapy.  They  ar- 
bitrarily decide  that  unless  signs  of  carditis  are 
present,  the  diagnosis  of  rheumatic  fever  is  not 
allowable.  This,  however,  is  a position  that  as  yet 
is  not  generally  accepted. 

Rheumatic  fever  is  a clinical  diagnosis,  and  as  in 
all  other  cases  of  clinical  diagnosis,  there  are  varia- 
tions in  the  signs  and  symptoms  which  make  a 
final  diagnosis  less  than  precise.  The  information 
collected  by  this  study  leads  us  to  conclude  that 
the  modified  Jones  criteria  have  proved  to  be  a 
very  usable  yardstick  for  many  physicians  looking 
at  many  different  patients  showing  many  different 
signs  and  symptoms  of  rheumatic  fever. 

2.  The  patients  who  have  recurrences  of  rheu- 
matic fever  will  have  carditis  or  will  not  have 
carditis,  depending  upon  whether  carditis  was 
present  during  the  original  illness.  It  has  been 
taught  that  a patient  may  have  a bout  of  rheumatic 
fever  without  carditis,  and  at  a later  time  have  a 
recurrent  bout  of  rheumatic  fever  with  carditis. 
Indeed,  this  is  sometimes  given  as  a reason  for  the 
use  of  prophylaxis. 

In  this  study,  436  patients  had  no  evidence  of 
carditis  at  the  time  of  their  original  disease.  Of 
those,  51  patients  had  62  recurrences  of  their  dis- 
ease before  prophylaxis  was  instituted.  In  only 
four  cases  was  the  recurrence  marked  by  carditis. 

Of  the  667  patients  who  had  evidence  of  carditis 
at  the  time  of  the  original  illness,  134  patients  had 
181  recurrences  of  their  disease  prior  to  prophylac- 
tic therapy.  In  only  12  cases  did  the  patient  have 
no  evidence  of  carditis  with  the  recurrence,  and  in 
169  cases,  or  93  per  cent,  the  patient  had  some 
evidence  of  carditis  with  the  recurrence. 

The  mimicking  factor  of  rheumatic  fever  which 
results  in  a repetition  of  the  initial  type  of  rheu- 
matic disease  in  recurrences  has  been  described 
by  others.2 

3.  Rheumatic  fever  without  carditis  is  a mild  dis- 
ease. In  this  study,  385  patients  who  had  had  no 
evidence  of  carditis  at  the  time  of  then-  original 
illness  were  started  on  prophylactic  therapy  prior 
to  a recurrence.  The  great  majority  had  a mild 
disease  that  lasted  no  more  than  a few  days.  A few 
patients  had  symptoms  over  a period  of  two  to 
three  weeks. 

Four  of  these  patients  had  recurrences  after  the 
institution  of  prophylaxis,  but  the  recurrences 
were  mild  and  there  was  no  evidence  of  carditis. 
Obviously,  none  of  these  patients  is  in  any  way 
handicapped.  It  becomes  apparent  that  the  purpose 
of  providing  prophylaxis  to  the  patient  who  has 
rheumatic  fever  without  carditis  is  to  prevent  the 
recurrence  of  a mild  form  of  rheumatic  fever. 

4.  Rheumatic  fever  with  carditis,  in  the  majority 
of  cases,  carries  a good  prognosis.  In  this  series, 
533  patients  who  had  evidence  of  carditis  at  the 
time  of  their  original  illness  were  started  on  pro- 
phylaxis prior  to  a recurrence.  The  evidence  of 
carditis  varied  from  a murmur  diagnostic  of  car- 
ditis to  extensive  cardiac  dilatation  and  failure. 
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Five  years  after  the  onset  of  their  original  illness, 
294,  or  55  per  cent  of  these  patients,  had  no  ev- 
idence of  rheumatic  heart  disease.  Of  those  who 
did,  the  great  majority  did  not  have  evidence  of 
severe  cardiac  involvement.  In  129  patients,  or 
24  per  cent,  a murmur  of  mitral  insufficiency  was 
the  only  evidence  of  rheumatic  heart  disease.  Six- 
ty-one patients,  or  12  per  cent,  had  murmurs  in- 
dicating moderate  valvular  involvement,  but  had 
no  radiographic  or  other  evidence  of  severe  disease 
and  had  no  physical  handicap.  Only  49  patients,  or 
9 per  cent,  had  valvular  disease  that  limited  their 
activity  and  resulted  in  a physical  handicap. 

Interestingly  enough,  many  of  the  patients  who 
had  severe  carditis  at  the  time  of  their  original 
illness  were  free  of  rheumatic  heart  disease  after 
five  years. 

5.  The  use  of  prophylatic  therapy  has  been  suc- 
cessful in  preventing  the  recurrence  of  rheumatic 
fever.  To  determine  the  effectiveness  of  prophy- 
laxis, we  must  compare  the  incidence  of  the  recur- 
rence of  rheumatic  fever  among  patients  who  did 
not  receive  prophylaxis  with  the  incidence  among 
those  who  received  it.  Table  2 presents  a compar- 
ison of  recurrence  rates  among  1,103  patients  who 
have  been  enrolled  in  this  program  during  any 
part  of  the  three-year  period  of  the  study. 

6.  Rheumatic  fever  recurs  predominantly  in  a 
five-year  period  after  the  acute  bout  of  rheumatic 
fever.  A study  was  made  of  the  length  of  time  from 
the  onset  of  the  initial  disease  to  the  recurrence 
in  patients  who  had  recurrences  prior  to  prophy- 
lactic medication. 

Of  the  group  of  436  patients  who  demonstrated 
no  signs  of  carditis  with  their  original  illness,  51 
patients  had  62  recurrences  of  their  disease.  Table 
3 indicates  the  number  and  per  cent  of  recur- 
rences within  stated  intervals  after  onset. 


TABLE  2 

RECURRENCES  BEFORE  AND  AFTER  PROPHYLAXIS 


Onset  of 

Beginning  of 

Disease  to 

Prophylaxis  to 

Beginning  of 

End  of 

Prophylaxis 

Study  ( 1963) 

Patients*  

1103 

1 103 

Patient  years  

1184 

3352 

Recurrences  

243 

26 

( 1 85  patients) 

( 1 7 patients) 

Per  cent  of  patients 

having  recurrence  . . . . 

16.8 

1.5 

Number  of  recurrences 

per  100  patient  years 

20.5 

0.8 

* The  35  patients  in  Class 

IV  are  not  included  beca 

use  no  informa- 

tion  is  available  regarding 

the  onset  of  the  origina 

1 illness  or  the 

course  of  the  disease.  Each  of  two  of  these  patients  had  an  estab- 
lished bout  of  rheumatic  fever  with  carditis  prior  to  the  institution 
of  prophylactic  therapy;  these  are  presumed  to  have  been  recur- 
rences because  of  the  presence  of  rheumatic  carditis  prior  to  the 
episode. 


TABLE  3 

RECURRENCES  OF  CLASS  I PATIENTS 
PRIOR  TO  PROPHYLAXIS 


Number 

of 

Number  of  Years 

Per  Cent  of 

Total 

Recurrences 

After  Onset 

Recurrences 

18 

Within  one  year 

29.0 

27 

Within  two  years 

43.5 

52 

Within  five  years 

83.8 

62 

Within  ten  years 

100.0 

TABLE  4 

RECURRENCES  OF  CLASS  III 

PATIENTS 

PRIOR  TO  PROPHYLAXIS 

Number 

of 

Number  of  Years 

Per  Cent  of 

Total 

Recurrences 

After  Onset 

Recurrences 

55 

Within  one  year 

30.4 

90 

Within  two  years 

49.7 

150 

Within  five  years 

82.9 

181 

Within  ten  years 

100.0 

Of  the  group  of  667  patients  who  demonstrated 
carditis  with  their  original  illness,  134  patients 
had  181  recurrences  of  their  disease.  Table  4 in- 
dicates the  lapse  of  time  between  the  onset  of 
original  illness  and  these  recurrences. 

On  the  basis  of  these  data,  we  are  very  sure 
that  the  critical  period  for  the  prevention  of  a 
recurrence  of  rheumatic  fever  is  the  first  five  years 
after  the  initial  disease. 

We  are  aware  that  many  factors  tend  to  decrease 
the  possibility  of  recurrence.  The  observation  that 
recurrences  take  place  primarily  within  five  years 
after  the  initial  disease  has  been  reported  by 
others.3’  4 

7.  Mortality  rates  continue  low.  Among  the  chil- 
dren followed  in  this  program,  there  have  been 
four  deaths  attributable  to  rheumatic  heart  disease 
during  the  period  1960-1963. 

Each  of  these  patients  had  severe  rheumatic 
fever  with  carditis  that  caused  extensive  heart  dis- 
ease. One  patient  had  several  recurrences  of  rheu- 
matic fever  with  carditis  prior  to  prophylactic 
therapy.  After  prophylaxis  none  of  the  patients 
had  a recurrence  of  rheumatic  fever.  The  cause  of 
death  in  each  case  was  related  to  severe  rheumatic 
heart  disease. 

RECOMMENDATIONS  FOR  CARE 

The  following  recommendations  are  made  for 
the  management  of  the  patient  with  rheumatic 
fever.  They  are  based  on  the  previously  recorded 
clinical  observations. 

1.  The  modified  Jones  criteria  shoidd  continue 
to  be  used  to  establish  the  diagnosis  of  rheumatic 
fever.  The  problems  that  occur  in  the  use  of  the 
Jones  criteria  are  those  that  occur  in  the  making 
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of  any  clinical  diagnosis.  They  are  the  problems 
that  the  individual  physician  must  solve  in  inter- 
preting what  he  sees,  feels  and  hears.  An  example 
would  be  his  problem  as  to  whether  a skin  lesion 
has  been  caused  by  medication  or  by  rheumatic 
fever. 

A review  of  this  program  shows  that  the  patients 
with  very  mild  signs  or  symptoms  of  rheumatic 
disease  did  remarkably  well,  with  few,  if  any, 
recurrences.  This  observation  has  been  so  remark- 
able that  the  following  statement  can  be  made:  In 
case  of  doubt  as  to  whether  the  signs  and  symp- 
toms present  fulfill  the  modified  Jones  criteria,  it 
is  better  not  to  make  the  diagnosis  of  rheumatic 
fever.  This  statement  is  supported  by  a recommen- 
dation of  the  American  Heart  Association:  “These 
criteria  are  not  meant  to  substitute  for  the  wisdom 
and  judgment  of  the  clinician.  They  are  designed 
only  to  guide  him  toward  a diagnosis  of  the  dis- 
ease with  the  suggestion  that  he  follow  carefully 
all  questionable  cases  and  restrict  the  diagnosis  of 
rheumatic  fever  to  illnesses  which  meet  acceptable 
criteria.”5 

2.  If  the  symptoms  of  an  acute  illness  reasonably 
fulfill  the  Jones  criteria,  a working  diagnosis  of 
rheumatic  fever  shoidd  be  made.  Because  rheu- 
matic fever  has,  in  the  past,  been  equated  with 
rheumatic  heart  disease,  the  diagnosis  has  often 
resulted  in  needless  alarm.  The  first  signs  of  rheu- 
matic fever  may  be  few.  The  disease  may  develop 
over  the  course  of  several  days  or  of  a few  weeks. 
During  this  time,  the  complete  picture  will  un- 
fold. During  the  first  three  weeks  of  the  illness, 
there  is  need  for  a program  of  care  consisting  of 
repeated  physical  examinations  and  appropriate 
laboratory  studies.  Multiple  auscultatory  examina- 
tions of  the  heart  must  be  made.  Temperature  and 
sleeping  pulse  must  be  recorded.  All  of  this  is 
difficult,  if  not  impossible,  to  accomplish  without 
informing  the  family  of  the  working  diagnosis  of 
rheumatic  fever. 

Information  collected  during  this  early  period  of 
illness  may  lead  to  a revision  of  the  working  diag- 
nosis of  rheumatic  fever.  This  is  particularly  true 
of  patients  whose  clinical  signs  are  “polyarthritis, 
fever,  and  an  elevated  sedimentation  rate — the 
weakest  of  all  combinations  of  major  and  minor 
criteria.”5 

3.  The  major  obligation  of  the  physician  is  to 
make  carefid  clinical  examinations  and  other  ap- 
propriate studies  to  rule  out  carditis.  Accuracy  in 
making  the  diagnosis  of  rheumatic  carditis  is  im- 
portant, and  the  difficulties  in  making  the  diagnosis 
need  emphasis.  Many  murmurs  that  one  hears  in 
children  who  have  signs  suggesting  rheumatic  fe- 
ver are  not  indicative  of  rheumatic  carditis. 

Rheumatic  fever  occurs  at  an  age  when  innocent 
murmurs  are  common.  The  exact  incidence  of  such 
murmurs  is  not  known,  but  they  are  variously  re- 
ported as  occurring  in  50-70  per  cent  of  normal 
children.6’  7’  8 Innocent  murmurs  are  character- 


ized as  systolic  in  time,  and  short,  vibratory  or 
musical  in  quality.  They  vary  in  intensity  with 
respiration  and/or  with  change  in  position,  and 
the  point  of  maximal  intensity  is  at  the  pulmonary 
area  or  at  the  area  between  the  apex  and  the  low- 
er left  sternal  border. 

It  must  also  be  remembered  that  many  children 
with  fever  have  transitory  heart  murmurs  which 
are  systolic  in  time  and  are  heard  to  the  left  of 
the  sternum. 

Notes  on  a patient’s  chart  recording  a previous 
cardiac  examination  and  the  presence  or  absence 
of  a heart  murmur  are  of  great  assistance  in  the 
appraisal  of  the  murmur  heard  at  the  time  of  the 
illness. 

Rheumatic  carditis  is  frequently  evidenced  by 
the  appearance  of  a cardiac  murmur.  The  descrip- 
tion of  the  murmurs  of  rheumatic  carditis  is  be- 
yond the  intent  of  this  report,  and  is  well  docu- 
mented in  available  literature.  It  is  important  to 
emphasize  that  these  murmurs  are  often  transi- 
tory. They  may  be  heard  at  one  time  and  then  dis- 
appear within  a matter  of  hours.  Therefore,  mul- 
tiple auscultatory  examinations  are  required. 

The  diagnosis  of  carditis  is  infrequently  made 
solely  on  the  basis  of  a murmur.  Tachycardia  and 
other  arrhythmias  such  as  a “gallop  rhythm”  are 
important  findings.  However,  many  children  with 
fever  have  tachycardia,  and  time  must  be  allowed 
for  the  fever  to  subside  before  the  finding  of 
tachycardia  is  of  diagnostic  value.  If  the  tachy- 
cardia persists  after  the  acute  febrile  episode  is 
over,  and  if  sleeping  pulses  are  persistently  ele- 
vated, carditis  is  a likely  explanation. 

Radiographic  examinations  of  the  heart  are  of 
limited  value  in  establishing  a diagnosis  of  mild 
to  moderate  carditis.  In  cases  with  cardiac  dilata- 
tion, there  are  often  clinical  signs  of  cardiac 
failure.  Radiographic  examinations  are  done  main- 
ly to  aid  in  determining  the  response  to  treatment. 

An  electrocardiogram  is  helpful  in  the  patient 
with  questionable  but  not  definite  clinical  or  radio- 
graphic  signs  of  carditis.  A slight  abnormality  in 
the  EKG,  as  the  sole  evidence  of  carditis,  cannot 
be  used  to  establish  the  diagnosis. 

In  summary,  the  accurate  diagnosis  of  carditis 
is  dependent  upon  repeated  physical  examinations 
of  the  patient  during  the  acute  illness,  on  the  care- 
ful appraisal  of  heart  murmurs,  and  on  the  ap- 
propriate use  of  x-ray  and  EKG  studies. 

4.  Laboratory  studies  as  aids  in  the  diagyiosis  of 
rheumatic  fever  must  be  carefully  evaluated.  Un- 
til we  have  a laboratory  test  that  is  specific  for 
rheumatic  activity,  the  diagnosis  of  rheumatic 
fever  must  remain  a clinical  one.  The  antistreptoly- 
sin titer  is  one  of  the  most  overworked  laboratory 
examinations.  It  should  be  stressed  that  an  ele- 
vated antistreptolysin  titer  indicates  only  that  the 
patient  has  had  a previous  streptococcal  infection. 
In  any  group  of  children  tested  at  a given  time, 
there  will  be  some  with  moderately  elevated  an- 
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tistreptolysin  titers  and  a few  with  high  antistrep- 
tolysin titers  as  a result  of  a preceding  clinical  or 
sub-clinical  streptococcal  infection.  In  a child  who 
has  other  impressive  evidence  of  rheumatic  fever, 
an  antistreptolysin  titer  of  more  than  330  units  is 
of  importance,  but  not  diagnostic.  An  antistreptoly- 
sin titer  lower  than  330  units  is  not  helpful,  par- 
ticularly in  a child  who  otherwise  has  limited  evi- 
dence of  rheumatic  fever.  The  antistreptolysin 
titer  must  be  repeated  after  an  interval  of  two  to 
three  weeks,  and  if  the  titer  is  rising,  it  can  be 
assumed  that  the  patient  has  had  a recent  strepto- 
coccal infection  and  that  the  infection  is  probably 
related  to  the  illness. 

In  terms  of  cost  and  general  availability  to  the 
physician,  the  erythrocyte  sedimentation  rate  re- 
mains the  most  useful  laboratory  examination  for 
the  diagnosis  of  rheumatic  fever.  However,  when 
significant  heart  failure  is  present,  the  sedimenta- 
tion rate  may  be  depressed.  It  may  also  be  de- 
pressed by  steroid  therapy.  Because  the  C-reactive 
protein  is  less  sensitive  to  the  effect  of  steroids  and 
is  influenced  by  fewer  nonspecific  factors  than  is 
the  erythrocyte  sedimentation  rate,  it  is  considered 
by  some  to  be  the  examination  of  choice.  Other 
laboratory  examinations  used  in  identifying  rheu- 
matic disease,  although  helpful,  are  not  generally 
available  and  are  no  more  dependable  in  establish- 
ing the  diagnosis  than  are  the  three  procedures 
discussed. 

5.  A program  of  careful  medical  management 
shoidd  be  established,  and  it  shordd  be  predicated 
on  the  presence  or  absence  of  carditis.  At  the 
present  time,  a physician  who  makes  a diagnosis 
of  rheumatic  fever  finds  that  the  rules  for  care  of 
the  patient  are  as  ill-defined  as  were  the  rules  for 
making  the  diagnosis  of  rheumatic  fever  prior  to 
the  Jones  criteria,  but  it  is  the  belief  of  the  authors 
that  a program  of  management  for  the  patient 
with  rheumatic  fever  can  now  be  stated. 

MEDICAL  CARE  OF  ACUTE  ILLNESS 

The  type  and  duration  of  treatment  of  the  pa- 
tient with  rheumatic  fever  is  determined  by  the 
presence  or  absence  of  carditis.  Without  signs  of 
carditis,  the  treatment  is  symptomatic.  Salicylates 
— % grain  per  pound  per  day  for  the  relief  of 
joint  distress  and  fever — constitute  the  baseline  of 
therapy.  Many  children  are  anorexic,  and  they 
must  have  adequate  diets  and  supplemental  vita- 
mins. 

If  the  patient  has  evidence  of  carditis,  then  the 
use  of  steroids  must  be  considered.  In  spite  of  ex- 
tensive and  carefully  controlled  clinical  studies, 
however,  the  exact  role  of  steroid  therapy  in  the 
treatment  of  rheumatic  fever  remains  equivocal. 

PHYSICAL  ACTIVITY 

The  degree  of  physical  activity  to  be  allowed 
depends  upon  the  presence  or  absence  of  carditis 


and  upon  the  duration  of  the  symptoms  of  ar- 
thritis. 

There  are  excellent  cardiac  centers  that  recom- 
mend the  early  ambulation  of  the  patient  in  spite 
of  laboratory  evidence  of  continuing  rheumatic 
activity,  if  there  is  minimal  or  no  evidence  of  car- 
ditis. Prolonged  bedrest  in  the  hospital  or  at  home, 
followed  by  restriction  of  physical  activity,  is  no 
longer  advised,  just  as  it  is  no  longer  recommended 
for  the  patient  who  is  convalescing  from  myo- 
cardial infarction.  During  early  convalescence  from 
rheumatic  fever,  physical  activity  is  tailored  to 
prevent  tachycardia  or  fatigue.  After  a few  weeks, 
activity  that  does  not  result  in  fatigue  is  permit- 
ted. 

The  following  are  presented  as  reasonable  guide- 
lines for  physical  activity: 

The  child  who  has  no  evidence  of  rheumatic 
carditis  may  be  up  and  about  his  home  in  two 
weeks’  time;  he  can  be  allowed  limited  activity  in  ! 
a month’s  time;  and  he  can  return  to  full  activity 
in  two  months’  time. 

The  child  who  has  evidence  of  rheumatic  car- 
ditis will  be  at  bedrest  for  two  to  three  weeks.  If 
the  physical  signs  and  laboratory  studies  show 
progressive  improvement,  he  can  be  up  and  about 
the  home  in  one  month’s  time;  in  two  months’  time 
he  can  attend  school  in  limited  fashion;  and  in 
three  months’  time,  he  can  attend  school  regularly 
but  should  not  participate  in  competitive  sports. 

FOLLOW-UP  EXAMINATIONS 

The  patient  without  evidence  of  carditis  will 
profit  from  an  examination  once  a month  for  three 
months,  and  then  an  examination  six  months  later. 
Thereafter,  examinations  at  yearly  intervals  are 
in  order  for  as  long  as  prophylactic  therapy  is 
given. 

The  patient  with  mild  to  moderate  rheumatic 
heart  disease  will  benefit  from  examinations  once 
a month  for  six  months  after  the  conclusion  of 
his  acute  illness,  and  at  three-month  intervals  dur- 
ing the  following  year.  If  the  murmur  is  decreasing 
and  there  is  no  laboratory  evidence  suggesting 
residual  carditis,  yearly  examinations  during  the 
following  five  years  will  constitute  adequate  super- 
vision. 

The  patient  with  severe  rheumatic  heart  disease 
must  be  followed  carefully.  Surgical  correction  of 
valvular  lesions  should  be  assessed  individually  for 
each  patient,  and  whether  or  not  surgery  is  rec- 
ommended should  depend  upon  the  type  and  de- 
gree of  involvement  and  upon  the  surgical  pro- 
cedure available. 

PROPHYLAXIS 

It  is  recommended  that  any  patient  who  is  diag- 
nosed as  having  rheumatic  fever  without  carditis 
should  receive  prophylactic  medication  for  a five- 
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year  period.*  It  should  be  restated  that  the  intent 
of  this  prophylactic  care  is  to  prevent  the  recur- 
rence of  episodes  of  rheumatic  fever  without  car- 
ditis. 

It  is  recommended  that  any  patient  who  has 
rheumatic  fever  with  carditis  receive  prophylactic 
medication  for  five  years.  If,  at  the  end  of  that 
time,  he  has  had  no  recurrence  of  rheumatic  fever 
and  has  no  evidence  of  rheumatic  heart  disease, 
prophylactic  medication  may  be  discontinued. 

It  is  recommended  that  all  patients  who  have 
rheumatic  heart  disease  receive  prophylactic  med- 
ication indefinitely. 

It  is  very  likely  that  in  the  foreseeable  future 
it  will  be  decided  that  patients  who  have  rheu- 
matic fever  without  carditis  shall  be  given  peni- 
cillin prophylactically  for  a period  of  perhaps  a 


* We  are  aware  that  these  recommendations  differ  from 
those  of  the  American  Heart  Association — that  “All  individ- 
uals with  . . . should  be  placed  on  continuous  prophylaxis, 
until  new  knoweldge  makes  this  recommendation  invalid.” 
We  have  found  the  recommendation  so  indefinite  as  to  be  an 
impractical  guideline  for  this  program  of  prophylaxis. 

The  above  recommendations  are,  therefore,  made  for  this 
program.  They  are  based  on  the  observation  presented  in 
Item  6,  that  rheumatic  fever  recurs  predominantly  in  a five- 
year  period  after  the  initial  episode. 

In  accordance  with  these  recommendations,  195  patients 
have  been  removed  from  this  program  during  the  last  three 
years  (Table  1).  None  of  these  patients  had  evidence  of 
rheumatic  heart  disease  five  years  after  his  original  disease. 
Only  one  case  of  a recurrence  has  been  reported.  That  pa- 
tient had  the  recurrence  of  mild  rheumatic  fever  without 
carditis. 


year,  and  thereafter  shall  be  given  penicillin  when 
they  have  evidence  of  respiratory  disease.  That 
decision  has  not  yet  been  made,  however,  and 
therefore  it  is  not  given  as  a recommendation. 

SUMMARY 

Until  the  recent  past,  articles  concerning  rheu- 
matic fever  emphasized  the  unpredictability  of  the 
disease.  Recently,  the  emphasis  has  changed.  We 
now  can  think  of  rheumatic  fever  as  a disease 
that  runs  a fairly  orderly  and  predictable  clinical 
course.  It  is  a disease  that  can  be  favorably  altered 
by  a program  of  prophylaxis.  It  is  a disease  that, 
if  properly  treated,  results  in  a low  morbidity  and 
a low  mortality. 
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Staff  members  have  moved  into  this  new  two-story  research  addition  to  the  State  Psychopathic  Hospital  at  the  State  Univer- 
sity of  Iowa.  The  new  addition,  which  connects  the  east  and  center  wings  on  the  north  side  of  the  hospital,  was  built  at  a cost 
of  $520,000,  with  $284,465  of  this  sum  coming  from  state  appropriations  and  $235,535  from  the  federal  government.  The  ground 
floor  of  the  new  unit  contains  observation  laboratories,  an  epidemiological  statistical  center,  psycho-neurophysiological  laborato- 
ries, four  sound-proof  laboratories,  several  multi-purpose  laboratories,  an  electronics  and  equipment  shop,  and  a classroom  that 
seats  140  persons.  Two  office-laboratories,  a section  for  experimental  animal  work,  staff  offices,  and  six  laboratories  for  the  study 
of  human  behavior  and  biochemical  factors  in  mental  disorders  are  located  on  the  second  floor.  Passageway  at  right  leads  to  a 
two-story  Emotionally  Disturbed  Children's  Unit  complete  in  December  1961. 
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Differential  diagnosis  in  neuromuscular  disor- 
ders is  often  difficult,  and  clues  which  will  help  to 
distinguish  a primary  muscular  from  a neural  dis- 
order are  valuable  in  both  prognosis  and  manage- 
ment. Polymyositis,  an  inflammatory  myopathy,  is 
often  much  benefited  by  steroids,  but  it  must  first 
be  recognized  and  distinguished  from  the  other 
myopathies.  A refined  measurement  of  muscle  re- 
sponse to  Tensilon,  in  testing  for  myasthenia 
gravis,  is  useful  when  manifestations  of  weakness 
are  subtle  and  response  to  therapy  is  inconclusive. 
Furthermore,  the  identification  of  early  neurop- 
athies may  be  very  helpful  in  diagnosis.  Localiza- 
tion of  the  site  of  impaired  peripheral-nerve  con- 
duction is  of  great  value  in  such  conditions  as  the 
“carpal  tunnel  syndrome.”  Early  recognition  of  de- 
nervation or  of  reinnervation  is  of  value  in  the 
management  of  peripheral-nerve  injuries,  particu- 
larly in  reference  to  the  timing  of  surgical  inter- 
vention. 

This  paper  will  give  a brief  review  of  two  clini- 
cal neurophysiologic  technics  that  are  now  avail- 
able as  supplements  to  clinical  evaluations.  These 
technics  are  electromyography  and  nerve  conduc- 
tion velocity  determinations  (motor  and  sensory). 
An  outline  of  some  of  the  basic  physiologic  and 
pathologic  concepts  underlying  interpretation  of 
the  findings  of  these  studies  will  be  provided. 

ELECTROMYOGRAPHY 

Electromyography  is  a technic  based  on  an  anal- 
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ysis  of  the  electrical  activity  which  always  pre- 
cedes contraction  of  skeletal  muscle.  Voltage 
changes  in  the  muscle  are  recorded  from  surface 
or  needle  electrodes,  then  amplified  and  displayed 
on  an  oscilloscope,  and  finally  converted  to  sound 
for  auditory  analysis.  The  electrical  event  of  mus- 
cle activation  in  motor  units  is  termed  the  muscle- 
action  potential  (Figure  1).  The  motor  unit  is  said 
to  consist  of  a single  motor  neuron,  its  axon,  and 
all  the  muscle  fibers  innervated  by  that  single 
axon.  Buchthal  has  called  it  the  functional  unit  in 
reflex  or  voluntary  movement.1 

Lambert  has  stressed  the  importance,  in  the  ac- 
tual performance  of  electromyography,  of  testing 
several  areas  of  the  muscle  under  study,  and  of 
recording  (1)  insertion  activity,*  (2)  activity,  if 
any,  in  the  resting  muscle  which  is  normally  silent, 
and  (3)  activity  with  varying  gradations  of  volun- 
tary effort.2  Interpretation  of  the  electromyogram 
is  based  on  several  characteristics  which  are  espe- 
cially useful  in  separating  neurogenic  from  myo- 
genic pareses.  The  first  of  these  features  relates  to 
the  electrical  activity  recorded  during  maximum 
effort.  Figure  1 illustrates  the  normal  motor  unit 
and  its  electrical  activity.  The  record  of  single 
motor  unit  activity  is  shown,  and  it  should  be 
noted  that  such  a pattern  is  obtained  with  mini- 
mal muscular  contraction.  Increasing  strength  of 
contraction  is  produced  by  increasing  the  fre- 
quency of  neural  and  hence  muscular  discharge  to 
a maximum  of  perhaps  40  or  50  impulses  per 
motor  unit  per  second.  Strength  of  contraction  is 
further  enhanced  as  more  and  more  motor  units 
are  activated.  The  identity  of  individual  motor 
units  then  disappears  into  an  “interference  pat- 
tern.” The  interference  pattern  is  less  well  devel- 
oped or  is  absent  in  neurogenic  pareses.  In  myo- 
pathic pareses,  contrastingly,  the  interference  pat- 
tern is  well  preserved  even  in  the  face  of  advanced 
weakness.  Buchthal1  reports  that  this  pattern  per- 
sists in  myopathies  affecting  80  per  cent  of  the 
muscles  tested,  even  when  the  paresis  is  so  se- 


* When  stimulated  by  needle  insertion,  normal  muscle  pro' 
duces  a brief,  short-lived  burst  of  electrical  discharges. 
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Figure  I.  A.  Motor  unit.  B.  Muscle  action  potential.  The 
electrical  event,  the  muscle  action  potential,  is  represented 
for  a motor  unit  in  this  illustration.  This  activity  must  always 
precede  the  contraction  of  the  muscle  fiber.  This  electrical 
potential  is  a summation  of  volume  conducted  potentials  from 
many  fibers  belonging  to  the  same  motor  unit.  C.  Single 
repetitive  motor  unit  activity  such  as  might  be  obtained  in  a 
normal  muscle  with  slight  muscular  contraction  when  only 
one  motor  unit  is  functioning. 

vere  that  movement  against  gravity  is  impossible. 
This  pattern  differential  is  diagramed  in  Figure  2. 

A second  diagnostic  feature  of  electromyography 
relates  to  the  duration  of  the  recorded  action  po- 
tential. This  is  the  time  interval  between  the  ini- 
tial deflection  from  the  base  line  and  the  point  at 
which  the  final  deflection  again  returns  to  the  base 
line.  Since  there  is  a wide  range  of  values  to  be 
found  in  normal  muscle,  at  least  20  different  motor 
units  must  be  sampled  to  compute  the  mean  dura- 
tion of  the  action  potential.  This  variability  within 
the  same  muscle  is  attributed  partly  to  differences 
in  extent  of  innervation  zones  for  different  motor 
units  (Figure  3)  and  partly  to  a varying  position 
of  the  recording  electrode  relative  to  these  zones 
(Figure  4).  Other  factors  influencing  action-poten- 
tial duration  include  the  type  of  electrode  used, 
the  age  of  the  patient  and  the  temperature  of  the 
muscle. 

Because  of  the  wide  variations  in  duration  of 
the  action  potentials  in  normal  muscle,  this  deter- 
mination is  of  limited  value.  In  the  dystrophies, 


Figure  2.  (a)  Normal  EMG  interference  pattern  with  maxi- 
mal muscular  effort.  The  action  potentials  of  single  motor 
units  disappear  in  the  maze  of  nearly  simultaneous  motor 
unit  discharges,  (b)  Neurogenic  paresis:  Entire  motor  units 
drop  out  with  nerve  fiber  denervation.  The  resulting  loss  of 
motor  units  prevents  the  appearance  of  an  interference  pat- 
tern. (c)  Myogenic  paresis:  Most  of  the  motor  units  are  pre- 
served, but  there  is  a loss  of  some  fibers  in  each  motor  unit. 
The  interference  pattern  is  preserved,  but  there  is  consider- 
able reduction  in  potential  amplitude. 


the  mean  duration  is  reduced,  whereas  in  neural 
disorders  the  duration  tends  to  be  increased.  The 
increased  duration  of  action  potentials  in  anterior 
horn  disease  has  been  attributed  to  central  and 
peripheral  axon  sprouting,  and  this  change  in  pe- 
ripheral neuropathies  is  attributed  to  peripheral 
axon  sprouting.  It  has  been  suggested  that  the  re- 
duced duration  in  the  myopathies  may  be  related 
to  a shortening  of  the  functional  length  of  muscle 
fibers  or  to  an  increased  propagation  velocity 
along  these  fibers.3 

A third  measurable  attribute  of  the  action  po- 
tential that  is  recorded  in  electromyography  is  the 
mean  amplitude.  It  is  determined  by  measuring 
the  distance  between  the  greatest  positive  and 
negative  deflections.  Because  of  a marked  voltage 
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The  lar  ger  or  more  diffuse  motor  unit  will  produce  an  action 
potential  of  longer  duration  because  of  conduction  effects. 


Figure  4.  Increasing  the  needle  distance  from  a motor  unit 
results  in  a lower  potential  amplitude  (b),  and  prolonged 
duration  of  action  potential  (b). 

difference  in  motor  units  within  the  same  muscle, 
this  feature,  like  the  second,  requires  multiple 
measurements  and  careful  interpretation.  Neuro- 
pathic pareses  (anterior  horn  cell  and  peripheral 
nerve  involvement)  often  show  increased  mean 
action-potential  amplitudes,  whereas  myopathic 
pareses  show  decreased  amplitudes. 

Another  electromyographic  feature  that  is  help- 
ful in  distinguishing  muscular  from  neural  dys- 
function is  the  incidence  of  synchronization.  This 
feature  is  sought  with  more  than  one  recording 
electrode.  The  extra  electrode  or  electrodes  are 
inserted  beyond  the  established  territory  of  the 
motor  unit.  If  simultaneous  recordings  of  the 
measured  action  potentials  are  synchronous  at  in- 
ter-electrode distances  greater  than  25  per  cent  of 
the  expected  normal,  abnormal  synchronization  is 


present.3  Synchronization  appears  in  neuropathic 
dysfunction,  and  with  a much  greater  frequency 
in  anterior  horn  cell  disease  than  in  peripheral 
neuropathy.  Synchronization  is  not  seen  in  the 
myopathies.  A number  of  mechanisms  have  been 
offered  in  explanation  of  this  phenomenon.  These 
include  synchronous  firing  from  diseased  motor 
neurons,  selective  destruction  of  the  small  motor 
units  and  reinnervation  of  muscle  fibers  of  other 
motor  units  with  collateral  branches  as  a periph- 
eral event. 

A fifth  feature  of  electromyography  relates  to 
the  presence  and  type  of  polyphasic  potentials 
(Figure  5).  These  are  waves  with  more  than  four 
phases.  This  wave  form  is  seen  in  some  of  the 
fasciculations  in  chronic  anterior  horn  cell  disease. 
Low  voltage  polyphasic  potentials  appear  with 
voluntary  effort  to  contraction  as  the  earliest  man- 
ifestation of  reinnervation  (nascent  action  poten- 
tials in  reinnervation).  On  the  average,  polyphasic 
potentials  constitute  3 per  cent  of  muscle  poten- 
tials in  the  normal.  Two  types  of  polyphasic  waves 
can  be  distinguished.  One  type  has  a spike  com- 
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ponent  that  is  shorter  than  the  spike  potential 
duration  of  normal  motor  unit  di-  or  triphasic  po- 
tentials. The  other  type  has  a spike  potential  of 
the  same  duration  as  the  normal  motor  unit  di-  or 
triphasic  potential.1  This  latter  type  is  seen  main- 
ly in  neurogenic  paresis  (grouped  polyphasics) . 
The  former  appears  in  both  neuropathic  and  myo- 
pathic disorders. 

The  sixth  and  most  important  electromyographic 
feature  relates  to  the  presence  or  absence  of  “de- 
nervation potentials.”  Such  potentials  are  found 
in  resting  muscle.  Two  types  of  wave  forms  are  de- 
scribed. The  first  are  fibrillation  potentials.  They 
may  be  identified  by  their  characteristic  sound, 
and  they  usually  are  diphasic  in  form,  with  a 
short  duration  and  a low  voltage.  The  second  po- 
tential of  denervation  is  the  positive  wave  which 
displays  marked  variations  in  voltage  and  dura- 
tion. 

Fibrillation  potentials  are  thought  to  arise  from 
the  spontaneous  discharge  of  single  denervated 
muscle  fibers.  (The  other  potentials  that  have 
been  discussed  in  this  paper  are  produced  by  a 
summation  of  multiple  fiber  action  potentials.) 
This  explanation  of  fibrillation  is  compatible  with 
the  brief  duration  and  small  amplitude  of  the  po- 
tentials. Fibrillation,  as  electrically  defined,  is  the 
most  important  single  feature  of  an  electromyo- 
graphic study.  With  limited  exceptions,  fibrillation 
is  pathognomonic  of  denervation,  and  hence  clear- 
ly classifies  the  disorder  in  question  as  neural  in 
origin.  These  denervation  potentials,  however, 
may  not  be  found  in  20  to  30  per  cent  of  totally  or 
partially  denervated  muscles,  even  after  a careful 
search.1  Since  severe  myogenic  paresis  and  inflam- 
matory myopathies  are  capable  of  producing  de- 
nervation potentials,  a clear  dichotomy  is  not  al- 
ways possible.  The  presence  of  denervation  poten- 
tials in  myopathies  has  been  attributed  to  inter- 
ruption of  intramuscular  nerves  by  connective  tis- 
sue proliferation. 

Fasciculations  (visible  fascicular  twitching)  may 
appear  at  rest  in  chronic  motor  cell  or  axonal  dis- 


ease. These  are  accompanied  by  large  and  often 
polyphasic  potentials. 

A summary  of  the  differential  diagnosis  of  myo- 
genic and  neurogenic  pareses,  in  terms  of  the  six 
electromyographic  features  just  described,  is 
shown  in  Table  1.  The  appearance  of  these  fea- 
tures in  the  two  categories  of  dysfunction  are  not 
constant  findings,  but  rather  they  represent  sta- 
tistically frequent  occurrences.  The  electromyo- 
graphic findings  must  be  interpreted  in  the  light 
of  a clinical  understanding  of  the  illnesses.  Finally, 
a clear  distinction  between  anterior  horn  cell  dis- 
ease and  a more  peripheral  neurogenic  disorder  is 
impossible. 

Electromyographic  evidence  of  denervation  ap- 
pearing as  spontaneous  positive  waves  and  fibrilla- 
tion activity  in  the  resting  state  provides  early  in- 
sight into  the  extent  of  nerve  damage.  Fibrillation 
may  first  appear  between  seven  and  21  days  after 
the  nerve  injury.  If  periodic  examinations  show 
fibrillation  to  be  minimal  and  muscular  response 
to  electrical  stimulation  to  be  present,  then  the 
prognosis  is  good.  A high  incidence  of  fibrillation 
and  the  absence  of  muscular  response  to  electrical 
stimulation  or  voluntary  effort  indicate  a poor 
prognosis.  Reinnervation  can  be  observed  by 
means  of  electromyography  as  a diminution  of 
fibrillation  activity,  the  development  of  small  poly- 
phasic nascent  motor  units,  and  the  reappearance 
of  motor  units  with  voluntary  effort.  These  changes 
may  precede  clinical  evidence  of  recovery  by  sev- 
eral weeks.  Although  such  information  is  often 
helpful  prognostically,  it  is  not  infallible.  Deter- 
mination of  strength  duration  curves  should  be 
kept  in  mind  for  the  early  detection  of  denerva- 
tion, since  this  test  may  prove  positive  before 
electromyography.  * 

Detection  of  denervation  potentials  can  be  use- 

* Strength  duration  curves  are  determined  by  plotting  the 
intensity  of  a muscle  threshold  stimulus,  expressed  either  in 
volts  or  milliamperes,  on  an  ordinate,  and  plotting  durations 
of  current,  expressed  logarithmically,  on  an  abscissa.  Char- 
acteristic curves  for  denervation  will  thus  appear,  and  the 
process  of  reinnervation  can  be  followed  graphically. 


TABLE  I 

DIFFERENTIAL  DIAGNOSIS  OF  MYOGENIC  AND  NEUROGENIC  PARESES* 


Myogenic  Paresis 


Neurogenic  Paresis 


!.  Pattern  of  action  potentials  during 
maximum  voluntary  contraction 

2.  Duration  of  action  potential 

3.  Amplitude  of  action  potential 

4.  Synchronization 

5.  Polyphasic  potentials 

6.  Denervation  potentials 


Interference  pattern  is  usually  preserved 
but  may  sometimes  be  intermediate 
between  this  and  single  motor  units 
Decreased,  especially  in  polymyositis 
Decreased 
Rare  or  absent 

Increased — predominantly  "short"  type 

In  severe  dystrophies  only,  or  in  myositic 
myopathies 


Single  motor  units  or  patterns  less  than 
an  interference  pattern 

Increased 

Increased 

Frequent 

Increased — p redominantly  "grouped" 
type 

Frequent 


* Based  on  Buchthal,1  and  Humphrey  and  Shy.: 
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ful  in  localizing  segmental,  plexus  or  peripheral 
nerve  involvement  when  this  activity  is  considered 
in  relation  to  dermatome  or  muscle  innervation 
patterns.  Root  lesions  may  be  distinguished  by  an 
involvement  of  erector  spinae  musculature  that  is 
not  present  in  plexus  or  more  peripheral  derange- 
ments. 

A more  quantitative  measure  of  progressive 
weakness  with  exercise,  in  myasthenia  gravis,  can 
be  obtained  by  a combination  of  repetitive  nerve 
stimulation  (less  than  40/sec.)  and  simultaneous 
electromyographic  recording.1  As  stimulation  con- 
tinues, the  affected  muscles  of  the  myasthenic  pa- 
tient will  usually  reveal  progressive  diminution  of 
amplitude  of  motor  unit  action  potentials.  This  ab- 
normal response  is  eliminated  by  drugs  having 
anti-cholinesterase  activity. 

Special  mention  should  be  made  of  the  inflam- 
matory myopathies  that  may  show  EMG  patterns 
of  both  myogenic  and  neurogenic  types.  The  neu- 
rogenic components,  when  present,  appear  as  in- 


creased activity  on  electrode  insertion  and  as  spon- 
taneous denervation  potentials.  Polymyositis,  der- 
matomyositis,  scleroderma  and  lupus  erythemato- 
sus are  examples  of  these  diseases. 

A rather  unique  electromyographic  pattern  ap- 
pears in  myotonic  dystrophy,  and  is  nearly  pathog- 
nomonic of  the  condition.  It  consists  of  bursts  of 
rapid-firing  potentials  of  short  duration  on  needle 
insertion.  Their  activity,  when  converted  to  sound 
over  the  loudspeaker,  is  much  like  that  of  a dive 
bomber.  A similar  phenomenon  may  appear  with 
mechanical  stimulation  in  the  above-mentioned 
inflammatory  myopathies,  but  it  is  uncommon  and 
the  frequency  of  discharge  in  such  cases  does  not 
vary  as  it  does  in  myotonic  dystrophy. 

Mention  should  be  made  of  the  findings  in  disuse 
atrophy.  No  spontaneous  activity  is  recorded.  The 
incidence  of  polyphasic  potentials  increases,  and 
there  are  no  decreases,  or  only  slight  ones,  in 
action-potential  amplitude. 
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NERVE  CONDUCTION  STUDIES 

Technics  for  measuring  nerve  conduction  veloc- 
ity were  developed  in  the  late  1840’s.4’  5 Two  de- 
terminations can  be  made.  One  method  measures 
motor  fiber  conduction  velocity  (using  the  muscle 
action  potential  as  the  recorded  end-point),  and 
the  other  method  determines  sensory  or  mixed 
sensory  and  motor  fiber  conduction  velocity  (us- 
ing the  propagated  nerve  action  potential  as  the 
recorded  end-point).  The  two  technics  are  illus- 
trated in  Figures  6 and  7.  The  illustrations  point 
out  that  “sensory”  nerve  velocity  determinations 
can  be  achieved  with  only  a single  site  of  stimula- 
tion, since  they  do  not  involve  conduction  delay 
at  the  myo-neural  juncture,  as  do  the  motor  veloc- 
ity studies  (Figure  6).  This  delay  of  conduction 
at  the  myoneural  juncture  can  be  circumvented  in 
the  studies  of  motor  nerve  velocity  by  stimulating 
the  nerve  at  two  sites.  On  the  oscilloscope,  each 
stimulus  marks  a time  interval  between  the  stimu- 


lus artifact  and  the  muscle  action  potential  end- 
point (Figure  7).  This  is  termed  the  motor  latency. 
It  includes  the  time  required  for  nerve  stimulation, 
the  time  of  axonal  transmission,  and  the  time  of 
myoneural  transmission  (not  present  in  the  sen- 
sory recordings).  The  slowing  of  transmission  that 
takes  place  at  the  myo-neural  juncture  is  elimi- 
nated from  the  calculations  if  one  determines  two 
latencies  and  subtracts.  When  two  sites  of  stimula- 
tion are  not  possible,  the  latency  value  may  still 
give  valuable  diagnostic  information,  as  for  exam- 
ple in  the  carpal  tunnel  syndrome. 

Stimulation  of  the  usually  tested  nerves  (me- 
dian, ulnar  and  peroneal)  often  results  in  activa- 
tion of  both  motor  and  sensory  fibers.  Activation 
of  only  sensory  fibers  has  been  achieved  with 
stimulation  electrodes  about  the  second  and  fifth 
digits,  for  median  and  ulnar  nerves  respectively. 
In  addition  to  velocity  measurements,  amplitude, 
duration,  configuration  and  latency  of  the  action 
potential  are  all  evaluated.  Table  2 lists  the  values 
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TABLE  2 

CONDUCTION  VELOCITIES  FOR  MOTOR  FIBERS'5 


Muscle 

Mean  Conduction  Velocity 
( meters/second ) 

With  Standard  Deviation 

Median  nerve 
brevis) 

(abductor  pollicis 

57.2  ±4.2 

Ulnar  nerve  ( 
minimi ) 

abductor  digiti 

56.2  ±4.6 

Peroneal  nerve  (extensor  digitorum 
brevis) 

49.7  ±7.1 

for  conduction  velocity  determined  by  Thomas, 
Gilliat  and  Sears  for  motor  fibers.6 

The  propagation  velocities  of  sensory  and  motor 
fibers  are  similar.  Normal  motor  response  to  nerve 
stimulation  yields  measurable  voltage  changes  in 
the  millivolt  range,  whereas  normal  nerve  action 
potentials  produce  maximum  voltage  changes  of 
perhaps  60  microvolts,  as  measured  with  skin  elec- 
trodes. As  a test  of  peripheral  nerve  function,  the 
determination  of  motor  nerve  conduction  velocity 
has  been  regarded  as  less  sensitive  than  the  de- 
termination of  sensory  nerve  conduction  velocity, 
since  it  measures  transmission  in  the  fastest  sur- 
viving motor  fibers.  A nerve  action  potential  is  de- 
pendent on  the  passage  of  a synchronous  volley 
of  impulses  beneath  the  recording  electrodes,  and 
so  provides  a more  sensitive  index  of  scattered 
fiber  impairment  within  the  tested  nerve  (Figure 
8). 7 

Determination  of  conduction  in  sensory  fibers 
may  be  helpful  in  distinguishing  a lesion  of  the 
brachial  plexus  from  a lesion  of  the  cervical  roots. 
The  plexus  lesion  is  distal  to  the  dorsal  root  gan- 
glion cell,  and  produces  Wallerian  degeneration  and 
concomitant  loss  of  sensory  action  potentials,  even 
though  the  motor  conduction  velocity  may  be  nor- 
mal. Because  the  cervical  root  lesion  is  proximal 
to  the  cell  body  of  the  sensory  fiber,  Wallerian  de- 
generation does  not  occur,  and  the  peripheral  con- 
duction of  the  sensory  action  potential  may  be 
normal  in  the  face  of  sensory  loss.8  Appropriate 
choices  of  sites  for  stimulation,  together  with  com- 
binations of  studies  of  motor  and  sensory  conduc- 
tion, may  prove  helpful  in  the  localization  of  con- 
duction impairment  at  the  wrist  and  elbow. 

Peripheral  neuropathies  are  especially  well  eval- 
uated by  nerve  conduction  technics.  Neuropathies 
show  a slowing  of  conduction  velocities.  Mulder, 
Lambert,  Bartron  and  Sprague  have  completed 
studies  which  suggest  that  alterations  take  place 
in  the  peripheral  nerves  of  diabetic  patients  with- 
out clinical  neuropathy.9  Slowing  of  conduction 
velocity  has  been  shown  to  be  a striking  feature 
of  infectious  polyneuritis.  The  use  of  this  technic 
can  afford  quantitative  information  about  the  im- 
provement of  neural  function  in  recovering  neurop- 
athies. Electromyography  alone  often  cannot  pro- 


Figure  8.  A.  A normal  nerve  trunk  conducts  a relatively 
synchronous  volley  of  impulses  over  the  different-sized  com- 
ponent fibers,  as  manifested  by  a fairly  distinct  nerve  action 
potential.  The  duration  of  this  potential,  which  is  often  one 
or  two  milliseconds,  represents  this  nearly  synchronous  de- 
polarization of  the  different-sized  component  fibers.  B.  The 
diseased  nerve  trunk  B does  not  permit  the  passage  of  a syn- 
chronous volley  of  nerve  fiber  depolarizations.  This  increased 
spread  of  component  fiber  conduction  velocity  may  either 
produce  a lower  potential  amplitude  and  a longer  potential 
duration,  or  abolish  the  recordable  nerve  action  potential 
entirely. 


Figure  9.  A summary  of  localization  possibilities  in  terms  of 
the  discussed  electrodiagnostic  tests,  (a)  Post-ganglionic  le- 
sions will  cause  Wallerian  degeneration  and  preclude  the  re- 
cording of  sensory  nerve  action  potentials,  in  some  instances, 
(b)  Anterior  horn  cell  disease  may  show  denervation  changes 
on  electromyography,  and  normal  or  nearly  normal  conduc- 
tion velocities,  (c)  Peripheral  neuritides  may  be  detected 
with  a slowing  of  conduction  velocities,  both  motor  and 
sensory,  (d)  Motor  end-plate  dysfunction  in  myasthenia 
gravis  may  be  identified  by  means  of  repetitive  nerve  stimula- 
tion. (e)  Primary  muscular  disease  may  be  identified  by  EMG 
changes  and  by  an  absence  of  neuritic  findings  in  the  other 
tests. 
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vide  clear  localization  of  the  disease  process  to  the 
anterior  horn  cell  or  to  the  peripheral  process  of 
the  motor  unit.  Nerve  conduction  studies  may  pro- 
vide added  help  in  reaching  that  decision.  Only 
minimal  reduction  in  conduction  velocities  have 
been  reported  in  spinal  cord  disease. 

Figure  9 summarizes  some  of  the  anatomic  local- 
izations that  may  be  possible  through  combined 
technics  of  electromyography  and  nerve  conduc- 
tion studies. 

SUMMARY 

Two  neurophysiologic  technics  with  important 
clinical  applications  have  been  described.  Some  of 
the  pathophysiologic  concepts  underlying  the  tests 
have  been  discussed.  The  possibility  of  localizing 
a neural  lesion  to  one  of  four  sites  within  the 
motor  unit,  or  to  one  of  two  sites  in  the  sensory 
arc,  have  been  discussed.  Examples  of  clinical  ap- 
plications have  been  presented. 

Electromyography  and  the  determination  of  the 
nature  and  velocity  of  conduction  in  motor  and 
sensory  nerves  are  supplementary,  one  to  the  oth- 
er. Together,  they  may  contribute  substantially  to 
diagnosis  in  puzzling  neuromuscular  disorders. 
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Many  physicians  harbor  an  unwarranted  feeling 
of  inadequacy  as  regards  performing  and  evalu- 
ating the  neurologic  examination,  and  thus  neg- 
lect it  almost  entirely.  Although  an  exhaustive 
examination  requires  considerable  time,  knowl- 
edge and  experience,  the  problems  of  diagnosis 
in  reference  to  many  patients  will  be  met  by  the 
simplified  examination  outlined  below.  Many  de- 
tails must  perforce  be  omitted,  but  the  authors 
feel  that  they  can  facilitate  an  improvement  in 
the  care  of  patients  by  presenting  a neurologic 
examination  that  is  practical  for  the  busy  prac- 
titioner to  perform. 

Dr.  Van  Allen  is  an  associate  professor  of  neurology, 
and  Dr.  Sahs  is  professor  and  head  of  the  Department  of 
Neurology  at  the  State  University  of  Iowa  College  of  Medi- 
cine. This  is  a publication  of  the  Neurosensory  Center. 
The  Neurosensory  Center  is  supported  by  Program-Project 
Grant  No.  B-3354  of  the  National  Institute  of  Neurological 
Diseases  and  Blindness  of  the  United  States  Public  Health 
Service. 


By  showing  technics  by  which  considerable 
knowledge  of  the  neurologic  status  of  a patient 
can  be  gathered  quickly,  they  hope  to  avert  the 
customary  neglect  of  this  matter.  If  neurologic 
deficits  are  found,  more  detailed  inquiry  will  be 
necessary.  In  a given  case,  serious  disorder  may 
exist  without  exhibiting  positive  findings  during 
this  abbreviated  examination  or,  for  that  matter, 
during  more  refined  examinations.  However,  this 
circumstance  is  the  exception  rather  than  the 
rule. 

The  examination  outlined  below  applies  par- 
ticularly to  the  ambulatory  patient  and  has  cer- 
tain other  limitations.  If,  however,  no  abnormali- 
ties are  discovered,  the  examiner  can  safely  state 
that  there  is  no  gross  functional  abnormality  with 
respect  to  strength,  coordination,  stretch  reflexes 
and  sensation. 

An  important  prerequisite  to  the  effective  use 
of  the  following  technics  is  a knowledge  of  the 
“normal  range  of  performance”  at  various  ages. 
The  acquisition  of  such  standards  requires  interest, 
ordinary  powers  of  observation  and  a certain 
amount  of  practice  of  the  maneuvers  to  be  de- 
scribed. When  acquired,  it  will  serve  as  another 
feature  of  that  almost  unconsciously  applied  stan- 
dard of  normality  which  constantly  guides  the  phy- 
sician. 


206 


Journal  of  Iowa  Medical  Society 


April,  1963 


THE  EXAMINATION 

Examination  of  the  patient  begins  with  a word 
of  greeting,  a hand  clasp  and  the  offer  of  a chair. 
As  the  patient  recounts  his  symptoms  and  answers 
questions,  a fairly  accurate  evaluation  of  his  mem- 
ory, intelligence,  comprehension,  reasoning  power 
and  speech  can  be  made.  These  highest  functions 
of  the  nervous  system  are  also  the  ones  having 
most  variability  within  the  limits  of  “normal.” 
Especially  to  be  watched  for  are  “poor  concentra- 
tion,” defective  memory  for  recent  events,  loss  of 
orientation,  excessive  circumstantiality,  and  poorly 
enunciated  or  halting  speech.  If  speech  is  not  flu- 
ent and  if  dysphasia  is  suspected,  the  patient 
should  be  asked  to  name  simple  objects,  to  add 
the  values  of  coins  and  to  read  a sentence. 

The  more  one  can  observe  of  the  patient’s  physi- 
cal performance,  the  more  likely  he  is  to  discover 
neurologic  abnormalities.  One  should  not,  how- 
ever, overlook  tremors,  tics  and  various  involun- 
tary movements  that  are  often  best  seen  with  the 
patient  at  rest;  nor  should  he  overlook  paucity  of 
movement,  which  is  a common  manifestation  of 
Parkinson’s  disease.  When  the  primary  complaints 
seem  not  to  suggest  a disorder  of  the  nervous  sys- 
tem, it  is  advantageous  and  time-saving  to  ask  the 
patient  about  the  functioning  of  his  sense  organs 
and  motor  system  as  the  examination  proceeds. 
The  examination  described  does  not  necessarily 
require  that  the  patient  lie  down,  and  hence  can 
be  conveniently  done  either  before  or  after  the 
general  examination. 

It  is  convenient  to  begin  with  the  patient  walk- 
ing, and  to  proceed  from  there  as  noted  in  the  ac- 
companying illustrations  and  legends.  Caution:  Be 
certain  that  the  patient  is  not  likely  to  fall  due  to 
ataxia,  age  or  other  infirmity.  He  may  be  given 
assistance  in  attaining  his  balance,  and  then  be 
asked  to  perform  the  various  tasks.  Look  for  nor- 
mal free-swinging  movements  of  the  arms  as  he 
walks,  and  for  the  free  turning  of  the  head  which 
should  precede  that  of  the  trunk.  The  loss  of  these 
associated  movements  suggests  parkinsonism. 

Agile  hopping  is  one  of  the  most  demanding  of 
activities  and  is  the  most  economical  to  observe  in 
collecting  information  (Figure  1).  If  the  patient 
can  hop  well  on  either  foot  alone,  springing  up  and 
down  on  his  toes  while  maintaining  his  balance,  he 
has  little  or  no  dysfunction  of  motor  tracts,  cere- 
bellum, spinal  cord,  peripheral  nerves,  muscles  or 
joints.  Dysfunctions  such  as  hitting  the  heel  hard 
on  the  floor,  losing  balance,  being  unable  to  get 
off  the  floor,  or  dropping  the  foot  at  a spot  more 
than  three  or  four  inches  from  the  point  of  take- 
off will  serve  notice  of  some  disorder. 

Standing  on  one  foot  while  shaking  the  other 
provides  quick  and  simultaneous  tests  of  balance, 
strength  of  pelvic  girdle,  certain  aspects  of  strength 
of  the  legs,  and  the  ability  to  perform  rapid  alter- 
nating movements.  The  tests  of  strength  and  co- 
ordination of  the  lower  limbs  conclude  with  squat- 
ting and  rising  on  either  leg  alone,  and  walking  on 


heels  and  toes,  provided,  of  course,  that  all  per- 
formances are  done  well. 

Posture  of  the  arms  is  tested  as  shown,  while 
one  employs  the  Romberg  test  for  balance  (Figure 
1 e) . Early  hemiparesis  is  easily  picked  up  from 
a tendency  to  a flexion  posture  of  the  hand  and 
ami,  and  a drooping  of  the  affected  arm.  The 
strength  and  coordination  of  the  arms  and  the 
ability  to  perform  alternate  movements  of  the 
hands  can  be  tested  rapidly  while  the  patient  is 
standing  (Figure  2 a).  Visual  observation  and  pal- 
pation of  muscles  being  tested  for  strength  should 
be  routine  matters.  If  the  patient  successfully 
meets  these  tests  of  function  of  the  extremities  and 
of  maintenance  of  posture  essential  to  it,  one  can 
be  reasonably  sure  that  there  is  no  gross  disorder 
of  the  motor  (“pyramidal”  and  “extrapyramidal”) 
systems  of  the  brain,  midbrain,  cerebellum  and 
spinal  cord.  Similarly,  the  presence  of  a significant 
disorder  of  the  peripheral  nerves  or  muscles  is  un- 
likely. The  patient  then  can  be  seated  for  the  re- 
mainder of  the  examination. 

Next,  the  scalp  is  palpated  for  deformity,  and 
passive  movements  of  the  neck  are  performed  to 
elicit  evidence  of  stiffness.  Carotid  pulses  should 
be  gently  sought.  Strength  of  the  neck  in  flexion 
and  extension  is  tested  against  resistance. 

Movement  of  the  eyes,  pupillary  reflexes  and 
vision  deserve  special  attention.  Central  visual 
acuity  can  be  tested  by  the  standard  Snellen 
charts,  or  by  asking  the  patient  to  read  small  print 
with  either  eye.  The  normal  position  of  eyes  is 
noted,  and  a routine  check  is  made  for  conjugate 
rotation  and  convergence,  as  illustrated  in  Figure 
3.  Nystagmus  will  be  detected  if  present.  One  then 
administers  confrontation  tests  for  fields,  testing 
the  eyes  separately.  The  examiner  can  add  tre- 
mendously to  the  sensitivity  of  this  gross  test  by 
moving  his  fingers  on  both  sides  of  the  patient’s 
head  simultaneously,  since  detection  of  movement 
in  a defective  field  may  be  suppressed  as  attention 
is  drawn  to  the  normal  side.  Examination  of  the 
pupils  and  of  their  individual  and  consensual  re- 
actions to  light  is  done  as  usual.  Funduscopic  ex- 
amination, of  course,  is  a routine  and  important 
part  of  the  general  examination. 

Examination  of  cranial  nerve  function  continues 
with  testing  for  intactness  of  the  sensory  and 
motor  components  of  the  5th  cranial  nerve  (Fig- 
ure 4). 

The  7th  cranial  nerve  is  tested  by  sampling  the 
patient’s  expressive  action,  as  in  grimacing,  whis- 
tling, closing  the  eyes  and  furrowing  the  forehead. 
Hearing  is  tested  with  a watch  or  tuning  fork 
(Figure  5).  The  11th  cranial  nerve  mediates  con- 
traction of  the  upper  trapezius  and  the  sterno- 
cleidomastoid muscles.  Hence  it  is  responsible  for 
much  of  the  strength  of  neck  movements,  in  addi- 
tion to  the  functions  shown  tested  in  Figure  5 c 
and  d.  Protrusion  of  the  tongue  and  ability  to  flip 
the  tongue  rapidly  are  observed. 

The  tendon  reflexes  are  elicited,  as  shown  in 
Figure  6,  and  a comparison  is  made  of  responses 
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on  the  two  sides  in  extremities  placed  symmetrical- 
ly. A light  tap  on  a tendon  that  has  been  placed 
under  gentle  tension  will  bring  out  the  stretch  re- 
flex. Particular  attention  should  be  given  to  the 
Babinski  sign.  Its  importance  lies  in  its  almost  con- 
stant association  with  disease  of  the  nervous  sys- 
tem. 

The  sensory  examination  should  be  preceded  by 
questions  about  symptoms  of  subjective  disturb- 


ance. The  successful  performance  of  the  motor 
acts  noted  above  serves  to  exclude  all  but  subtle 
disorders  of  position  and  vibration  sense.  It  is  eco- 
nomical of  time  to  ask  the  patient  to  outline  areas 
of  abnormal  sensation.  A brief  sensory  survey  is 
best  in  a preliminary  examination,  and  care  should 
be  taken  to  avoid  suggesting  deficits.  Most  sensory 
deficits  are  distributed  in  one  of  three  ways:  pe- 
ripherally in  the  extremities;  dermatomal,  as  in 


a- 


Figure  I 

(a)  Agility  in  hopping  demands  a rather  high  degree  of 
muscular  coordination,  maintenance  of  balance,  sense  of 
position  and  good  strength  of  muscles  of  the  pelvic  girdle, 
quadriceps  and  leg.  Hopping  usually  is  not  well  performed 
by  the  elderly  and  the  arthritic.  During  this  test,  the  exam- 
iner should  support  the  older  patient  lightly  by  holding  on 
to  one  of  his  arms  or  by  placing  his  forearm  under  the  pa- 
tient's axilla.  The  estimation  of  balance  is  thus  modified,  but 
falls  will  be  prevented. 

{ b ) Selectively  testing  the  strength  of  a quadriceps  group 
is  best  done  by  having  the  patient  squat  and  rise  on  one 
leg  alone.  An  otherwise  easily  overlooked  weakness  of  this 
muscle  group  is  quickly  apparent  as  a deficiency  in  control- 
ling the  downward  movement,  or  in  rising.  Hopping  may 
also  reveal  this.  A need  for  aid  in  maintaining  balance  is 
often  indicated. 

(c)  Ability  to  stand  on  one  leg  alone  again  tests  balance, 


strength  and  coordination.  Shaking  the  other  leg  at  the  same 
time  quickly  tests  ability  to  perform  rapid  alternating  move- 
ments. This  latter  ability  ( diadochokinesia ) is  impaired  in 
spasticity,  cerebellar  disorders  and  sometimes  in  parkinson- 
ism. 

(d)  Foot  drop  is  easily  overlooked  unless  the  patient  is 
asked  to  walk  on  his  heels.  The  distal  or  forward  portion 
of  the  foot  should  clear  the  floor,  and  the  toes — especially 
the  great  toe — should  be  strongly  dorsiflexed.  One  should 
inspect  the  muscles  for  atrophy  while  observing  this  ma- 
neuver. The  patient  is  then  asked  to  walk  on  his  toes,  as  il- 
lustrated. This  maneuver  tests  the  strength  of  his  calf  muscles. 

(e)  The  standard  Romberg  test  is  done  with  the  patient 
standing  erect  and  with  his  feet  approximated.  Balance  is 
checked  first  with  the  patient's  eyes  open,  and  then  with 
them  closed.  It  is  time-saving  to  have  the  patient  hold  his 
arms  outstretched  as  shown.  In  hemiparesis,  the  affected 
arm  drifts  downward  and  takes  a flexion  posture,  as  does 
the  hand. 
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spinal-cord  or  root  compression;  or  one-sided, 
hemihypesthesia  (Figure  7).  Hence,  one  should 
compare  sensation  in  contrasting  areas. 

The  common  pin  is  the  most  valuable  tool  in 
sensory  testing.  A sensation  of  sharpness  should  be 
elicited  by  a light  application  of  it  to  an  unaffected 
area.  (The  base  of  the  neck  anteriorly  is  seldom 
affected  in  disease.)  Then  the  contrasting  areas 
may  be  compared,  and  sites  of  change  of  sensitiv- 
ity should  be  noted  (Figure  8 a).  Sensation  of 
touch  can  be  tested  by  a light  application  of 
fingers  or  by  the  use  of  cotton.  The  most  impor- 
tant areas  to  test  are  the  hands,  feet  and  face. 

The  methods  of  more  detailed  testing  of  sensory 


modalities  are  shown  in  Figure  8 and  are  explained 
in  the  legends.  Impairment  of  two-point  discrimi- 
nation is  one  of  the  early  clinical  signs  in  periph- 
eral neuropathies  and  posterior  column  disease 
(e.g.,  in  pernicious  anemia).  Loss  of  stereognosis, 
when  not  obviously  due  to  peripheral  neuropathy, 
is  a valuable  sign  of  brain  disease. 

CONCLUSION 

The  purpose  of  this  presentation  has  been  to 
describe  and  illustrate  a series  of  maneuvers 
which  can  be  performed  quickly  and  which  will 
rapidly  reveal  the  presence  of  disorder  of  the 
nervous  system  or  give  reasonable  assurance  of 


Figure  2 

(a)  When  the  Romberg  test  and  observation  of  arm 
posture  noted  in  Figure  1 have  been  completed,  the  patient 
may  be  asked  to  shake  his  hands  rapidly  or  engage  rapid 
pronation  and  supination  to  test  his  ability  to  do  rapid 
alternate  movements — an  ability  commonly  diminished  in 
disorders  of  brain  and  spinal  cord. 

(b)  Ability  to  hold  the  arms  abducted  is  impaired  early 
in  hemiparesis  or  in  shoulder-girdle  weakness.  The  test  is 
shown. 

fcj  When  the  patient's  arms  are  outstretched  forward, 
the  physician  presses  an  arm  down  against  resistance.  If 
present,  scapular  winging  will  thus  become  apparent. 

(d)  Strength  of  biceps  plus  brachioradialis,  and  triceps, 
can  be  tested  against  the  patient's  resistance  as  shown. 


(e)  Testing  strength  of  grips.  The  views  are  self-explana- 
tory. Remember,  gripping  is  largely  done  by  the  musculature 
of  the  forearm.  The  intrinsic  muscles  of  the  hand,  especially 
the  interossei,  are  tested  by  finger  abduction  as  shown  (f). 
More  refined  and  individualized  testing  should  be  done  if 
weakness  is  detected.  Early  hemiparesis  and  peripheral 
neuropathy  produce  weakness  in  these  areas. 

(f)  The  patient  performs  the  finger-to-nose  test  with  his 
eyes  closed,  and  alternately  with  one  extremity  and  then 
the  other.  In  cerebellar  disorders  this  movement  is  not  done 
smoothly,  and  the  finger  tends  to  deviate  when  it  approaches 
the  nose.  The  movement  is  poorly  "braked,"  moreover,  and 
the  finger  may  strike  the  face.  When  position  sense  is  dis- 
turbed, the  movement  may  be  done  in  a fairly  well-coordi- 
nated way,  but  the  target  is  missed. 
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normal  function.  In  the  presence  of  demonstrated 
disorder,  more  refined  examinations  should  be 
carried  out  as  indicated.  A number  of  helpful  text- 


books are  available  to  provide  more  detailed  in- 
formation regarding  the  neurologic  examination 
and  the  implications  of  abnormal  findings. 


Figure  3 

(a)  Any  abnormality  of  the  fundus  may  be  of  neurologic 
interest.  One  looks  particularly  for  papilledema,  optic 
atrophy  and  alterations  in  the  vessels. 

( b,  c,  d,  e)  After  observing  for  normal  position  of  the 
eyes  in  forward  gaze,  check  rotations  of  the  eyes  as  shown. 
Ask  whether  the  patient  experiences  diplopia  in  any  posi- 
tion. Nystagmus,  if  present,  should  appear  during  these 
maneuvers.  Minor  jerky  movements  of  the  eyes  at  extremes  of 
lateral  gaze  can  usually  be  ignored. 

(f)  Many  patients  converge  poorly  on  a near  object,  but 
most  will  converge  to  some  degree.  In  the  normal  person, 


pupillary  constriction  and  accommodation  occur  reflexively 
on  this  maneuver. 

(g)  Observe  for  equality  and  roundness  of  pupils,  and  for 
individual  reaction  to  light.  Then  check  to  see  whether  the 
contralateral  pupil  reacts  when  only  one  eye  is  exposed  to 
light  ( consensual  reaction). 

(h)  Gross  defects  in  the  visual  fields  may  be  found  by 
finger  movement  in  the  quadrants,  with  the  patient  looking 
at  the  examiner's  face.  The  eyes  should  be  tested  separately. 
A more  sensitive  variation  of  this  test  involves  moving 
fingers  on  both  sides  simultaneously.  The  patient  tends  to 
neglect  one  finger  in  the  presence  of  a visual  field  cut  or 
suppression  on  that  side. 


a 


d. 


Figure  4 

(a)  The  5th  cranial  or  trigeminal  nerve  is  tested  for  both 
sensory  and  motor  functions.  Using  pin  and  cotton,  the  phy- 
sician elicits  sensations  of  sharpness  and  touch,  and  com- 
pares the  two  sides  in  forehead,  cheek  and  chin,  correspond- 
ing to  the  three  major  divisions. 

(b)  A light  touch  of  cotton  to  the  cornea  is  a more  ob- 
jective test  of  sensory  loss,  eliciting  the  blink  reflex.  Rapidity 
of  withdrawal  and  lid  closure  may  be  lessened  on  the  side 
of  diminished  pain  sensation  in  the  first  or  ophthalmic  di- 
vision. 

(c)  The  5th  nerve  innervates  the  muscles  of  mastication. 
The  physician  should  ask  the  patient  to  bite  his  teeth  to- 
gether firmly  while  he  is  palpating  the  masseter  muscles  and 
attempting  to  resist  the  patient's  movement. 

(d)  The  7th  cranial  nerve  innervates  the  muscles  of  the 
face.  By  showing  the  teeth  and  contracting  the  platysma, 
the  patient  allows  the  doctor  to  estimate  the  strength  and 


symmetry  of  his  lower  facial  muscles.  It  is  expeditious  for 
the  doctor  to  demonstrate  what  he  wishes  the  patient  to 
do.  Some  normal  subjects  have  limited  ability  to  exercise 
selectivity  in  the  use  of  the  facial  muscles. 

(e)  Puffing  out  the  cheeks  is  a good  test  for  facial  palsy, 
since  air  tends  to  escape  on  the  paretic  side. 

(f)  Closing  eyes  tight  is  another  good  test  of  facial 
strength  in  disorders  of  the  nerve  (lower  motor  neuron)  or 
brain  (upper  motor  neuron).  The  physician  can  supplement 
the  test  by  trying  to  pull  the  patient's  lids  apart  gently 
against  resistance. 

(g)  Eliciting  contraction  of  the  frontalis  is  important.  Most 
patients  do  this  quickly  on  being  asked  to  look  upward 
strongly.  Weakness  of  contraction  of  this  muscle  on  the 
side  of  lower  facia!  weakness  is  almost  pathognomonic  of  a 
facial  nerve  lesion  (e.g.  Bell's  pa!sy).  Sparing  of  the 
frontalis  in  the  presence  of  unilateral  facial  weakness  usually 
means  that  the  weakness  of  the  lower  face  is  due  to  a lesion 
of  the  brain. 


d. 


Figure  5 

(a)  Hearing  can  be  tested  grossly  by  noting  the  patient's 
ability  to  hear  a watch  tick  or  the  sound  of  a tuning  fork. 
Acuities  of  the  two  ears  should  be  compared.  The  vestibular 
portion  of  the  8th  cranial  nerve  is  not  tested  in  the  routine 
examination. 

{ b ) The  palate  is  elevated  on  phonation  and  in  the  gag 
reflex.  Movement  on  the  two  sides  should  be  equal.  Minor 
asymmetries  are  common,  but  paralysis  of  one  side  is  indi- 
cated by  a definite  failure  of  the  arch  on  this  side  to  be 
elevated.  A failure  of  the  palate  to  move,  even  in  gagging, 
associated  with  nasal  speech,  indicates  bilateral  paralysis. 
Palatal  movements  have  their  centers  in  the  medulla,  and  are 
mediated  via  the  vagus  or  10th  cranial  nerve.  Hoarseness 
should  lead  the  physician  to  suspect  lOth-nerve  paralysis  as 


well.  Paralysis  of  a vocal  cord  may  be  diagnosed  only  by 
laryngoscopy. 

(c,  d)  The  function  of  the  llth  cranial  (spinal  accessory) 
nerve  is  tested  by  checking  the  strength  of  the  trapezius  and 
sternocleidomastoid  muscles.  Observation  of  bulk  and  firm- 
ness during  contraction  is  an  important  part  of  this  and  all 
other  muscle  testing. 

(e,  f)  The  hypoglossal  or  12th  cranial  nerve  is  tested  by 
observing  the  strength  and  symmetry  of  protrusion  of  the 
tongue.  The  tongue  will  deviate  to  the  side  of  weakness. 
Neurogenic  atrophy  is  manifested  by  longitudinal  furrowing. 
Rapid  flipping  of  the  tongue  (f)  is  requested  in  order  to 
test  the  patient's  ability  to  do  rapid  alternate  movements. 
The  maneuver  usually  must  be  demonstrated  to  the  patient. 
This  ability  is  diminished  in  some  instances  of  brain  disease 
(pseudobulbar  palsy). 


Figure  6 

(a)  The  stretch  reflexes  must  be  obtained  from  an  ex- 
tremity so  positioned  as  to  place  the  muscle  to  be  tested 
under  moderate  tension.  The  position  shown  is  usually  satis- 
factory for  the  biceps  reflex.  The  physician  must  place  his 
th  umb  on  the  biceps  tendon  and  strike  the  thumb.  The  reflex 
response  is  both  felt  and  seen.  He  should  use  gentle  taps  of 
equal  strength  on  the  two  sides,  with  the  patient's  extremi- 
ties symmetrically  placed. 

(b)  Testing  the  triceps  stretch  reflex.  The  same  principles 
apply.  Other  positions,  including  arms  akimbo,  may  be  used. 

(c)  The  patellar  tendon  reflex  is  often  more  easily  tested 
when  the  patient's  feet  are  flat  on  the  floor  than  when  his 
legs  are  dangling  from  the  examining  table.  The  quadriceps 
group  is  easily  and  quickly  relaxed  in  this  position.  The  doc- 
tor should  feel  and  watch  the  response. 

(d)  The  Achill  es  tendon  reflex  is  easily  and  quickly  tested 


in  this  position,  with  the  patient  kneeling.  The  doctor  should 
tap  the  tendon  gently. 

(e)  The  Hoffmann  sign  is  positive  in  spasticity  and  occasion- 
ally in  tense  normal  subjects.  The  physician  should  have  the 
patient's  hand  relaxed,  and  he  should  flip  or  snap  the  end 
of  the  subject's  middle  finger  between  his  thumb  and  fore- 
finger. Flexion  of  the  thumb  and  other  fingers  constitutes  a 
positive  sign. 

(f)  The  Babinski  sign  is  the  single  most  important  reflex 
to  be  elicited.  The  test  may  produce  artifacts  because  of 
ticklishness  and  sensitivity  of  the  sole.  The  metal  end  of  the 
ordinary  reflex  hammer  is  an  appropriate  tool  to  use,  but 
at  times  a sharper  instrument  is  required  such  as  a key  or 
a broken  tongue-blade.  The  bluntest  point  possible  should 
be  used,  and  the  foot  should  be  stroked  from  the  heel  to 
the  base  of  toes.  The  sign  is  manifested  by  a dorsiflexion  of 
the  great  toe  and  a fanning  of  other  toes,  as  shown. 
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Figure  8 

(a)  When  attempting  to  outline  a "level"  of  demarcation 
between  normal  and  denervated  zones,  it  is  well  for  the 
physician  to  begin  stimulation  of  the  skin  in  the  abnormal 
region,  and  then  to  approach  the  normal  with  consistently 
applied  stimuli.  The  patient  will  identify  the  transition  from 
abnormal  to  normal  more  easily  than  from  normal  to  ab- 
normal. Stimulate  an  unequivocally  normal  zone,  from  time 
to  time,  to  aid  the  patient's  memory  and  orientation.  The 
demarcation  of  zones  of  sensory  deficit  is  usually  first  done 
by  testing  for  pain  by  pinprick.  Then  a light  touch  of  cotton 
is  used,  and  then  temperature  discrimination  is  tested  by 
means  of  tubes  of  hot  and  cold  water. 

(b)  Vibratory  sense  is  easily  tested  by  the  tuning  fork  as 

shown.  It  is  probably  best  to  use  a large  fork  with  a fre- 
quency of  128  vibrations  per  second.  Place  it  firmly  on  skin 

which  is  closely  applied  to  bone.  Some  degree  of  quantitation 
is  possible  if  the  patient  is  asked  to  report  the  moment  he 
no  longer  detects  the  "buzz."  The  ability  to  sense  the  vi- 
bration is  commonly  lost  in  the  toes  of  the  elderly.  Position 
and  vibratory  senses  are  conducted  by  larger  fibers  of  the 
peripheral  nerve  and  by  the  posterior  columns  of  the  spina! 
cord.  The  former  is  tested  as  shown  (c).  Hold  the  great 

toe  or  a finger  lightly  by  the  sides  to  avoid  giving  adventitious 
clues  as  to  direction  of  change  of  position.  Movements  of 
approximately  10  should  be  detected  if  they  are  done 

quickly,  and  the  direction  of  movement  should  be  correctly 
identified. 

(d,  e)  The  patient's  ability  to  detect  the  presence  of  both 
of  two  simultaneously  and  closely  applied  stimuli  (two-point 
discrimination)  is  evaluated  as  shown.  The  physician  holds 
two  pins  approximately  4 mm.  apart  in  testing  the  finger 
pads,  and  uses  his  fingers,  held  8 cm.  apart,  in  testing  the 


shin.  Testing  for  loss  of  this  ability  is  often  useful  in  discover- 
ing deficits  that  cannot  easily  be  detected  by  other  means. 
This  is  especially  true  of  early  sensory  loss  due  to  neuritis 
or  posterior-column  disease,  and  is  particularly  valuable  in 
exam:n:ng  the  fingers. 

(f)  The  ability  to  discriminate  temperature  differences  is 
closely  associated  with  the  ability  to  sense  pain.  Testing 
for  this  modality  is  useful  when  loss  of  pain  sense  is  equivocal, 
and  it  has  a special  application  in  the  analysis  of  spinal- 
cord  (spinothalamic)  lesions.  Test  tubes  filled  with  hot  and 
cold  water  from  the  lavatory  faucets  are  commonly  used, 
but  ice  may  be  added  to  the  cold  tube.  The  examiner  ap- 
plies one  or  the  other  tube  in  irregular  sequence  to  deter- 
mine the  patient's  ability  to  identify  hot  or  cold.  A level 
of  sensory  loss  due  to  disorder  of  the  sp'nal  cord  can  be 
found  by  slowly  working  upward  from  the  legs  until  an  area 
is  encountered  where  the  patient's  responses  are  accurate. 

(g)  The  ability  to  identify  small  common  objects  in  the 
fingers  is  a measure  of  stereognosis.  Loss  of  stereognosis  can 
be  diagnosed  on'y  if  cutaneous  and  proprioceptive  sensations 
are  intact.  It  is  impaired  in  disease  of  the  central  nervous 
system  (parietal  lobes),  where  conduction  of  these  modalities 
or  their  interpretation  is  disturbed.  The  physician  could  give 
the  patient  successively  such  objects  as  coins,  paper  clips, 
pencils  and  keys,  making  sure  that  he  cannot  see  the  objects. 
He  should  compare  this  ability  in  the  patient's  two  hands. 
The  normal  patient  has  little  difficulty  with  this  test. 

(h)  Graphesthesia  is  the  ability  to  identify  numbers  or 
letters  written  on  the  skin.  The  average  patient  identifies 
numbers  rather  easily.  Loss  of  this  ability  has  about  the 
same  significance  as  does  loss  of  stereognosis.  The  test  is 
useful  when  the  hand  is  paralyzed  and  when  it  cannot  ma- 
nipulate small  objects. 


Umbilical  Cord  Prolapse  and  Presentation 

A Study  of  62  Consecutive  Cases 


CHARLES  A.  WHITE,  M.D. 
Iowa  City 


Prolapse  of  the  umbilical  cord  occurs  once  in  ap- 
proximately 200  deliveries.  Prompt  recognition 
and  appropriate  management  can  reduce  its  in- 
fluence on  infant  morbidity  and  mortality.  How- 
ever, this  situation  should  not  result  in  panic  and 
in  any  subsequent  injudicious  action  which  might 
cause  unreasonable  danger  to  mother  and  infant, 
and  neither  should  there  be  the  other  extreme  of 
pessimistic  complacency.  A successful  regimen  of 
management  should  stem  from  knowledge  of  the 
predisposing  factors,  from  alertness  for  detection 
of  prolapse  or  presentation,  and  from  a rational 
program  for  both  immediate  and  definitive  treat- 
ment of  this  obstetrical  catastrophe. 

Umbilical  cord  presentation  is  the  presence  of 
the  cord  below  the  presenting  fetal  part  while  the 
membranes  are  still  intact;  prolapse  is  presence 
of  the  cord  below  or  alongside  the  presenting  part 
after  the  rupture  of  membranes. 

MATERIALS 

Two  previous  articles  from  the  Department  of 
Obstetrics  and  Gynecology  at  the  S.U.I.  College  of 
Medicine  have  reported  upon  cases  of  cord  pro- 
lapse from  1926  through  1953. 4’ 2 The  present 
report  covers  the  subsequent  nine-year  period 
through  1962. 

There  were  14,457  deliveries  of  infants  weighing 
1,000  Gm.  or  more  at  University  Hospitals,  Iowa 
City,  from  January  1,  1954,  through  December  31, 
1962.  During  that  period,  there  were  58  instances 
of  cord  prolapse  and  4 instances  of  cord  presenta- 
tion, or  a total  of  62.  The  incidence  of  0.43  per  cent 
is  identical  to  that  reported  by  Cushner10  after  a 
review  of  the  literature,  in  which  3,379  prolapses 
occurred  in  788,825  deliveries.  The  inclusion  of 
cord  presentations  in  this  study  is  thought  to  be 
valid,  since  they  represent  early  detection  of  a 
condition  which  most  probably  would  result  in 
prolapse  following  rupture  of  the  membranes. 
When  diagnosed,  three  of  the  patients  were  in  ac- 
tive labor,  and  the  fourth  was  at  term  but  not  in 
labor. 


Dr.  White  is  an  assistant  professor  of  obstetrics  and  gyne- 
cology at  the  S.U.I.  College  of  Medicine. 


ETIOLOGY 

Several  entities  may  be  considered  as  factors 
contributing  towards  cord  presentation  or  pro- 
lapse. 

A.  MALADAPTATION 

1.  Breech  and  abnormal  presentations.  Table  1 
indicates  the  significant  role  played  by  breech 
(particularly  complete  and  footling),  transverse 
and  compound  presentations.  Although  prolapse 
occurred  in  equal  numbers  of  vertex  and  breech 
presentations,  there  was  a preponderance  of  the 
former  as  a percentage  of  all  deliveries.  In  this 
study,  the  incidence  of  cord  prolapse  was  greatest 
(20.0  per  cent)  with  compound,  next  with  breech, 
then  with  transverse,  and  least  (0.21  per  cent) 
with  vertex  presentations. 


TABLE  I 

CORD  PROLAPSE  AS  RELATED  TO  FETAL  PRESENTATION 


Incidence  of  Cord 

Per  Cent 

Prolapse  in  All 

Presentation 

Cases 

of  Total 

Deliveries  1954-62 

Vertex 

28 

45.2% 

0.2 1 % 

Breech 

28 

45.2% 

4.4  % 

Footling 

(18) 

Complete 

( 7) 

Frank 

Compound 

( 3) 

4 

6.4% 

20.0  % 

Transverse 

2 

3.2% 

2.4  % 

2.  Low  Lying  Placenta.  Only  one  such  case  oc- 
curred in  this  study,  but  such  abnormal  placental 
implantation  has  been  said  to  interfere  with  filling 
of  the  pelvic  inlet.3 

3.  Contracted  Pelvis.  In  geographic  areas  of  this 
country  that  have  large  populations  of  non-whites 
or  Puerto  Ricans,  pelvic-inlet  contraction  can  be  a 
significant  etiologic  factor.  The  incidence  of  abnor- 
mal pelves  in  Iowa  is  low,  however,  and  has  been 
reported  as  being  less  than  4 per  cent  of  all  preg- 
nant women.4 

Two  women,  however,  had  abnormality  of  the 
pelvic  inlet.  In  one,  a shortened  true  conjugate 
diameter  was  secondary  to  Lj-St  spondylolisthesis; 
the  vertex  was  floating,  and  cord  presentation  was 
discovered  during  labor.  A primigravida  began  la- 
bor with  a high  complete  breech  presentation,  and 
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x-ray  pelvimetry  revealed  a narrow  transverse 
measurement  of  the  inlet.  Cord  prolapse  was 
diagnosed  after  spontaneous  rupture  of  mem- 
branes. 

4.  Pelvic  tumors.  Masses  that  discourage  fixation 
of  the  presenting  part  within  the  inlet  also  pre- 
dispose to  cord  prolapse.  One  cord  prolapse  oc- 
curred after  spontaneous  rupture  of  membranes  in 
early  labor,  with  a floating  vertex  presentation.  At 
cesarean  section,  an  8 x 13  cm.  ovarian  teratoma 
was  present  in  the  cul-de-sac. 

5.  Prematurity . The  small  size  of  premature  in- 
fants, as  well  as  increased  frequency  of  abnormal 
presentation  and  floating  presenting  part  in  such 
cases,  contributes  to  a high  susceptibility  for  pro- 
lapse. Eleven  infants  in  this  series  weighed  be- 
tween 1,000  and  2,499  Gm.  (17.7  per  cent).  This 
number  is  twice  the  usual  prematurity  rate  of  ap- 
proximately 8.5  per  cent  for  this  Hospital. 

6.  Polyhydramnios.  Two  pregnancies  were  as- 
sociated with  excessive  amounts  of  amniotic  fluid 
which  tended  to  prevent  descent  of  the  vertex  into 
the  inlet.  One  prolapse  occurred  at  the  time  of 
amniotomy  for  induction  of  labor,  and  the  other 
followed  premature  spontaneous  rupture  of  mem- 
branes. 

B.  MULTIPLE  GESTATION 

Prolapse  is  enhanced  by  the  increased  incidence 
of  polyhydramnios,  breech  presentation  and  pre- 
maturity. It  may  be  encountered  with  either  the 
first  or  second  infant,  but  usually  it  is  of  less 
danger  in  the  latter,  since  prompt  delivery  ordinar- 
ily can  be  accomplished  through  the  completely 
dilated  cervix. 

Two  sets  of  twins  were  in  this  series  (3.2  per 
cent) — nearly  twice  the  incidence  of  1.7  per  cent 
for  all  twin  deliveries  in  the  nine  years  studied. 

C.  AMNIOTOMY 

Elective  induction  of  labor  is  performed  relative- 
ly frequently  at  this  Hospital.  Previous  essayists 
have  reported  upon  its  inherent  problems,  but  an 
increased  incidence  of  cord  prolapse  has  not  been 
observed.0’  Ij  In  fact,  Keettel  and  co-workers5  re- 
ported identical  incidences  of  four  prolapses  in 
1,030  women  who  had  been  induced,  and  four 
prolapses  in  1,000  patients  who  had  entered  labor 
spontaneously. 

In  the  present  study,  however,  there  were  19 
cord  prolapses  following  amniotomy  (32.8  per 
cent).  Five  of  the  amniotomies  were  performed  for 
induction,  and  14  were  done  during  labor  to  im- 
prove uterine  contractions. 

D.  PARITY 

Perhaps  because  of  the  frequency  of  a high  pre- 
senting part  and  a greater  incidence  of  abnormal 
presentation  at  term  than  in  primigravidas,  a 
higher  rate  of  cord  prolapse  is  found  in  multigrav- 
idas.2’ 7 Fifty-four  (87.1  per  cent)  patients  were 


multigravidas,  compared  to  the  incidence  of  64.6 
per  cent  for  all  deliveries  during  the  same  period. 

E.  PREVIOUS  CESAREAN  SECTION 

Kurtz  and  Munro8  state  that  distortion  of  the 
lower  uterine  segment  subsequent  to  scarring  from 
cesarean  section  may  contribute  to  prolapse.  In 
this  series,  two  women  (3.2  per  cent)  had  had 
previous  cesarean  sections.  This  is  not  unlike  the 
3.6  per  cent  incidence  in  all  obstetrical  patients. 

F.  LONG  CORD 

Mengert  and  Longwell  found  a six  times  greater 
incidence  of  prolapse  among  patients  with  cords 
75  or  more  centimeters  long.  Five  cords  in  this 
sei'ies  are  reported  as  having  exceeded  that  length 
(one  was  90  cm.),  but  these  data  are  not  sufficient- 
ly accurate  to  warrant  conclusions. 

Thus  it  can  be  seen  that  there  is  a common 
denominator  associated  with  cord  prolapse — an 
incompletely  filled  pelvic  inlet  at  the  time  of  rup- 
ture of  the  membranes. 

DIAGNOSIS 

It  is  generally  agreed  that  prompt  recognition  of 
prolapse  is  essential  for  the  reduction  of  an  as- 
sociated perinatal  mortality  which  has  been  quoted 
recently  as  between  13  and  42  per  cent.7,  8’ 9>  10 
Knowledge  of  the  predisposing  factors  just  dis- 
cussed should  alert  the  obstetrician  to  perform 
aseptic  vaginal  examinations  in  appropriate  pa- 
tients following  rupture  of  membranes. 

Alertness  to  the  possibility  of  cord  presentation 
should  prompt  the  obstetrician  to  perform  a vag- 
inal examination  when  the  presenting  part  remains 
elevated  during  labor  when  the  membranes  are 
intact  or  when  fetal  bradycardia  suggests  possible 
cord  compression. 

On  the  obstetrical  service  at  University  Hos- 
pitals, vaginal  examination  is  performed  in  the 
delivery  room  under  aseptic  conditions  immediate- 
ly after  spontaneous  rupture  of  membranes  in  pa- 
tients with  breech,  transverse  or  floating  vertex 
presentation,  polyhydramnios,  premature  infant 
(of  at  least  36  weeks’  gestation),  multiple  preg- 
nancy or  evidence  of  fetal  distress. 

In  the  occasional  patient  with  near-complete 
cervical  dilatation  and  an  elevated  presenting  part, 
amniotomy  may  be  performed  in  the  delivery  room 
after  preparations  have  been  made  for  immediate 
cesarean  section.  Seven  cases  were  managed  in 
this  manner.  It  may  be  conjectured  that  if  spon- 
taneous rupture  of  membranes  and  prolapse  had 
occurred  in  the  labor  bed,  valuable  time  might 
have  been  lost  before  definitive  action  could  be 
taken. 

Fetal  bradycardia  is  not  a consistent  finding  with 
prolapse,  but  when  present  it  probably  indicates  a 
significant  degree  of  cord  compression  against  the 
presenting  part.  It  was  present  in  29  infants  (46.7 
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per  cent).  Thus  this  is  at  least  one  valuable  piece 
of  information  that  is  to  be  gained  from  monitor- 
ing the  fetal  heart  rate  during  labor. 

PERINATAL  STATISTICS 

From  the  62  deliveries,  there  were  seven  infant 
deaths  (making  the  uncorrected  mortality  rate  11.4 
per  cent).  However,  three  of  these  infants  were 
born  alive  and  then  succumbed  from  associated 
congenital  malformations:  (1)  Duodenal  atresia 

was  diagnosed  in  a 1,635  Gm.  infant  on  the  second 
day  of  life.  Surgery  was  unsuccessful,  and  death 
from  sepsis  occurred  on  the  twelfth  day.  (2)  A 
1,985  Gm.  infant  lived  two  hours.  Multiple  mal- 
formations (including  renal  agenesis)  were  found 
at  autopsy.  (3)  A 3,500  Gm.  infant  lived  48  hours, 
and  autopsy  revealed  cerebral  cortical  agenesis 
and  toxoplasmosis.  The  other  four  deaths  were  at- 
tributable solely  to  cord  prolapse.  Thus,  the  cor- 
rected death  rate  was  6.4  per  cent. 

The  smallness  of  the  number  of  cases  permits  a 
brief  resume. 

(1)  M.  A.,  a 21-year-old,  G4-P3,  had  a high  ver- 
tex during  labor,  and  was  prepared  for  amniotomy 
and  delivery  when  her  cervical  dilation  was  thought 
to  be  complete.  The  cord  prolapsed  and  became 
pulseless,  and  the  fetal  heart  tones  disappeared 
before  the  delivery  of  a stillborn  3,155  Gm.  infant 
could  be  accomplished. 

(2)  H.  B.,  a 26-year-old,  G5-P4,  had  been  an 
antepartum  inpatient.  However,  when  labor  began 
she  did  not  inform  hospital  personnel  until  after 
the  membranes  had  ruptured  and  the  pulseless 
cord  was  through  the  introitus.  Low-forceps  de- 
livery of  a 3,125  Gm.  stillborn  infant  was  per- 
formed 15  minutes  later. 

(3)  E.  G.,  a 23-year-old,  G5-P3,  with  a footling 
breech,  had  spontaneous  rupture  of  membranes 
during  labor.  There  was  an  exceptional  delay  of  40 
minutes  in  performance  of  vaginal  examination. 
The  cervix  was  dilated  8 cm.,  and  the  prolapsed 
cord  was  pulsating  slowly.  During  preparation  for 
cesarean  section  the  fetal  heart  tones  disappeared, 
and  25  minutes  after  diagnosis  of  prolapse  a 3,450 
Gm.  stillborn  was  delivered  as  an  assisted  breech. 

(4)  M.  W.,  a 35-year-old,  G9-P7,  had  spontaneous 
rupture  of  membranes  during  labor.  Five  minutes 
later,  vaginal  examination  revealed  the  vertex 
above  the  ischial  spines,  the  cervical  dilation  was 
8 cm.,  and  the  cord  was  believed  pulseless.  Heart 
tones  could  not  be  heard,  and  preparations  for  im- 
mediate delivery  were  discontinued.  Twenty  min- 
utes later,  however,  there  was  spontaneous  de- 
livery of  a 2,980  Gm.  severely-obtunded  infant. 
The  baby  lived  only  18  hours. 

Other  workers  have  correlated  perinatal  statistics 
with  the  following  factors.  The  relatively  few  peri- 
natal deaths  in  this  series  do  not  permit  satisfac- 
tory conclusions,  but  opinions  can  be  offered  on 
the  basis  of  these  data. 

A.  Time  elapsed  from  prolapse  until  delivery.  It 


is  reasonable  to  assume  that  delay  in  detection  of 
prolapse,  as  well  as  delay  between  diagnosis  and 
delivery,  increases  perinatal  mortality.  Statistics 
from  other  series3’  7 clearly  indicate  the  validity 
of  this  concept.  The  lower  mortality  rate  in  this 
series  may  be  attributable  to  a reduction  of  these 
intervals.  Promptness  of  delivery,  however,  must 
not  be  achieved  at  the  sacrifice  of  relative  safety 
for  mother  and  infant. 

B.  Station  of  the  presenting  part.  There  is  no 
unanimity  of  opinion  regarding  the  role  of  this  fea- 
ture in  fetal  survival.  Slate  and  Randall2  found  a 
higher  fetal  death  rate  when  the  presenting  part 
was  not  engaged,  but  Price  and  others7  have  found 
a better  fetal  salvage  if  the  presenting  part  was 
high.  In  46  cases  in  this  series,  the  presenting  part 
was  above  the  ischial  spines  when  prolapse  was 
diagnosed  and  this  group  included  all  four  fetal 
deaths.  The  small  number  of  deaths,  however,  pre- 
cludes valid  conclusions. 

A higher  presenting  part  should  offer  a better 
fetal  survival  because  of  less  cord  compression 
and  more  willingness  on  the  part  of  the  obstetri- 
cian to  perform  a cesarean  section  rather  than  to 
await  vaginal  delivery. 

C.  Presentation.  This  is  a nearly  impossible  fac- 
tor to  assess  accurately  because  of  the  recent  in- 
crease in  operative  rates.  Particularly,  the  salvage 
of  infants  with  transverse  or  compound  presenta- 
tions has  been  greatly  improved  by  more  liberal 
use  of  cesarean  section. 

In  this  study,  three  of  the  infants  who  died  were 
vertex  presentations,  and  the  fourth  was  a footling 
breech.  The  six  transverse  or  compound  presenta- 
tions were  successfully  delivered,  either  by  cesar- 
ean section  (four)  or  by  internal  version  and  ex- 
traction (two). 

D.  Fetal  Size.  Prematurity  is  doubly  hazardous 
— not  only  as  an  etiologic  factor  in  prolapse,  but 
also  as  a threat  to  survival  in  the  neonatal  period. 
Of  our  11  prematures,  three  were  delivered  by 
breech  extraction,  three  by  assisted  breech  extrac- 
tion, and  five  by  cesarean  section;  all  survived 
delivery  and  the  neonatal  period  except  for  two 
who  had  serious  congenital  malformations.  Much 
credit  for  this  survival  rate  must  be  attributed  to 
neonatal  care  as  well  as  to  antepartum  manage- 
ment and  delivery  technic. 

E.  Parity.  Mengert  and  Longwell1  found  twice 
as  high  a rate  of  fetal  mortality  among  primigrav- 
idas  as  among  multigravidas,  but  Slate  and  Ran- 
dall2 noted,  instead,  that  primigravidas  have  equal, 
if  not  better,  opportunity  for  live  infants.  The 
primigravidas  (12.9  per  cent)  in  the  present  series 
had  no  fetal  deaths,  and  the  multigravidas  lost  4 
infants. 

F.  Cervical  Dilatation.  Unless  there  is  complete 
cervical  dilatation,  fetal  survival  is  better  from  pa- 
tients with  less  dilatation  at  the  time  prolapse  is 
diagnosed.7’ 11  With  more  dilatation,  the  obstetri- 
cian might  anticipate  early  vaginal  delivery,  though 
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it  is  not  always  forthcoming;  with  lesser  dilata- 
tion, prompt  cesarean  section  is  the  logical  choice. 

Nine  patients  were  dilated  less  than  4 cm.,  19 
were  dilated  4-6  cm.,  and  all  infants  survived;  21 
were  dilated  7-9  cm.,  and  the  four  deaths  occurred; 
13  women  were  completely  dilated  at  time  of  pro- 
lapse, and  all  infants  survived.  See  Table  2. 


TABLE  2 

RELATIONSHIP  OF  INFANT  DEATHS  TO  CERVICAL 
DILATATION  AT  DIAGNOSIS  OF  PROLAPSE 


Cervical 

Infant 

Dilatation 

Cases 

Per  Cent 

Deaths 

2 cm. 

2 

3% 

0 

3 

8 

13 

0 

4 

1 1 

18 

0 

5 

3 

5 

0 

6 

5 

8 

0 

7 

7 

1 1 

1 

8 

7 

1 1 

2 

9 

7 

1 1 

1 

10 

13 

21 

0 

MANAGEMENT 

After  diagnosis  of  cord  prolapse  or  presentation 
has  been  made,  the  course  of  action  should  have 
but  one  objective  (unless  there  is  unequivocal  ev- 
idence of  fetal  intrauterine  death) — delivery  of  the 
infant  in  the  most  expeditious  manner,  but  with- 
out undue  risk  of  mortality  or  morbidity  to  the 
mother  and  infant. 

Cord  Presentation.  The  threat  to  the  fetus  is 
relatively  slight  as  long  as  the  membranes  are  in- 
tact. Amniotomy  must  never  be  performed  with- 
out a careful  examination  to  exclude  cord  pres- 
entation. During  labor,  amniotomy  should  be  done 
between  contractions.  Doing  it  through  a tense 
and  bulging  forebag  with  a contraction  seems  to 
invite  prolapse. 

If  the  patient  with  a cord  presentation  is  at  term 
but  not  yet  in  labor,  cesarean  section  should  be 
done  as  a semi-emergency,  and  while  awaiting 
preparations  for  surgery,  she  should  be  under 
constant  hospital  surveillance  in  case  of  sponta- 
neous rupture  of  membranes. 

If  the  diagnosis  is  made  during  labor  and  if  dil- 
atation is  incomplete,  one  should  preserve  the  in- 
tegrity of  the  membranes  while  preparations  are 
made  for  emergency  cesarean  section.  The  patient 
should  be  in  the  Trendelenberg  position,  with 
medical  personnel  in  constant  attendance. 

Cord  Prolapse.  When  diagnosis  has  been  made, 
as  a result  either  of  prolapse  outside  the  introitus 
or  of  vaginal  examination,  there  are  two  aspects  of 
management  to  consider:  immediate  (but  tempo- 
rary) action,  and  definitive  measures  for  the  most 
appropriate  delivery. 


Immediate  Phase:  One  should  minimize  cord 
compression  by  putting  the  patient  in  either  a 
Trendelenberg  or  a knee-chest  position,  and  by 
exerting  digital  pressure  against  the  presenting 
part  to  elevate  it  from  the  pelvis.  Attempts  at  re- 
placement of  the  cord  within  the  uterus  are  futile 
and  time-consuming,  and  should  not  be  attempted 
except  perhaps  to  replace  the  cord  from  outside 
the  introitus  to  within  the  vagina.  Rhodes  states 
that  spasm  of  the  umbilical  vessels  may  be  pro- 
voked by  cooling  of  the  cord  outside  the  vagina.12 
Spasms  also  may  be  caused  by  unnecessary  manip- 
ulation of  the  cord.  Pure  oxygen  should  be  given 
by  mask  to  provide  maximum  oxygenation  of  um- 
bilical-vein blood. 

Delivery  Phase:  Rapid,  logical  thought  should 
then  be  given  to  the  best  manner  of  delivery.  If 
there  is  sufficient  evidence  to  indicate  intrauterine 
death  of  the  infant,  the  normal  process  of  labor 
should  be  allowed  to  occur,  and  vaginal  delivery 
should  be  completed.  However,  auscultation  for 
heart  tones  and  palpation  for  cord  pulsations  must 
be  executed  meticulously  before  one  concludes 
that  the  infant  is  dead.  Prolapse  should  not  call 
for  “hopeful  procrastination.” 

Assuming  viability  of  the  fetus,  one  should 
choose  cesarean  section  as  the  mode  of  delivery, 
unless  one  of  the  following  contraindications13  is 
present:  (1)  Imminent  delivery  by  the  vaginal 

route  is  possible  without  injury  to  the  mother  or 
fetus;  (2)  A fetal  abnormality  is  known  to  be 
present  (e.g.,  hydrocephalus,  etc.);  (3)  The  fetus 
is  so  premature  that  chances  for  its  survival  are 
extremely  poor.  If  vaginal  delivery  can  be  ac- 
complished only  by  midforceps  or  internal  version 
and  extraction,  the  experience  of  the  operator 
must  be  the  limiting  factor.  If  he  is  inexperienced, 
then  perhaps  abdominal  delivery  is  the  safer 
choice  for  mother  and  infant.  Although  operative 
delivery  is  of  an  emergency  nature,  it  must  al- 
ways be  performed  with  an  aseptic  technic  and 
with  a wise  selection  of  anesthesia. 

Promptness  of  abdominal  delivery  is  aided  re- 
markably if  one  has  an  opportunity  to  perform 
emergency  cesarean  section  in  the  delivery  room. 
Close  proximity  of  the  operating  room  to  the  labor 
area  provides  a saving  of  time  in  moving  a pro- 
lapse patient  for  examination  and  for  surgery  if 
indicated.  Such  facilities  are  of  equal  importance 
following  diagnosis  of  cord  presentation  during 
labor,  if  prolapse  occurs  at  the  time  of  vaginal 
examination,  or  if  it  is  discovered  during  vaginal 
examination  with  abnormal  presentation.  At  this 
Hospital,  emergency  cesarean  sections  are  ordinar- 
ily performed  in  the  delivery  room,  and  19  of  the 
28  sections  of  this  study  were  done  there.  The  op- 
portunity to  do  surgery  under  these  circumstances, 
thereby  eliminating  the  transfer  of  patients  to  an 
operating  suite,  may  well  have  saved  the  lives  of 
several  infants. 

Types  of  Delivery.  Table  3 indicates  the  numbers 
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TABLE  3 

TYPES  OF  DELIVERY  AND  FETAL  MORTALITY 


Procedure 

Cases 

Per 

Cent 

Infant  Deaths 

Still-  Neo- 
born  natal 

Per  Cent 
of 

Perinatal 

Mortality 

Cesarean  Section 

28 

45.5% 

0 

0 

0 

Spontaneous  Vaginal 

8 

12.9 

1 

1 

50% 

Low  Forceps 

2 

3.2 

1* 

0 

25% 

Mid  Forceps 

3 

4.8 

0 

0 

0 

Breech  Extraction 

8 

12.9 

0 

0 

0 

Assisted  Breech 
Internal  Version 

1 1 

17.8 

1 

0 

25% 

and  Extraction 

2 

2.9 

0 

0 

0 

* Infant  was  dead  when  the  mother  was  first  examined. 


of  patients  delivered  by  the  various  modalities  em- 
ployed in  this  series.  Fetal  salvage  also  is  shown. 

Twenty-eight  infants  (45.5  per  cent)  were  de- 
livered by  cesarean  section,  and  all  survived.  Nine- 
teen deliveries  were  low  cervical,  and  nine  were 
of  the  classical  type.  This  section  rate  is  nine  times 
the  usual  incidence  of  approximately  5 per  cent  at 
this  Hospital. 

Thirty-two  (51.6  per  cent)  deliveries  were  vag- 
inal. Most  were  assisted  breech  (one  included 
Duhrssen’s  incisions).  Next  in  order  were  equal 
numbers  of  breech  extraction  and  spontaneous 
vertex  deliveries.  Last  in  order  of  frequency  were 
the  forceps  deliveries. 

Two  infants  (2.9  per  cent)  were  delivered  by 
internal  version  and  extraction;  one  was  a second 
twin,  and  the  other  was  a transverse  lie  in  which 
membranes  ruptured  after  complete  cervical  dil- 
atation. 

Maternal  Dangers.  Cord  prolapse  is  associated 
with  an  elevated  maternal  morbidity  rate.  The  in- 
creased numbers  of  vaginal  examinations  and  op- 
erative deliveries  are  at  least  partially  responsible. 

1.  Morbidity.  Sixteen  patients  (25.8  per  cent) 
had  puerperal  infection,  whereas  the  usual  rate  is 
6.9  per  cent.  The  influence  of  operative  delivery  is 
confirmed  by  the  observation  that  15  of  these  had 
cesarean  sections  and  the  other  patient  had  a 
breech  extraction.  Four  other  women  were  given 
prophylactic  antibiotics  after  operative  deliveries, 
but  did  not  become  morbid. 

2.  Postpartum  Hemorrhage.  Fourteen  women 
lost  600  cc.  or  more  of  blood  at  time  of  delivery 
(22.5  per  cent),  whereas  the  usual  incidence  for 
the  same  period  is  2.9  per  cent. 

3.  Mortality.  There  was  one  maternal  death  in 
this  series  (1.6  per  cent).  A 36-year-old  G6-P5  had 
spontaneous  rupture  of  membranes  before  labor. 
Examination  revealed  a transverse  lie,  with  cord 
prolapsed  into  the  vagina  and  an  arm  through  the 
4 cm. -dilated  cervix.  A classical  cesarean  section 
was  performed  in  great  haste,  and  regrettably, 


without  adequate  abdominal  preparation.  The  op- 
erator was  undoubtedly  influenced  by  marked  fetal 
bradycardia.  A 3,070  Gm.  infant  was  delivered  and 
had  an  uneventful  neonatal  hospitalization.  The 
mother,  however,  died  on  the  third  postpartum 
day  from  overwhelming  sepsis. 

CONCLUSIONS 

Prolapse  of  the  cord  is  not  entirely  preventable, 
but  knowledge  of  the  factors  predisposing  to  it 
should  make  obstetricians  aware  of  the  situations 
in  which  it  is  most  likely  to  occur.  Perinatal  mor- 
tality can  be  reduced  remarkably  by  diagnosing 
such  conditions  promptly,  and  by  having  a logical 
plan  of  management. 

Similarly,  cord  presentation  should  be  anticipated 
in  certain  situations  when  there  is  an  improperly- 
filled  pelvic  inlet.  Amniotomy  should  not  be  done 
until  cord  presentation  has  been  ruled  out.  Eleva- 
tion of  the  presenting  part  to  allow  more  fluid  to 
escape  after  amniotomy  not  only  is  unnecessary 
but  may  predispose  to  prolapse. 

Unless  vaginal  delivery  can  be  accomplished 
more  promptly  through  a completely  dilated  cer- 
vix and  with  greater  safety  to  mother  and  infant, 
liberal  use  of  cesarean  section  provides  an  im- 
provement in  fetal  salvage.  This  opinion  is  shared 
by  other  recent  essayists.3,  7’  10,  13  Table  4 shows 
the  cesarean  section  rates  at  this  Hospital.  As  the 

TABLE  4 

COMPARISON  OF  INCIDENCE,  CESAREAN  SECTION 
RATE  AND  INFANT  DEATH  RATE  FOR  THE  THREE 
REPORTS  OF  THIS  HOSPITAL 


Years 

Studied 

Deliveries 

Incidence 

Cord 

Prolapse 

Cesarean 
Section  Rate 

Perinatal 
Death  Rate 
(Corrected ) 

1926-39* 

9,546 

0.61% 

1/58=  1.7% 

27/58=46.6% 

1940-53 

15,578 

0.40% 

5/63=  7.9%  27/63=42.8% 

1954-62 

14,457 

0.43% 

28/62=45.5% 

4/62=  6.4% 

* Infants  under  1500  Gm.  excluded. 


incidence  has  risen,  the  perinatal  mortality  rate 
has  declined.  Willingness  to  perform  cesarean  sec- 
tions should  be  abetted  by  the  opportunity  to  per- 
form this  surgery  in  the  delivery  room,  in  an  emer- 
gency such  as  cord  prolapse,  with  a minimum 
lapse  of  time  and  under  good  operating-room 
technic. 

SUMMARY 

1.  Sixty-two  cases  of  umbilical  cord  prolapse  or 
presentation  occurred  at  this  Hospital  among  14,457 
deliveries  during  the  years  1954  through  1962.  This 
incidence  of  0.43  per  cent  is  comparable  to  those 
reported  in  large  series. 

2.  Predisposing  factors  have  been  discussed  in 
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the  light  of  information  obtained  from  this  study, 
and  of  the  opinions  of  recent  essayists. 

3.  The  potential  danger  of  amniotomy  performed 
for  induction  or  for  stimulation  of  labor  has  been 
stressed. 

4.  The  favorable  perinatal  mortality  rate  of  6.4 
per  cent  (corrected)  is  largely  attributable  to 
prompt  diagnosis  and  rapid,  logical  management. 
These  statistics  have  been  discussed  from  the 
standpoint  of  fetal  and  maternal  factors  as  well  as 
of  various  types  of  management.  One  maternal 
death  occurred  in  this  series. 

5.  Indications  for  the  several  types  of  delivery 
have  been  discussed,  and  a more  liberal  use  of 
cesarean  section  has  been  advocated. 
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Ureteral  Obstructions 
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Our  ordinary  methods  for  classification  of  diseases 
tend  at  times  to  mislead  us  in  making  a diagnosis 
and  outlining  therapy,  since  the  evidences  of  and 
therapy  for  disease  processes  have  been  related  to 
specific  entities,  rather  than  to  a symptom-patho- 
logic complex  about  an  organ  system.  Just  as  the 
concept  of  intestinal  obstruction  is  useful  to  the 
general  surgeon  in  his  diagnosis  and  treatment  of 
the  many  causes  of  that  condition,  so  the  concept 
of  ureteral  obstruction  may  be  of  help  in  under- 
standing and  treating  the  multitude  of  conditions 
which  cause  it. 

Ureteral  obstructions  are  common.  During  1961 
a total  of  129  new  patients  with  various  types  of 
ureteral  obstruction  were  admitted  to  the  Urolog- 
ical Service  of  the  University  Hospitals.  That  num- 
ber does  not  include  cases  where  obstruction  was 
due  to  prostatism,  or  vesical  or  cervical  tumors. 
It  comprised  0.4  per  cent  of  all  admissions  to  Uni- 
versity Hospitals,  and  6 per  cent  of  all  admissions 
to  the  Urological  Service. 

Because  of  the  anatomical  relationships  of  the 
ureter  (Figure  1)  and  its  function  of  urine  trans- 
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port  from  the  kidney  to  the  bladder,  the  signs  and 
symptoms  of  ureteral  obstruction  may  be  extreme- 
ly variable.  Renal  infection,  renal  pain,  and  renal 
insufficiency  may  be  evidences  of  this  condition. 
An  abdominal  mass  may  be  due  to  hydronephrosis, 
or  it  may  be  due  to  a retroperitoneal  tumor  involv- 
ing the  ureter.  Pyuria  and  hematuria  may  or  may 
not  be  present,  or  may  be  the  presenting  symp- 
toms. Although  symptoms  of  ureteral  obstruction 
may  be  unimpressive,  especially  in  the  presence  of 
associated  disease,  the  existence  of  such  obstruc- 
tion may  be  exceedingly  important  to  the  phy- 
sician in  outlining  the  management  of  the  individ- 
ual patient. 

Recent  developments  in  the  technic  of  examin- 
ing the  ureter,  both  anatomically  and  functionally, 
have  revolutionized  our  understanding  and  our 
therapy  of  ureteral  obstructions.  Pressure  studies, 
retrograde  and  excretory  pyelography,  cystography, 
the  concept  of  ureteral  reflux,  the  utilization  of 
radioactive  substances  for  the  study  of  ureteral 
function,  and  cineradiography  have  all  contributed 
to  this  increased  knowledge. 

Tables  1 and  2 are  outlines  of  various  intrinsic 
and  extrinsic,  congenital  and  acquired  causes  of 
ureteral  obstruction.  There  are  many  of  these,  and 
the  symptoms  and  signs  they  produce  vary  greatly, 
depending  upon  the  location  of  the  lesion,  on  the 
nature  of  the  lesion,  and  on  whether  both  ureters 
are  involved.  This  multiplicity  of  situations  brings 
up  many  problems  in  differential  diagnosis  and 
management.  It  is  the  purpose  of  this  paper  to 
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Figure  I.  Anatomical  relationships  of  the  ureter.  From  Flocks 
and  Culp:  SURGICAL  UROLOGy.  Chicago,  Year  Book  Pub- 
lishers, Inc.,  1962. 


present  specific  examples  illustrative  of  the  com- 
plexities involved. 

OBSTRUCTIONS  OCCASIONED  BY  ECTOPIC  URETERAL 
ORIFICES 

The  problems  associated  with  obstruction  sec- 
ondary to  ectopic  ureteral  orifices  are  exemplified 
in  the  following  cases. 

A female,  age  17,  had  voided  well  all  her  life  but 
presented  a history  of  constant,  slight  urinary  in- 
continence. There  had  been  no  evidence  of  renal 
infection,  and  she  had  experienced  no  pain.  Intra- 
venous pyelography  showed  essentially  normal 
urinary  tracts  bilaterally.  The  urine  was  clear, 
cystoscopy  was  essentially  within  normal  limits, 
and  there  were  two  orifices  normally  placed  and  a 
normal  trigone.  Nevertheless,  because  of  the  his- 
tory, an  ectopic  ureteral  orifice  draining  an  upper 
segment  of  one  kidney  was  suspected.  There 
was  no  evidence  of  an  ectopic  orifice  in  the  vagina, 
but  one  was  finally  found  in  the  urethra,  just  dis- 
tal to  the  sphincter.  It  was  catheterized  (Figure  2), 
and  was  found  to  be  the  opening  of  a dilated 
ureter  which  drained  the  small  hypoplastic  upper 
segment  of  the  left  kidney.  When  this  had  been 
surgically  removed,  the  patient’s  difficulties  dis- 
appeared, and  she  has  been  well  since. 


TABLE  I 

URETERAL  OBSTRUCTIONS 


1.  Intrinsic 

A.  Congenital 

B.  Acquired 

Stricture  at  ureteropelvic 

Ureteral  calculus 

junction 

Ureteral  neoplasm 

High  insertion  of  ureter 

Ureteral  diverticulum 

into  renal  pelvis 

Strictures  due  to  chronic  in- 

Ureterocele 

flammation  or  previous 

Stricture  at  ureteroves- 

trauma 

ical  junction 

Megaloureter 

Ectopic  ureteral  orifice 

Congenital  valves 

TABLE  2 

URETERAL  OBSTRUCTIONS 

II.  Extrinsic 

Carcinoma  of  ovary 

A.  Congenital 

Carcinoma  of  cervix 

Anomalous  vessel  at  ure- 

Carcinoma  of  prostate 

teropelvic  junction 

Carcinoma  of  bladder 

Congenital  bands  at  ure- 

Carcinoma  of  colon 

teropelvic  junction 

Prostatitis  and  seminal  vesic- 

Retrocaval  ureter 

ulitis 

Anomalous  vessel  along 

Periureteritis  plastica 

course  of  ureter 

Bladder  diverticulum 

B.  Acquired 

Retroperitoneal  neoplasm 

Appendicitis 

Endometriosis 

Diverticulosis  of  colon 

Aneurysm  of  abdominal  aorta 

Figure  2.  Catheterization  showed  an  ectopic  orifice  in  the 
urethra,  just  distal  to  the  sphincter.  It  was  the  opening  of  a 
dilated  ureter  which  drained  a small  hypoplastic  segment  of 
the  left  kidney. 
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The  point  here  is  that  a reduplication  may  dis- 
place the  kidney  only  slightly  or  not  at  all.  The 
pyelogram  may  look  normal,  and  the  ectopic  ori- 
fice may  be  present  in  the  urethra  and,  therefore, 
invisible.  It  may  be  necessary,  if  one  suspects  such 
an  anomaly,  to  do  an  exploratory  procedure  to 
look  for  two  ureters  in  a single  sheath  on  either 
side. 

A male  patient  presented  an  unusually  interest- 
ing set  of  symptoms.  His  ectopic  ureteral  orifice 
was  located  inside  the  sphincter.  He  experienced 
recurrent  attacks  of  left  kidney  infection,  and 
when  the  attack  was  full  blown,  this  was  associated 
with  perfectly  normal  urine,  because  the  ureteral 
orifice  was  completely  blocked.  When  the  patient 
was  feeling  well  and  was  apparently  having  no 
difficulty,  as  evidenced  by  the  absence  of  fever  and 
leukocytosis,  the  urine,  nevertheless,  was  loaded 
with  pus  and  organisms.  He  was  not  incontinent. 
The  pyelograms  (Figure  3)  showed  marked  dis- 
placement of  the  lower  half  of  the  left  kidney.  An 
ectopic  ureteral  orifice  was  suspected  because  of 
the  suggestive  x-ray  findings,  but  none  was  ever 
found. 

This  case  illustrates  the  important  point  that  at 
times  there  may  be  perfectly  normal  urine  with  an 
acute  renal  infection  because  the  affected  side  is 
completely  obstructed.  A partial  nephrectomy 
.solved  the  problem  in  this  case. 

Congenital  anomalies  associated  with  ureteral 
obstruction  should  always  be  looked  for  when 
other  congenital  anomalies,  particularly  those  in- 


volving the  genital  tract  or  lower  intestinal  tract, 
are  present.  Figure  4 is  illustrative  of  such  a con- 
dition. The  patient  was  born  with  an  imperforate 
anus,  and  a left  lower  quadrant  colostomy  was 
established  shortly  after  birth.  During  the  ensuing 
year,  she  had  recurring  attacks  of  urinary  tract  in- 
fections, and  intravenous  pyelograms  showed  the 
presence  of  a marked  hydroureter  and  hydrone- 
phrosis on  the  left,  as  was  better  demonstrated  by 
the  delayed  cystogram.  The  left  ureteral  orifice 
was  ectopic,  and  a congenital  bladder-neck  con- 
tracture was  present.  All  these  anomalies  are  ex- 
amples of  some  of  the  urinary  tract  problems  as- 
sociated with  congenital  anomalies  of  the  pelvic 
organs. 

NEUROGENIC  AND  MYOGENIC  LESIONS 

Neurogenic  and  myogenic  lesions  involving  the 
lower  ureter  and  the  ureterovesical  junction,  as- 
sociated with  ureteral  reflux  and/or  adynamic  ob- 
struction to  the  outflow  of  urine,  are  of  tremen- 
dous interest.  They  are  appearing  and  are  being 
picked  up  more  and  more  frequently,  particular- 
ly in  children.  The  exact  anatomic  and  patho- 
physiologic alterations  are  not  yet  completely 
understood,  but  knowledge  is  increasing  rapidly, 
particularly  as  a result  of  cystographic  and  cine- 
radiographic  studies  which  are  being  correlated 
with  the  symptoms  and  the  results  of  therapy. 
Operative  procedures  for  the  correction  of  ure- 
teral reflux,  for  plastic  reconstruction,  and/or  re- 
moval of  the  lowermost  portion  of  an  adynamic 


Figure  3.  In  this  case  an  ectopic  ureteral  orifice  was  suspected,  because  of  a marked  displacement  of  the  lower  half  of  the  left 
kidney,  but  none  was  ever  found.  A partial  nephrectomy  solved  the  problem  of  recurrent  kidney  infection. 
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Fisure  4.  Patient  was  born  with  imperforate  anus,  and  when 
urinary  tract  infections  occurred,  intravenous  pyelograms 
showed  a marked  hydroureter  on  the  left.  The  left  ureteral 
orifice  was  ectopic,  and  a congenital  bladder-neck  contrac- 
ture was  present. 

ureter  or  for  a complete  diversion  of  the  urinary 
stream  to  an  ileal  conduit — any  of  these  is  useful 
in  an  appropriate  situation. 

An  example  is  the  case  of  a 21-year-old  white 
male  who  had  been  perfectly  well  until  he  be- 
gan to  have  severe  left  upper  quadrant  pain  on 
the  day  of  admission.  Two  days  previously,  his 
child  had  jumped  on  his  abdomen  without  causing 
him  any  immediate  pain.  On  admission,  he  was 
found  to  have  an  ill-defined  left  upper  quadrant 
mass,  and  the  urinary  sediment  was  clear.  Intra- 
venous pyelograms  showed  only  faint  function  in  a 
left  hydronephrosis  at  three  hours.  The  retrograde 
pyelogram  (Figure  5)  demonstrated  huge  bilateral 
hydronephrosis  and  hydroureter.  Our  impression 
was  a congenital  megaloureter,  and  a ureterone- 
ocystostomy  was  carried  out.  He  has  subsequently 
done  well.  As  is  not  infrequently  true,  the  severe- 
ly damaging  congenital  ureteral  obstruction  was 
an  insidious  one,  and  its  discovery  was  fortuitous. 

URETERAL  CALCULUS 

The  most  common  acquired  type  of  ureteral  ob- 
struction is  ureteral  calculus.  There  has  been  much 
discussion  with  regard  to  the  best  way  of  dealing 


with  various  types  of  ureteral  calculus.  A small  one 
will  pass  spontaneously,  but  larger  ones  need  to  be 
removed  almost  immediately,  especially  when  they 
have  occurred  in  the  upper  half  of  the  ureter.  If 
a calculus  is  in  the  lower  portion  of  the  ureter,  it 
may  pass  spontaneously,  or  it  can  be  removed  by 
surgical  or  transvesical  instrumental  technic.  There 
has  been  much  controversy  regarding  the  use  of 
instruments  to  remove  stones  in  the  upper  ureter 
and  kidney  pelvis.  Instrumental  procedures  have 
been  satisfactorily  carried  out  by  Ellik  and  others, 
but  there  are  dangers  which  should  be  empha- 
sized, in  that  trauma  to  the  ureter  is  almost  cer- 
tain to  happen  when  a stone  is  pulled  down  over 
this  tremendous  distance.  In  fact,  about  15  years 
ago,  Ockerblad  reported  two  deaths  from  massive 
hemorrhage  associated  with  tearing  of  the  ureter 
when  an  attempt  was  made,  by  means  of  an  instru- 
ment, to  pull  down  ureteral  stones  which  were 
too  large. 

The  differential  diagnosis  between  non-opaque 
stone,  blood  clots,  and  papillary  tumors  of  the 
ureter  may  be  diffcult.  A non-opaque  filling  defect 
associated  with  uric  acid  calculus  may  give  all  the 
symptoms  and  signs  of  a ureteral  tumor,  and  the 
pyelograms  may  be  indistinguishable.  At  times,  in 
our  experience,  cytologic  studies  of  the  urine  from 
the  kidney  may  be  of  great  value.  There  is  a high 
degree  of  correlation  between  positive  cytologic 
findings  and  the  presence  of  a tumor  in  the  ureter. 
However,  one  can’t  rely  completely  upon  this  cor- 


Figure  5.  Retrograde  pyelogram  demonstrated  a huge  bi- 
lateral hydronephrosis  and  hydroureter.  Our  impression  was  a 
congenital  megaloureter. 
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Figure  6.  In  this  patient  a diagnosis  of  ureteral  tumor  was  made  on  the  basis  of  cytologic  studies  of  urine  from  the  kidney,  but 
when  a nephroureterectomy  was  performed,  a uric  acid  calculus  was  found,  rather  than  a tumor. 


relation.  A diagnosis  of  ureteral  tumor  was  made 
and  a nephroureterectomy  carried  out  on  the  pa- 
tient whose  x-rays  are  shown  in  Figure  6,  and  at 
the  time  of  surgery,  a uric  acid  calculus  was  found, 
rather  than  a tumor. 

The  x-ray  in  Figure  7 shows  a negative  filling 
defect  at  the  left  ureteropelvic  junction.  Since  it 
had  many  of  the  characteristics,  a tentative  diagno- 
sis of  uric  acid  calculus  was  made,  but  at  surgery 
a tumor  was  found  at  the  ureteropelvic  junction. 

Another  interesting  variation  was  in  the  findings 
on  a patient  17  years  of  age  who  had  had  left  flank 
pain  and  hematuria  of  four  years’  duration  follow- 
ing trauma.  From  the  intravenous  pyelograms 
shown  in  Figure  8,  the  diagnosis  was  left  congen- 
ital-type hydronephrosis,  with  poor  emptying  of 
the  left  renal  pelvis.  At  the  time  of  operation,  the 
ureter  was  found  to  contain  a frond-like  mass  pro- 
truding through  the  incision  in  the  ureter  and 
filling  up  the  entire  ureter.  A ureterectomy  was 
carried  out,  and  benign  polyps  were  found  extend- 
ing throughout  the  length  of  the  ureter. 

Tuberculosis  involving  the  ureter  may  produce 
ureteral  obstruction,  but  the  findings  may  not  be 
typical  of  tuberculosis  and  may  suggest  the  pos- 
sibility of  ureteral  tumor.  This  is  illustrated  in 
the  case  of  a 32-year-old  woman  who  entered  the 
hospital  with  a short  history  of  gross  hematuria. 
The  pyeloureterograms  shown  in  Figure  9 had  the 
appearance  of  a constricting  lesion  involving  the 
lower  end  of  the  right  ureter.  No  organisms  were 
found,  but  grossly  bloody  urine  came  from  the 
right  ureteral  orifice.  A diagnosis  at  the  time  of 


the  operative  procedure  confirmed  the  finding  of 
a tuberculous  stricture  of  the  ureter.  In  contrast, 
a very  similar  clinical  picture  was  exhibited  by 
the  middle-aged  female  whose  films  are  shown  in 
Figure  10.  At  the  time  of  operation  and  upon 
pathologic  study  of  the  specimen,  her  difficulty 
was  found  to  have  been  a ureteral  carcinoma. 

Injury  to  the  ureter  during  pelvic  surgery  may 
present  problems  in  diagnosis  and  management. 
The  pyelograms  in  Figure  11  are  those  of  a 45- 
year-old  woman  with  a large  fibroid  of  the  uterus. 
She  underwent  hysterectomy,  and  during  the  pro- 
cedure massive  bleeding  required  replacement  by 
a good  deal  of  banked  whole  blood.  Postoperative- 
ly,  the  patient  passed  absolutely  no  urine.  Because 
of  the  lengthy  operation,  a significantly  long  pe- 
riod of  hypotension  and  the  administration  of  a 
large  quantity  of  blood,  it  was  felt  that  the  anuria 
was  secondary  to  lower  nephron  nephrosis,  and 
she  was  treated  conservatively.  She  remained  anu- 
ric,  and  on  the  twelfth  postoperative  day,  when 
her  blood  urea  nitrogen  was  markedly  elevated 
and  her  abdomen  became  distended,  urologic  con- 
sultation was  requested.  Obstruction  was  met  a 
few  centimeters  above  the  bladder,  confirming  a 
diagnosis  of  bilateral  ureteral  obstruction.  Bilat- 
eral ureteroneocystostomy  was  carried  out,  with  a 
good  result  and  marked  improvement  in  the  pa- 
tient. Incidentally,  on  follow-up  examination,  she 
was  found  to  have  bilateral  ureteral  reflux,  but 
had  absolutely  no  symptoms,  and  her  intravenous 
pyelograms  (Figure  12)  were  normal.  In  this  case, 
(Text  concluded  on  page  229) 
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Figure  7.  This  shows  a negative  filling  defect  at  the  left 
ureteropelvic  junction,  and  since  it  had  many  of  the  char- 
acteristics, a tentative  diagnosis  of  uric  acid  calculus  was 
made.  At  surgery,  a tumor  was  found  at  the  ureteropelvic 
junction,  however. 


Figure  8.  This  patient  had  had  left  flank  pain  and  hematuria 
for  four  years  following  trauma.  From  intravenous  pyelograms 
such  as  this,  the  diagnosis  was  left  congential-type  hydro- 
nephrosis, with  poor  emptying  of  the  left  renal  pelvis.  At 
operation,  however,  the  ureter  was  found  to  contain  a frond- 
like mass  that  filled  the  entire  ureter  and  protruded  through 
the  incision  that  had  been  made  in  it. 


Figure  9.  Tuberculosis  involving  the  ureter  may  produce 
ureteral  obstruction,  but  the  findings  may  not  be  typical,  and 
may  suggest  the  possibility  of  ureteral  tumor. 


Figure  10.  This  patient  exhibited  a clinical  picture  similar  to 
that  of  the  patient  whose  ureter  is  shown  in  Figure  9.  At  op- 
eration, however,  her  difficulty  was  found  to  be  a ureteral 
carcinoma. 
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Figure  I I.  Pyelograms  of  a 45-year-ofd  woman  with  a large  fibroid  of  the  uterus.  During  hysterectomy  a great  deal  of  bleed- 
ing occurred,  and  afterward  the  patient  was  anuric.  On  urologic  consultation,  obstruction  was  met  a few  centimeters  above  the 
bladd  er. 


Figure  12.  Intravenous  pyelograms  taken  during  follow-up  of  the  same  patient.  Bilateral  ureteroneocystostomy  had  been  carried 
out  with  a good  result. 
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Figure  13.  The  ureter  of  the  good  right  kidney  had  been  ligated,  and  the  hypoplastic  left  kidney  was  the  sole  organ  of  urinary 
excretion.  A right  ureteroneocystostomy  remedied  the  situation. 


Figure  14.  Retrograde  pyelograms  of  a patient  admitted  with  a diagnosis  of  septicemia  secondary  to  pyelonephritis.  The  cor- 
rect diagnosis  was  periureteritis  plastica. 
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Figure  17.  Gradual  encroachment  by  a retroperitoneal  sarcoma  upon  the  upper  portion  of  the  ureter. 
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the  fact  that  no  urine  was  passed  was  very  sug- 
gestive of  mechanical  obstruction,  for  except  in  bi- 
lateral renal  artery  thrombosis,  complete  anuria  is 
extremely  rare.  Even  in  severe  lower  nephron  ne- 
phrosis, 30  to  40  cc.  per  day  will  be  excreted. 

An  interesting  variation  of  this  is  illustrated  in 
the  case  of  a female  who  had  a hysterectomy,  and 
who,  postoperatively,  passed  about  100  cc.  of  urine 
daily.  She  rapidly  became  uremic.  The  clinical 
picture  appeared  typical  for  lower  nephron  ne- 
phrosis, although  there  were  no  apparent  etiologic 
factors  such  as  there  had  been  in  the  previous 
case.  Studies  showed  that  the  ureter  of  the  good 
right  kidney  had  been  ligated,  and  that  the  hypo- 
plastic left  kidney,  shown  in  Figure  13,  was  the 
sole  organ  of  urinary  excretion.  A right  uretero- 
neocystostomy  remedied  the  situation. 

IATROGENIC  OBSTRUCTION 

Another  type  of  injury  to  the  ureter  occurs  dur- 
ing extensive  dissection  for  extirpation  of  pelvic 
neoplasms.  Because  of  the  close  proximity  of  the 
ureter  to  cervical,  uterine  and  bowel  cancer,  the 
ureteral  adventitia  may  be  excised  during  the 
procedure,  with  resultant  loss  of  blood  supply  and 
innervation.  The  ureter  then  becomes  adynamic 
and  dilated.  Sometimes  months  of  therapy  are 
necessary  before  the  hydrodynamics  of  the  ureters 
adjust  themselves  to  the  situation.  During  this  in- 
terval, infection  and  other  complications  may  arise. 

Periureteritis  plastica  is  a relatively  uncommon, 
but  perplexing  cause  of  extrinsic  ureteral  obstruc- 
tion. It  is  usually  bilateral,  but  occasionally  it 
presents  as  unilateral  disease.  The  patient  whose 
retrograde  pyelogram  is  shown  in  Figure  14  was 
admitted  to  the  hospital  with  a diagnosis  of  sep- 
ticemia secondary  to  pyelonephritis.  She  was  found 
to  have  renal  insufficiency,  a secondary  anemia 
and  a pyelogram  showing  the  characteristic  medial 
displacement  of  the  ureters,  and  marked  dilation 
of  the  upper  ureters  and  renal  pelvis.  Although 


this  entity  may  be  confused  clinically  with  retro- 
peritoneal sarcoma,  the  latter  is  rarely  bilateral 
and  does  not  characteristically  displace  the  ureters 
toward  the  midline.  When  the  obstruction  had 
been  surgically  corrected,  the  infection  cleared 
and  she  became  well.  Though  the  initial  diagnosis 
of  septicemia  and  pyelonephritis  was  correct  in 
part,  it  was  secondary  to  the  extrinsic  ureteral 
obstruction  which  had  been  demonstrated  radio- 
graphically. 

Another  cause  of  extrinsic  acquired  ureteral  ob- 
struction occurred  in  a young  woman  who  had 
been  experiencing  recurrent  attacks  of  right  pyeli- 
tis every  three  of  four  weeks.  A medical  student 
noted  that  these  coincided  with  her  menstrual 
periods.  The  pyelograms  in  Figure  15  demonstrate 
the  right  lower  ureteral  obstruction.  A diagnosis 
of  endometriosis  involving  the  right  lower  ureter 
was  confirmed  at  surgery.  A partial  ureterectomy 
and  a reimplantation  of  the  ureter  were  done,  with 
complete  resolution  (Figure  16). 

Figure  17  illustrates  the  gradual  encroachment 
upon  the  upper  portion  of  the  ureter  by  a retro- 
peritoneal sarcoma.  This  was  confirmed  upon  sur- 
gical exploration.  Irradiation  brought  about  the  re- 
lief of  pain,  regression  of  the  retroperitoneal  tu- 
mor and  return  of  function  of  the  left  ureter.  Dis- 
semination of  the  tumor  continued,  however,  and 
the  patient  died  two  years  later. 

SUMMARY 

In  review,  then,  the  concept  of  ureteral  obstruc- 
tion may  be  of  as  great  value  to  the  urologist  in 
the  assessment  of  the  individual  patient,  as  the 
concept  of  intestinal  obstruction  is  to  the  general 
sux-geon.  The  conditions  which  produce  distur- 
bance to  the  outflow  of  ui’ine  from  the  kidney 
pelvis  to  the  bladder  are  multitudinous,  and  pre- 
sent a tremendous  variety  of  clinical  pictures.  An 
undei-standing  of  these,  and  of  the  possibilities  in- 
volved, is  of  great  value  to  the  physician  and  his 
patient. 
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SUMMARY  OF  CLINICAL  FINDINGS 

A 58- year-old  white  man,  who  weighed  94  lbs.  and 
who  had  been  seen  at  the  University  Hospitals  for 
the  previous  two  years  because  of  incapacitating 
rheumatoid  arthritis  and  chronic  bilateral  pleural 
effusions,  entered  the  hospital  for  his  sixth  and 
final  time  because  his  wife,  upon  whom  he  de- 
pended for  care  at  home,  had  been  rushed  to  the 
hospital  for  emergency  care  following  an  onset  of 
rectal  bleeding. 

He  did  very  well  during  the  first  five  days  of  his 
hospital  stay,  but  then  became  quite  nervous  and 
anxious  on  the  sixth  day,  when  his  wife  underwent 
hemorrhoidectomy.  Thereafter,  coughing  and  dysp- 
nea became  increasingly  severe,  and  he  displayed 
mild  cyanosis  of  the  lips  and  rales  in  the  lungs. 
His  oral  temperature  ranged  between  97  and 
100°F.  His  blood  hemoglobin  concentration  was 
13.0  Gm.  per  cent,  and  his  leukocyte  count  was 
8,750/cu.  mm.,  with  a differential  including  46  per 
cent  bands,  41  per  cent  mature  polymorphonuclear 
cells,  10  per  cent  lymphocytes  and  3 per  cent 
monocytes.  No  additional  hematologic  or  bacterio- 
logic  studies  were  recorded,  and  no  radiologic  ex- 
aminations were  done.  Therapy  included  digitoxin, 
Amodrine,  Medihaler,  phenobarbital,  Bufferin, 
Darvon,  Equanil,  cough  medicines  and  milk  of 
magnesia,  all  in  appropriate  dosages.  On  the  eve- 
ning of  the  thirteenth  hospital  day,  he  was  found 
dead  in  bed. 

The  patient’s  arthritis  had  begun  when  he  was 
40  years  old,  and  had  been  treated  off  and  on  with 
salicylates  and  with  alfalfa  tea,  both  of  which 
seemed  to  produce  relief  of  the  stiffness  and  pain 
which  affected  mainly  his  wrists  and  ankles. 

When  he  was  47  years  old  an  appendectomy  was 
carried  out  in  his  community  hospital.  Three  days 
after  his  operation,  he  had  a second  surgical  pro- 
cedure because  of  bowel  obstruction.  One  week 
later,  a third  exploratory  laparotomy  disclosed 
mesenteric  adhesions.  After  that,  his  abdominal 
wound  became  infected  and  broke  down,  so  that 
a secondary  closure  of  the  wound  had  to  be  car- 
ried out  four  months  after  the  original  appendec- 
tomy. 


Because  of  his  arthritis,  he  ceased  operating  his 
service  station  when  he  was  49  years  old,  and 
thereafter  was  not  gainfully  employed. 

His  first  admission  to  University  Hospitals  had 
occurred  two  years  before  his  death,  when  he  was 
56  years  old.  During  the  preceding  four  months, 
he  had  been  troubled  by  a persistent  cough  pro- 
ductive of  frothy  white  sputum,  chest  pain,  malaise 
and  anorexia.  His  weight  had  decreased  from  140 
to  125  lbs.  He  had  smoked  from  one  to  two  packs 
of  cigarettes  per  day  since  the  age  of  18  years, 
and  his  sister  had  died  of  pulmonary  tuberculosis. 
At  the  time  of  his  first  admission  he  had  mild 
symmetrical  polyarthritis,  with  fusiform  fingers 
and  moderate  limitation  of  motion  of  most  of  the 
large  joints  of  the  extremities.  Numerous  nodules 
were  present  overlying  extensor  tendons.  Sug- 
gestions of  a right-sided  pleural  effusion  were  noted 
on  examination  of  the  chest,  and  radiologic  exam- 
ination confirmed  that  condition  and  revealed  a 
calcified  right  hilar  node.  Right  posterior  thora- 
centesis yielded  360  ml.  of  cloudy  fluid  which  had 
a specific  gravity  of  1.015,  and  contained  60  per 
cent  lymphocytes,  40  per  cent  polymorphonuclear 
cells  and  no  red  blood  cells.  Culture  of  this  fluid 
yielded  no  growth  of  bacteria.  Attempts  to  identify 
tubercle  bacilli  in  a culture  of  this  fluid  were  un- 
successful. Attempts  to  identify  tubercle  bacilli  in 
this  fluid  by  staining  and  by  culture  in  the  guinea 
pig  were  likewise  fruitless,  even  though  the  pa- 
tient subsequently  showed  a mild  reaction  to  sec- 
ond-strength PPD  skin  testing.  Examination  of  the 
pleural  fluid  for  malignant  cells  also  yielded  nega- 
tive findings.  Although  the  initial  physical  findings 
and  chest  x-rays  revealed  no  fluid  in  the  left  pleu- 
ral space,  bilateral  pleural  effusions  were  dem- 
onstrable radiologically  within  a week  after  ad- 
mission. 

Numerous  additional  studies  were  accomplished 
during  this  first  hospitalization.  The  patient  was 
not  anemic.  His  total  leukocyte  counts  ranged  near 
8,500/cu.  mm.,  from  70  to  80  per  cent  of  these  cells 
being  polymorphonuclear.  His  erythrocyte  sedi- 
mentation rates  were  54  to  65  mm./hr.  His  total 
serum  protein  concentration  was  5.9  Gm.  per  cent, 
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with  4.1  Gm.  per  cent  albumin,  and  1.8  Gm.  per 
cent  globulin.  A serum  electrophoresis  revealed 
the  following  distribution  of  proteins  (with  nor- 
mal values  given  in  parentheses) : albumin  45.9 
(61.1);  alpha-1  globulin  9.9  (5.1);  alpha-2  globulin 
17.8  (8.8);  beta  globulin  16.1  (12.4);  gamma-prime 
globulin  2.6  (2.0);  and  gamma  globulin  7.7  (10.6 
per  cent).  The  latex  and  bentonite  tests  for  rheu- 
matoid factor  were  both  positive,  and  rare  lupus 
erythematosus  cells  were  reported  on  one  of  two 
preparations  examined.  Urinalyses  yielded  normal 
findings,  and  the  blood  urea  nitrogen,  creatinine 
and  uric  acid  concentrations  were  all  normal.  Skin 
tests  for  histoplasmosis,  blastomycosis  and  coccid- 
ioidomycosis were  negative,  and  serologic  tests 
for  brucellosis,  typhoid  fever  and  leptospirosis 
were  also  negative.  Two  blood  cultures  yielded  no 
growth. 

From  the  time  of  his  first  admission  until  his 
death  two  years  later,  he  spent  a total  of  nearly  12 
months  in  University  Hospitals  because  of  per- 
sistent bilateral  pleural  empyemata,  which  failed 
to  respond  to  intensive  combined  medical  and  sur- 
gical treatment.  Large  amounts  of  fluid  were  re- 
peatedly drained  from  both  pleural  spaces,  but 
the  fluid  always  reaccumulated.  This  fluid  was 
usually  sterile,  but  on  two  occasions  it  yielded 
hemolytic  Staphylococcus  aureus  by  culture.  Re- 
peated attempts  to  identify  tubercle  bacilli  and 
malignant  cells  in  the  fluid  were  always  unsuccess- 
ful. Bronchoscopy  and  a right  bronchogram  re- 
vealed normal  findings.  When  a left  thoracotomy 
was  done  for  open  pleural  biopsy,  the  parietal 
and  visceral  pleura  appeared  finely  granular,  and 
in  areas  were  covered  with  a thick  layer  of  whit- 
ish granular  material.  Cultures  of  the  3,500  ml. 
of  cloudy  yellow  fluid  obtained  during  this  pro- 
cedure were  negative  for  bacteria,  acid-fast  organ- 
isms and  fungi.  Microscopic  examination  of  a cell 
block  of  the  spun  sediment  revealed  large  amounts 
of  eosinophilic-staining  amorphous  debris,  but  no 
malignant  cells.  Pathologic  study  of  the  biopsied 
pleura  showed  “chronic  pleuritis”  with  no  evidence 
of  malignancy,  no  giant  cells  and  no  acid-fast 
organisms  or  fungi,  but  revealed  questionable  rods 
by  the  Gram-staining  technic.  After  that  thoracot- 
omy, pleural  fluid  continued  to  accumulate  bi- 
laterally, and  drained  spontaneously  through  the 
old  left  thoracotomy  wound.  Therefore,  he  had 
indwelling  tubes  draining  the  left  pleural  space 
for  the  last  16  months  of  his  life. 

Steadily  progressive  deterioration  characterized 
the  man’s  course.  Congestive  cardiac  failure  re- 
sponded well  to  digitalization.  Severe  hypochromic 
anemia  was  an  intercurrent  problem,  but  it  was 
corrected  by  supplemental  iron  therapy.  His 
rheumatoid  arthritis  waxed  and  waned.  Necrosis 
of  his  rheumatoid  nodules  became  a serious  prob- 
lem, with  drainage  of  pus  from  these  superficial 
lesions.  Bufferin  and  Darvon  were  employed,  along 


with  physical  therapy,  in  the  management  of  his 
arthritis  problems.  No  steroid  agents  are  recorded 
as  having  been  administered. 

One  month  before  his  final  admission,  while  he 
was  hospitalized  here  for  nine  days  for  a general 
review  of  his  many  difficulties,  scleromalacia  per- 
forans  of  both  orbits  was  noted  for  the  first  time. 
Draining  subcutaneous  nodules  were  present  over 
the  sacrum,  both  hips,  both  lateral  fibular  heads 
and  the  right  elbow.  His  left  chest  tube  was  drain- 
ing yellowish,  cloudy  fluid.  Urinalysis  then  re- 
vealed normal  findings,  and  his  hemoglobin  con- 
centration was  15  Gm.  per  cent,  the  total  leukocyte 
count  was  6,700/cu.  mm.,  and  his  erythrocyte  sedi- 
mentation rate  was  86  mm. /hr.  Roentgenograms  of 
the  chest  showed  a partial  pneumothorax  on  the 
right  side,  with  a fluid  level  visible  at  the  right 
base.  No  further  thoracic  surgical  treatment  was 
recommended  at  that  time,  and  he  was  discharged 
home  on  a regimen  which  included  Bufferin  and 
Darvon  as  needed  for  comfort,  digitoxin,  and  hy- 
drogen peroxide  for  cleansing  of  the  chest  tubes 
and  draining  nodules. 

Dr.  Raymond  Sheets,  Internal  Medicine:  We  do 
not  intend  to  discuss  this  protocol  as  an  unknown, 
although  I think  you  will  find  that  there  is  a great 
deal  that  is  unknown  about  the  disease  with  which 
it  deals.  We  shall  first  have  a few  comments  from 
Mr.  Dale  Phelps,  a junior  student. 

Mr.  Dale  Phelps,  junior  ward  clerk:  The  patient’s 
history  is  typical  of  rheumatoid  arthritis.  The  main 
problem  to  be  considered  is  the  bilateral  pleural 
effusion.  Because  of  the  biopsy  and  the  character- 
istics of  the  pleural  fluid,  we  can  be  confident  that 
it  was  an  inflammatory  reaction  of  the  pleura,  and 
thereby  we  can  rule  out  pleural  effusion  second- 
ary to  extrinsic  organ  pathology.  The  possibility 
of  tuberculous  pleurisy  has  to  be  considered  be- 
cause of  the  history,  the  positive  PPD  and  the 
calcific  hilar  nodes.  The  failure  to  demonstrate  the 
organism  and  exudate  does  not  rule  this  out.  We 
do  feel  that  cultures  of  sputum  and  gastric  wash- 
ings were  indicated  on  the  patient’s  initial  admis- 
sion, but  the  protocol  does  not  indicate  that  they 
were  done.  Neoplasms  must  be  considered,  espe- 
cially in  view  of  the  weight  loss  and  the  history  of 
smoking.  If  there  were  any,  they  probably  would 
have  been  picked  up  on  repeated  cytologic  studies 
or  chest  roentgenograms.  We  feel  that  both  tu- 
berculosis and  neoplasm  would  have  been  verified 
by  the  exploration  and  biopsy,  if  they  had  been 
present. 

Our  impression  is  that  the  pleural  effusion  was 
a manifestation  of  the  rheumatoid  arthritis,  al- 
though we  cannot  explain  the  lymphocyte  count 
in  the  fluid  or  the  fact  that  no  rheumatoid  nodules 
were  discovered  in  the  pleura  on  exploration.  As 
to  the  cause  of  the  patient’s  death,  we  feel  that  in 
view  of  the  dramatic  shift  to  the  left  of  his  differ- 
ential cell  count,  and  his  generally  debilitated 
condition,  he  must  have  suffered  an  acute  bacterial 
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infection — probably  a pneumonia.  We  cannot  rule 
out  the  possibility  of  pulmonary  or  myocardial  in- 
farction, for  the  protocol  gives  no  indication  of  his 
course  during  the  last  seven  days  of  his  life. 

Dr.  Sheets:  We  are  going  to  dispense  with  staff 
discussion  of  the  protocol,  and  move  right  along. 
Dr.  Van  Epps,  would  you  like  to  show  us  the  roent- 
genograms? 

Dr.  Eugene  F.  Van  Epps,  Radiology:  I have 
chosen  a few  representative  roentgenograms  from 
the  many  that  were  taken  during  the  patient’s 
lifetime.  The  first  one  shows  bilateral  pleural  ef- 
fusions associated  with  pulmonary  edema.  Two 
weeks  later,  the  pulmonary  edema  had  disap- 
peared, but  small  bilateral  pleural  effusions  re- 
mained. A month  later,  a poorly-defined  infiltrate 
could  be  seen  in  the  left  lower  lobe,  which  I feel 
represented  a pneumonitis.  Small  bilateral  ef- 
fusions were  still  present.  Then,  later,  a small 
right  pleural  effusion  was  seen,  and  then  a larger, 
loculated  effusion  laterally  on  the  left.  This  latter 
collection  was  larger  three  months  later.  The  exam- 
ination then  showed  a thoracotomy  tube  in  the 
pleural  cavity,  following  removal  of  the  empyema 
collection.  The  cavity  had  not  expanded.  The  final 
roentgenogram  revealed  irregularity  of  aeration 
at  the  site  of  the  previous  cavity,  and  a hydro- 
pneumothorax on  the  right.  No  cardiac  enlarge- 
ment or  failure  was  demonstrated.  These  roent- 
genograms confirmed  the  presence  of  long-stand- 
ing bilateral  pleural  effusions,  the  left  becoming 
loculated  and  requiring  operation.  One  year  later, 
there  was  a severe  hydropneumothorax. 

Dr.  Jack  M.  Layton,  Pathology:  At  autopsy,  the 
right  pleural  cavity  was  filled  with  1,750  ml.  of 
purulent  exudate.  This  had  resulted  in  massive 
collapse  of  the  right  lung.  The  pleural  surfaces 
were  greatly  thickened  with  yellowish-gray  fibrino- 
purulent  exudate  showing  evidence  of  organiza- 
tion. In  addition,  they  exhibited  massive  areas  of 
fibrinoid  degeneration  and  necrosis  of  a type  which 
would  fit  with  the  rheumatoid  lesion.  There  was 
acute  pyogenic  lobular  pneumonia  in  the  underly- 
ing lung,  with  purulent  bronchitis  manifest  also. 
The  left  pleural  cavity  was  mostly  obliterated  by 
dense  fibrous  and  fibrinous  adhesions  between  the 
visceral  and  parietal  layers.  The  left  lung  was  ex- 
tensively adherent  to  the  thoracic  wall.  A loculus 
from  an  old  empyema  communicated  with  the  over- 
lying  skin  by  a fistula  with  a cutaneous  opening 
4.5  x 2.0  cm.  Purulent  bronchitis,  patchy  lobular 
pneumonia  and  emphysema  were  present  in  the  left 
lung.  The  pericardium  was  greatly  thickened  and 
was  covered  with  a fibrinous  exudate  which  dis- 
played extensive  necrosis.  Only  15  ml.  of  straw-col- 
ored fluid  was  present  in  the  pericardial  cavity. 
Other  manifestations  of  sepsis  included  hyperplasia 
of  splenic  red  pulp,  bone  marrow  and  lymph  nodes 
in  the  mediastinum  and  the  pulmonary  hilar  re- 
gions, edema  and  “toxic  granulations”  in  the  liver, 


and  foci  of  mild  hyperplasia  in  the  thyroid  gland. 

Rheumatoid  arthritis  was  manifested  by  changes 
in  the  joints,  skin  and  subcutaneous  tissue,  serous 
surfaces,  cardiovascular  system  and  endocrine  or- 
gans. Multiple  joints  of  the  hands  and  wrists,  and 
large  joints  of  the  extremities  were  involved.  A 
fibrous  pannus  was  found  over  the  articular  sur- 
face of  the  lower  end  of  the  femur,  with  thickened, 
fibrosed  synovial  membrane  in  the  joint.  The  joint 
capsule  was  thickened.  Multiple  subcutaneous 
rheumatoid  nodules — some  recent,  some  draining 
and  some  scarred — were  observed  in  the  regions 
of  the  sacrum,  hips,  elbows,  occipital  areas,  hands 
and  knees.  These  were  characterized  by  central 
areas  of  coagulative  and  fibrinoid  necrosis,  sur- 
rounded by  palisaded  large  mononuclear  cells,  fi- 
broblasts and  leukocytes,  and  with  a dense  fibrous 
wall  at  the  periphery.  Primarily,  the  nodules  were 
in  the  subcutaneous  tissues.  A similar  type  of  histo- 
pathologic reaction  was  observed  in  the  pericardi- 
um and  pleura.  The  splenic  capsule  was  thickened, 
fibrosed  and  hyalinized.  The  muscle  and  skin  were 
atrophic,  and  there  was  severe  generalized  wasting. 
Hyaline  changes  were  noted  in  cells  in  the  pitui- 
tary. A lump  in  the  left  breast  showed  gyneco- 
mastia. Areas  of  lipid  depletion  and  focal  hyper- 
plasia had  occurred  in  the  adrenal  glands. 

The  vermiform  appendix  was  missing.  Intra-ab- 
dominal adhesions  and  two  vertical  abdominal 
scars  were  residues  from  the  previous  surgical 
operations. 

Let  me  summarize  by  saying  that  this  man  had 
a systemic  disease — rheumatoid  disease.  His  crip- 
pling had  been  brought  about  by  processes  which 
affected  his  joints.  The  primary  change  was  a pro- 
liferation of  the  synovial  membrane  and  of  the 
perichondrium  of  the  articular  cartilage,  combined 
in  many  instances  with  a proliferation  of  the  con- 
nective tissue  and  endosteum  of  the  epiphyseal 
marrow  directly  beneath  the  cartilage.  Prolifera- 
tion of  the  synovial  membrane  had  produced  a 
layer  of  granulation  tissue  which  extended  over 
the  joint  cartilage  as  a pannus.  Destruction  and 
absorption  of  joint  cartilage  had  occurred  at  the 
point  of  contact  with  the  granulation-tissue  pannus. 
Atrophy  of  bone  had  increased  gradually.  The 
joints  were  enlarged  owing  to  a thickening  of  the 
joint  capsule  and  an  increase  in  the  amount  of 
synovial  membrane. 

As  a result  of  the  progressive  granulomatous  re- 
action in  the  synovial  membrane  and  articular  con- 
nective tissues,  the  joint  cartilage  and  bone  had 
been  destroyed,  and  the  supporting  connective 
tissue  structures  had  been  deformed.  The  joint 
destruction  and  deformity  are  usually  proportion- 
al to  the  intensity  and  duration  of  the  active  in- 
flammatory process.  Thus,  an  important  feature 
to  be  kept  in  mind  is  that  any  agent  which  will 
(1)  decrease  the  intensity  of  the  active  inflam- 
matory process,  or  (2)  decrease  the  duration  of 
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the  active  inflammatory  process  will  diminish  the 
ultimate  joint  destruction  and  crippling.  Death 
followed  pulmonary  insufficiency  which  was  the 
result  of  massive  pleuritis,  empyema  and  pneu- 
monia. 

Dr.  W.  D.  Paul,  Rehabilitation:  What  about  the 
blood  vessels? 

Dr.  Layton:  In  rheumatoid  arthritis  there  is 
very  often  a segmental  or  focal  vasculitis,  mostly 
an  arteriolitis  or  venulitis  in  clinically  involved 
tissues,  and  most  often  in  advanced  or  highly  ac- 
tive disease.  Wtih  steroid  therapy,  a fulminating 
vasculitis  may  appear,  and  seems  to  be  related  to 
a resurgence  of  disease  activity.  Severe  ischemic 
necrosis,  including  myocardial  infarction,  may  re- 
sult. This  man  did  not  have  appreciably  severe 
vascular  lesions. 

Dr.  Sheets:  Dr.  Layton  has  told  us  something 
about  the  anatomy  of  this  disease.  Dr.  Routh, 
would  you  please  tell  us  something  about  its  bio- 
chemistry ? 

Dr.  Joseph  Routh,  Biochemistry : The  biochem- 
ist has  been  concerned  about  rheumatoid  arthritis 
for  a great  many  years,  and  has  been  especially 
interested  in  laboratory  studies  dealing  with  it. 
The  increase  in  the  viscosity  of  the  patient’s  blood 
was  once  used  as  an  indication  of  the  disease. 
Later,  the  increase  in  the  sedimentation  rate  of 
the  blood  cells  provided  a measure  of  the  progress 
of  the  disease.  An  attempt  was  then  made  to 
correlate  these  changes  with  variations  in  the 
plasma  proteins  in  rheumatoid  arthritis.  By  means 
of  salt  fractionation  procedures,  it  was  observed 
that  there  was  a decrease  in  albumin  and  an  in- 
crease in  globulin,  especially  of  euglobulin.  A 
common  finding  in  the  disease  was  a decrease  in 
the  A/G  ratio. 

As  the  technic  of  electrophoresis  became  avail- 
able, several  investigators  reported  decreases  in 
albumin,  along  with  definite  increases  in  alpha 
and  gamma  globulins  and  fibrinogen.  It  was  also 
noted  that  the  increase  in  alpha  globulins  was 
marked  in  the  early  acute  stage  of  the  disease, 
and  that  an  increase  in  the  gamma  globulin  fol- 
lowed in  the  later,  more  chronic  stage. 

For  the  past  15  years,  our  laboratory  has  been 
investigating  the  plasma  and  serum  proteins  of 
patients  in  various  stages  of  rheumatoid  arthritis. 
Using  a uniform  and  standardized  technic  of  free 
electrophoresis,  we  have  compared  the  plasma  and 
serum  proteins  of  normal  individuals  with  those 
of  patients  with  different  types  of  arthritis.  In  our 
studies,  the  early  acute  stage  of  rheumatoid  ar- 
thritis has  been  characterized  by  an  increase  in 
the  alpha!  and  gamma  globulins,  and  a slight  de- 
crease in  albumin.  The  chronic  stage  of  the  disease 
is  marked  by  a greater  increase  in  the  gamma 
globulin  component  and  a greater  decrease  in  al- 
bumin, with  only  a slight  increase  in  the  alpha] 
fraction  of  plasma.  In  patients  who  experience  re- 


missions or  recover  from  rheumatoid  arthritis, 
there  is  a definite  change  from  the  abnormal  pat- 
tern of  the  plasma  proteins  towards  a normal  dis- 
tribution. If  plasma  specimens  from  a large  series 
of  patients  in  various  stages  of  the  disease  are  sub- 
jected to  electrophoresis,  the  average  values  are  of 
interest.  These  show  a decrease  in  albumin  and  an 
increase  in  the  alphaT,  alpha2  and  gamma  globulins 
and  in  fibrinogen,  when  compared  to  normal 
plasma. 

Patients  with  two  other  types  of  arthritis  were 
studied  for  comparison  with  rheumatoid  arthritis. 
A series  of  plasma  specimens  from  patients  with 
osteo  or  hypertrophic  arthritis  were  subjected  to 
electrophoretic  analysis.  The  changes  in  the  plas- 
ma proteins  were  similar  to  those  observed  in 
rheumatoid  arthritis,  with  the  exception  that  the 
increases  in  gamma  globulin  were  not  so  marked. 
A study  of  a group  of  patients  with  rheumatoid 
spondylitis  revealed  interesting  differences  when 
compared  to  patients  with  rheumatoid  or  osteo 
arthritis.  The  fact  that  the  average  values  were 
similar  to  those  from  normal  plasmas  further 
strengthened  our  conclusion  that  this  disease  does 
not  represent  a typical  arthritic  condition. 

Several  investigators  have  studied  the  effect  of 
therapeutic  agents  on  the  progress  of  rheumatoid 
arthritis.  Since  both  ACTH  and  cortisone  have 
been  found  effective,  we  studied  changes  in  the 
plasma  proteins  during  and  after  treatment  with 
these  agents.  During  the  therapeutic  regime,  the 
abnormal  concentrations  of  the  plasma  protein 
components  tended  to  change  toward  normal 
values.  When  therapy  was  discontinued,  the  dis- 
tribution gradually  reverted  to  the  arthritic  pat- 
tern. 

Of  more  recent  interest  is  the  so-called  rheuma- 
toid factor  which  was  recognized  in  1955.  This  is 
a factor,  present  in  the  plasmas  or  serums  of  pa- 
tients with  rheumatoid  arthritis,  which  has  the 
property  of  agglutinating  particulate  bodies  such 
as  red  blood  cells,  latex  or  bentonite  particles  that 
are  coated  with  gamma  globulin.  Studies  with  the 
ultracentrifuge  demonstrated  that  the  factor  is 
a gamma  globulin  complex  of  high  molecular 
weight.  This  complex  has  a sedimentation  rate  of 
22  S (Svedberg  units)  and  can  be  dissociated  into 
two  major  constituents  by  treatment  with  acid 
or  urea.  Of  these  two  components,  the  smaller  has 
a 7 S value,  and  the  other  a 19  S value.  The  larger 
exhibits  all  the  typical  reactions  of  the  rheuma- 
toid factor. 

Several  methods  such  as  cellulose  ion  exchange 
chromatography,  elution  from  sensitized  sheep 
cells  and  various  technics  of  ultracentrifugation 
have  been  used  to  purify  the  factor.  One  method 
involves  diluting  the  serum  14:1  with  distilled 
water,  and  then  lowering  the  temperature  to  pro- 
duce a precipitate  in  the  cold.  This  precipitate  is 
removed  and  purified  further  by  chromatography 
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of  the  redissolved  precipitate  on  a carboxy methyl 
cellulose  column.  Studies  on  the  purified  factor 
have  established  a sedimentation  constant  of  18.8  S 
and  a mobility  in  paper  electrophoresis  associated 
with  that  of  the  fast  gamma  globulin  fraction. 

The  high  carbohydrate  content  of  the  rheuma- 
toid factor  establishes  it  as  a mucoprotein,  and  as 
its  concentration  increases  in  the  serum,  there  is 
a higher  ratio  of  polysaccharide  to  protein,  which 
may  be  of  diagnostic  significance.  This  ratio  in 
the  serum  of  a normal  adult  is  1:8,  and  it  increases 
progressively  with  the  severity  of  the  rheumatoid 
arthritis. 

An  even  more  promising  lead  in  the  study  of 
rheumatoid  arthritis  and  the  rheumatoid  factor  is 
the  technic  of  immunoelectrophoresis.  By  a com- 
bination of  electrophoresis  in  an  agar  gel,  followed 
by  precipitin  reactions  with  anti-sera,  a series  of 
arcs  can  be  obtained  which  describe  the  individual 
protein  components  in  the  patient’s  serum.  The 
patterns  yield  a better  definition  of  the  components 
than  do  other  types  of  electrophoresis,  and  may 
furnish  additional  information  in  the  study  of 
rheumatoid  arthritis.  Our  laboratory  is  currently 
investigating  the  advantages  of  immunoelectro- 
phoresis in  the  identification  of  plasma  and  serum 
proteins  in  disease. 

Dr.  William  E.  Connor,  Internal  Medicine:  Do 
you  believe,  Dr.  Routh,  that  the  rheumatoid  fac- 
tor is  the  pathogenic  agent  of  rheumatoid  disease, 
or  that  there  is  some  other  cause? 

Dr.  Routh:  As  a biochemist,  I believe  it  is  the 
result  of  some  other  cause.  I don’t  believe  that  the 
rheumatoid  factor  is  the  pathogenic  agent.  It’s  an 
indicator. 

Dr.  Sheets:  Dr.  Gauchat,  would  you  try  to  put 
some  of  these  findings  together? 

Dr.  Robert  D.  Gauchat,  Pediatrics:  Concerning 
the  important  question  raised  by  Dr.  Connor — 
one  to  which  a definitive  answer  cannot  yet  be 
given — there  is  some  evidence  to  suggest  that  the 
rheumatoid  factor  may  have  a hereditary  basis. 
Studies  of  the  families  of  rheumatoid  arthritic  pa- 
tients have  revealed  a significantly  higher  inci- 
dence of  positive  tests  for  the  rheumatoid  factor 
among  the  close  relatives  of  rheumatoid  arthritic 
patients  (parents,  siblings  and  children)  than 
would  be  encountered  in  a randomly  selected  pop- 
ulation. Many  of  these  close  relatives  have  positive 
tests  for  the  rheumatoid  factor,  but  show  no  clini- 
ical  evidence  of  rheumatoid  arthritis.1,  2 

It  seems  to  me  that  one  of  the  most  important 
lessons  to  be  learned  from  a study  of  this  patient 
is  the  generalized  systemic  nature  of  the  disease 
that  we  call  rheumatoid  arthritis.  In  addition  to 
characteristic  polyarthritis  and  subcutaneous  nod- 
ules, this  man  had  pericarditis,  pleuritis  and 
scleromalacia  perforans  as  manifestations,  not  com- 
plications, of  his  disease. 

Many  years  ago,  visceral  lesions  were  reported 


in  patients  dying  of  rheumatoid  arthritis,3  but  in 
the  vast  literature  concerning  this  disease,  the 
paper  that  Ellman  and  Ball  published  in  19484  is 
a classic  because  in  it  they  were  first  to  propose 
the  term  rheumatoid  disease.  After  describing  a 
group  of  rheumatoid  arthritics  who  had  pulmonary 
lesions  similar  to  those  found  in  this  patient,  they 
suggested  that  the  protean  manifestations  of  the 
rheumatoid  vascular  inflammatory  process  made 
rheumatoid  disease  preferable  to  rheumatoid  ar- 
thritis. At  the  present  time,  the  concept  of  rheu- 
matoid disease  underlies  our  efforts  to  identify 
causative  factors,  and  forms  the  basis  for  all  pres- 
ent modes  of  treatment.  We  no  longer  concentrate 
our  attention  solely  upon  the  patient’s  painful 
joints,  dramatic  and  distressing  though  the  ar- 
thritis may  be.  In  addition  to  alleviating  his  arthri- 
tis, we  must  attempt  to  counteract  the  generalized 
systemic  inflammatory  illness  in  its  broadest  scope, 
if  we  are  to  give  the  rheumatoid  patient  proper 
medical  care. 

Within  the  past  few  years,  several  important 
contributions  to  our  understanding  of  the  pleural 
lesions  have  appeared  in  the  literature.5-9  On  the 
basis  of  the  clinical  studies  reported  in  these 
papers,  four  cardinal  clinical  characteristics  of  the 
pleuritic  lesions  of  rheumatoid  disease  have  been 
recognized: 

1.  The  rheumatoid  patients  who  develop  pleu- 
ritic lesions,  with  effusions,  are  usually  midde-aged 
people,  though  pleuritis  can  occur  at  any  age. 

2.  The  rheumatoid  patients  with  pleuritic  lesions 
are  nearly  all  males,  a finding  which  contrasts 
rather  surprisingly  with  the  usually  accepted  2:1 
ratio  in  favor  of  females  as  regards  rheumatoid 
arthritis. 

3.  The  arthritis  which  these  particular  middle- 
aged  male  patients  have  is  characterized  by  recur- 
ring “episodic  flares,”  interspersed  with  sponta- 
neous remissions. 

4.  The  concentration  of  glucose  in  the  pleural 
fluid  obtained  by  thoracentesis  in  these  cases  is 
extremely  low — usually  less  than  20  mg.  per  cent — 
and  cannot  be  increased  by  the  intravenous  ad- 
ministration of  glucose.  Otherwise,  this  pleural 
fluid  has  no  distinctive  qualities.  It  is  yellow  or 
straw-colored,  and  somewhat  cloudy  and  non- 
bloody,  and  the  concentration  of  protein  in  it  tends 
to  parallel  that  of  the  patient’s  serum.  Obviously, 
bacteriologic  cultures  and  a cytologic  search  for 
neoplastic  cells  has  been  carried  out,  yielding 
negative  results  in  all  the  cases  reported. 

A word  must  be  said  concerning  the  manage- 
ment of  the  pleuritic  lesions  and  the  pleural  ef- 
fusions. Before  the  diagnosis  of  rheumatoid  pleu- 
ritis can  be  accepted,  every  effort  must  be  made 
to  rule  out  the  possibility  of  a coexisting  bacterial 
infection,  tuberculosis,  histoplasmosis  or  neoplasia 
by  means  of  appropriate  studies.  Needle  biopsy  of 
the  parietal  pleura  has  been  employed  successful- 
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ly  by  Schools  and  Mikkelsen,9  who  were  able  to 
demonstrate  typical  rheumatoid  nodules  in  such 
biopsies  done  on  three  patients.  Others8  have  not 
been  so  fortunate,  finding  only  non-specific  inflam- 
matory reactions  in  their  pleural  biopsies.  Thus 
failure  to  identify  a typical  rheumatoid  nodule  in 
one  pleural  biopsy  does  not  rule  out  rheumatoid 
pleuritis.  Measurement  of  the  concentration  of 
glucose  in  the  pleural  fluid  is  now  considered  an 
essential  diagnostic  procedure,  because  the  pres- 
ence of  an  extremely  low  sugar  concentration  may 
be  characteristic  of  rheumatoid  pleuritic  effusion. 

These  pleural  effusions  are  usually  of  moderate 
volume  and  are  often  well  tolerated  by  the  patient, 
even  though  they  may  persist  for  long  periods  of 
time.  When  their  volume  is  large  enough  to  em- 
barrass respiration,  periodic  thoracentesis  may 
be  necessary.  Constant  alertness  for  the  possibil- 
ity of  secondary  infection  is  obviously  required. 
These  effusions  often  clear  spontaneously,  and 
resolution  has  also  been  observed  to  coincide 
with  the  inauguration  of  treatment  with  adreno- 
corticosteroids6  and  with  an  antimalarial  drug  in 
two  cases.7 

The  patient’s  scleromalacia  perforans  again  re- 
minds us  of  the  generalized  nature  of  rheumatoid 
disease.  First  described  in  1931, 10  this  rare  condi- 
tion develops  when  rheumatoid  nodules  occur  in 
the  sclera  of  an  orbit.  Such  nodules  are  patho- 
logically identical  with  rheumatoid  nodules  that 
occur  elsewhere  in  the  body.  When  located  in  the 
sclera,  they  tend  to  undergo  necrosis  and  ulcera- 
tion, leading  to  perforation  of  the  orbit.  Resulting 
losses  of  orbital  fluid  cause  blindness.  Only  about 
30  cases  have  been  reported  in  the  literature  to 
date.  These  lesions  respond  poorly  to  treatment 
with  steroids  as  well  as  with  gold  salts.11  However, 
Bick12  reports  that  surgical  reinforcement  of  the 
affected  globe  by  a graft  of  fascia  lata  preserved 
useful  vision  for  at  least  15  months  in  his  patient. 

Secondary  infection  is  a major  hazard  faced  by 
all  patients  who  have  rheumatoid  arthritis.  The 
patient  whom  we  have  been  discussing  succumbed 
very  rapidly  to  the  onslaught  of  presumed  bac- 
terial pneumonia  and  pyopneumothorax.  Cobb 
and  his  colleagues  at  Massachusetts  General  Hos- 
pital have  shown  that  pneumonia  accounts  for 
about  25  per  cent  of  deaths  in  rheumatoid  pa- 
tients.13 Pyoarthrosis,  skin  abscesses  and  septi- 
cemia also  occur  quite  frequently.  Recently,  Brit- 
ish workers14-  15  have  emphasized  the  importance 
of  the  staphylococcus  as  an  infective  agent  in 
these  patients,  perhaps  because  of  the  prolonged 
periods  of  hospitalization  that  these  people  under- 
go, with  resultant  intensive  exposure  to  hospital 
strains  of  staphylococci.  Reviewing  the  protocol 
in  today’s  case,  you  will  note  that  the  only  sig- 
nificant microorganism  ever  cultured  from  the 
patient’s  pleural  fluid  was  the  hemolytic  Staphylo- 
coccus aureus.  Many  factors  undoubtedly  increase 


the  susceptibility  of  these  patients  to  infection. 

Dr.  Sheets:  Dr.  Paul,  would  you  care  to  make 
some  comments? 

Dr.  Paul:  I might  add  that  in  1897  Still  reported 
finding  pleural  effusion  at  autopsy  in  three  chil- 
dren who  had  juvenile  rheumatoid  arthritis.  No 
further  reports  appeared  until  1943,  when  the 
Mayo  group  stated  that  pleural  effusion  was  the 
most  common  cause  of  death  in  rheumatoid  ar- 
thritis. 

As  has  just  been  said,  the  term  rheumatoid  ar- 
thritis should  be  changed  to  rheumatoid  disease. 
It  is  now  known  that  rheumatoid  arthritics  have  a 
generalized  disease,  many  of  them  showing  changes 
in  blood  vessels.  Arteritis  is  the  basis  for  the  neu- 
rologic changes  seen  so  often  in  arthritics.  It  may 
also  result  in  pulmonary  changes- — the  so-called 
Wegner’s  granulomatoses.  These  have  aroused 
considerable  discussion  among  physicians.  Some 
believe  that  Wegner’s  phenomena  are  merely  part 
of  the  rheumatoid  disease,  but  others  think  that 
they  constitute  a non-rheumatoid  collagen  disease. 
Besides  the  arteritis,  there  are  abnormal  changes 
in  the  eyes,  shifts  in  the  distribution  of  plasma 
proteins,  and  changes  in  the  viscera,  in  the  skin 
and  even  in  the  myocardium  and  endocardium. 
Rheumatoid  arthritics,  when  challenged  with  50 
Gm.  of  glucose,  show  a mild  diabetic  type  of  re- 
sponse. Pleural  effusion  is  a common  complication 
of  rheumatoid  disease,  and  may  occur  months  or 
years  before  the  arthritis.  It  has  been  reported  re- 
cently that  an  individual  can  have  recurrent  pleu- 
ral effusion  and  a positive  test  for  rheumatoid  fac- 
tor up  to  12  years  before  the  onset  of  the  arthritis. 

Before  one  treats  arthritics,  it  is  necessary  to 
screen  them  very  carefully  for  complications.  We 
now  know  that  steroids,  if  given  in  too  large  doses 
or  in  varying  doses,  can  intensify  the  complica- 
tions. At  first,  fibrinoid  collects  within  the  small 
blood  vessels,  causing  an  arteriolitis  and  a venu- 
litis  which  may  lead  to  a clinical  picture  of  peri- 
arteritis nodosa.  Many  of  these  patients  progress 
to  death,  but  a few  reverse  and  recover.  During 
the  past  two  years,  we  have  seen  three  patients 
who  eventually  recovered  from  this  severe  compli- 
cation. We  have  followed  the  course  of  one  woman 
who  is  still  alive.  Six  years  ago,  she  had  an  acute, 
nearly  fatal  illness,  and  a biopsy  at  that  time  was 
reported  as  showing  periarteritis  nodosa.  Steroids 
act  entirely  differently  when  used  in  rheumatoid 
disease  than  when  used  in  replacement  therapy, 
when  used  in  massive  doses  for  a severe  protein 
reaction,  or  when  used  as  treatment  for  bronchial 
asthma. 

Patients  with  rheumatoid  disease  can  tolerate 
only  small  doses  of  steroids,  since  they  have  the 
substrate  that  is  conducive  to  the  development  of 
complications,  as  has  been  shown  by  the  findings 
in  the  patient  presented  this  afternoon.  Prednisone 
is  the  steroid  that  is  used  most  often  in  the  treat- 
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ment  of  rheumatoid  arthritis.  We  have  found  that 
the  maximum  dose  is  8 mg.  per  day.  Only  oc- 
casionally do  we  prescribe  10  or  12.5  mg.  per  day. 
We  use  multiple  small  doses  of  0.5  or  1.0  mg. 
throughout  the  day,  and  reduce  the  total  daily 
dose  as  soon  as  feasible.  These  might  sound  like 
homeopathic  doses,  but  many  of  our  patients  will 
have  flares  when  the  dose  is  reduced  by  as  little 
as  1 mg.  The  newer  steroids,  especially  those  con- 
taining fluorine,  have  caused  considerable  diffi- 
culty, for  we  are  unable  to  control  the  symptoms 
so  easily  as  with  prednisone.  The  maximum  daily 
dose  of  cortisone  is  37  mg.;  of  hydrocortisone  10 
to  15  mg.;  of  dexamethasone  (Decadron)  2.5  mg.; 
and  of  triamcinolone  6 mg.  (despite  the  fact  that 
the  pharmaceutical  manufacturers  have  a 16  mg. 
tablet  of  triamcinolone  on  the  market) . 

We  have  found  that  higher  doses  cause  compli- 
cations such  as  changes  in  bone,  especially  the 
femoral  head.  It  is  becoming  commonplace  to  take 
roentgenograms  of  a patient  who  has  been  on 
steroids  and  to  find  either  one  or  both  femoral 
heads  have  been  partly  destroyed,  displaying  the 
appearance  of  aseptic  necrosis.  Several  arthritics 
have  been  admitted  to  our  rehabilitation  ward  with 
intra-arterial  occlusions  secondary  to  vasculitis. 
One  man  had  an  occlusion  of  the  spermatic  artery, 
with  gangrene  and  sloughing  of  the  scrotum  and 
testicles.  Death  resulted  from  severe  infection. 
He,  too,  had  a pleural  effusion.  Several  have  had 
pustules  in  the  mucous  membranes  from  which  a 
staphylococcus  or  a streptococcus  was  recovered. 
The  infection  subsided  after  the  steroids  were  dis- 
continued. 

My  plea  is  that  you  never  tell  a patient  he  has 
rheumatoid  disease  unless  you  are  sure  of  the  diag- 
nosis. A pain  in  the  neck  is  no  excuse  for  a diag- 
nosis of  rheumatoid  arthritis.  In  many  instances, 
the  test  for  the  rheumatoid  factor  may  be  nega- 
tive. These  patients  may  have  few  exacerbations 
and  show  little  or  no  progression  of  the  disease. 
On  the  other  hand,  when  a patient  has  an  arteritis 
and  a high  titer  for  the  rheumatoid  factor,  he  is 
in  serious  difficulty.  Recently,  we  saw  a woman 
who  had  this  combination,  and  in  a few  weeks  she 
developed  gangrene  of  the  fingers  and  toes,  and 
died  following  a mesenteric  infarct.  It  is  in  this 
group  of  patients  that  we  find  marked  peripheral 
neuritis  and  gangrene  of  the  lower  extremities.  It 
must  be  remembered  that  rheumatoid  disease  rare- 
ly kills  an  individual.  There  is  no  excuse  for  sub- 
stituting a fatal  disease  by  treating  the  patient  too 
vigorously! 

Dr.  Ian  Maclean  Smith,  Internal  Medicine:  Do 
you  use  very  much  gold  therapy? 

Dr.  Paul:  Yes,  we  use  gold  quite  often.  Our  dif- 
ficulty is  that  we  must  send  patients  home,  and 
cannot  keep  close  check  on  them.  For  example, 
just  two  weeks  ago  a woman  was  started  on  gold 
therapy,  and  returned  to  us  with  a marked  derma- 


titis due  to  the  heavy  metal.  When  she  was  read- 
mitted, it  was  necessary  for  us  to  give  her  large 
doses  of  steroids  to  treat  the  toxic  dermatitis. 
Since  we  cannot  follow  our  patients  after  sending 
them  home,  we  are  necessarily  limited  in  the 
number  for  whom  we  prescribe  gold. 

Dr.  Henry  E.  Hamilton,  Internal  Medicine:  How 
many  patients  are  poisoned  by  gold  therapy? 

Dr.  Paul:  We  managed  recently  to  poison  two 
out  of  about  five  or  six. 

Dr.  Hamilton:  Is  that  about  par  for  the  course? 
Dr.  Paid:  Yes,  except  for  one  point.  Dr.  Bayles, 
of  Boston,  has  found  that  if  a patient  develops  a 
reaction  to  gold  and  if  the  drug  is  stopped  before 
the  symptoms  become  too  severe,  the  arthritis  sub- 
sides and  remains  in  remission  for  long  periods. 
He  has  reported  the  case  of  a nurse  who  had  a re- 
mission for  about  10  or  12  years  after  a reaction 
to  gold.  Gold  was  administered  again  for  an  ex- 
acerbation of  the  arthritis,  and  again  she  devel- 
oped a reaction,  followed  by  a remission  which 
has  lasted  up  to  the  present.  He  hopes  his  patients 
have  mild  reactions.  We,  too,  would  like  our  pa- 
tients to  have  mild  reactions,  but  before  they  re- 
turn to  us  there  is  a possibility  that  they  might 
receive  further  injections  of  gold,  as  happened  to 
the  woman  whom  I mentioned. 

Dr.  Sidney  E.  Ziffren,  Surgery:  Your  mainstays 
are  the  salicylates? 

Dr.  Paul:  Our  mainstays  are  physical  therapy 
and  salicylates  to  maintain  motion  and  function. 
We  have  used  chloroquine,  but  it  too  has  side  ef- 
fects. Recently,  at  a meeting  of  the  American 
Rheumatism  Association,  we  heard  that  chloro- 
quine could  be  found  in  the  urine  five  years  after 
discontinuance  of  the  drug.  Subcapsular  cataracts 
have  been  reported  by  many  observers.  The  hair 
may  become  white,  and  that  is  an  undesirable  side 
effect.  Also,  we  have  found  that  chloroquine 
doesn’t  work  very  well  in  adults.  At  present,  we 
are  using  a new  non-steroid  drug  that  seems  to  be 
effective,  but  we  continue  to  rely  on  small  doses 
of  steroids,  salicylates  and  physical  therapy. 

SUMMARY  OF  NECROPSY  FINDINGS 

Rheumatoid  arthritis  with 

a.  joint  destruction  and  deformity 

b.  subcutaneous  nodules,  multiple 

c.  atrophy  of  muscle  and  skin 

d.  hyaline  changes  in  pituitary  gland 
Pyogenic  empyema  thoracis,  right  (1,750  ml.) 

a.  acute  and  chronic  pleuritis,  right 

b.  lobular  pneumonia,  pyogenic,  right 

c.  massive  collapse,  right  lung 
Draining,  loculated  empyema  thoracis,  left,  old 

a.  dense  pleural  adhesions,  left 

b.  pleurocutaneous  fistula,  left 

c.  purulent  bronchitis  and  patchy  lobular 
pneumonia,  left 

d.  emphysema,  left  lung 
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Chronic  fibrinous  pericarditis 
Lipid  depletion  and  foci  of  hyperplasia,  adrenal 
glands 

Reactive  hyperplasia  of  splenic  red  pulp,  bone 
marrow  and  lymph  nodes  in  pulmonary  hila  and 
mediastinum 

Edema  and  “toxic  granulations,”  liver 

Perisplenitis 

Gynecomastia,  left 

Cachexia 

Scleromalacia  perforans  (clinical) 

STUDENTS'  DIAGNOSES 

Rheumatoid  arthritis 
Bilateral  pleural  effusions 
Empyema  thoracis 
Pneumonia 

CLINICAL  DIAGNOSES 

Rheumatoid  arthritis 
Empyema  of  the  left  thorax 
Hydropneumothorax,  right 
Scleromalacia  perforans 
Necrotic  rheumatoid  nodules 
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perforans  as  complication  of  rheumatoid  arthritis:  report  of 
case  and  observations  concerning  therapy.  Ann.  Int.  Med., 
51:801-805,  (Oct.)  1959. 

12.  Bick,  M.  W. : Surgical  treatment  of  scleromalacia  per- 
forans. Arch.  Ophthal.,  61:907-917,  (June)  1959. 

13.  Cobb,  S.,  Anderson,  F.,  and  Bauer,  W.:  Length  of  life 
and  cause  of  death  in  rheumatoid  arthritis.  New  England 

J.  Med.,  2 49:553-556,  (Oct.  1)  1953. 

14.  Kellgren,  J.  H.,  Ball,  J.,  Fairbrother,  R.  W.,  and  Barnes, 

K.  L.:  Suppurative  arthritis  complicating  rheumatoid  arthri- 
tis. Brit.  M.  J.,  1:1193-1200,  (May  24)  1958. 

15.  de  Andrade,  J.  R.,  and  Tribe,  C.  R.:  Staphylococcal 
septicaemia  with  polyarthrosis  in  rheumatoid  arthritis;  re- 
port of  three  fatal  cases.  Brit.  M.  J.,  1:1516-1518,  (June  2) 
1962. 


This  artist’s  conception  of  the  new  Minimal  Care  Unit  and 
research  building  now  under  construction  at  SUI  shows  how 
the  buildings  will  look  when  viewed  from  the  south.  The  build- 
ings are  being  built  south  of  the  General  Hospital  and  run 
east  and  west.  The  Minimal  Care  Unit  will  be  seven  stories 
high,  and  will  be  connected  by  a concourse  to  all  seven  floors 
of  Genera  I H ospital.  The  research  wing  (on  the  right)  will 
be  five  stories  high.  The  Minimal  Care  Unit  will  have  256 
beds,  and  will  replace  beds  presently  housed  in  temporary, 
war-surplus  barracks  units  built  in  1946.  In  addition  to  the 
patient  care  areas,  the  88,800  square  feet  of  floor  space  in 
the  new  building  will  provide  room  for  new  and  expanded 
kitchen  and  dining  facilities  to  serve  the  entire  hospital.  The 
primary  requirement  for  patient  admission  to  the  Minimal 
Care  Unit  will  be  that  the  patient  must  be  physically  self- 
sufficient,  ambulatory  and  able  to  care  for  himself  without 


significant  nursing  service  or  supervision.  The  general  cate- 
gories of  patients  who  will  be  admitted  include  rehabilitative, 
diagnostic,  and  convalescent  (following  acute  in-patient 
care).  The  first  two  floors  of  the  new  research  building  will 
house  a 20-bed  clinical  research  unit  devoted  to  intensive 
clinical  studies  in  such  areas  as  metabolic  imbalance,  dia- 
betes, various  heart  disabilities  and  special  surgery.  The 
third  and  fourth  floors  of  the  building  will  be  used  for  re- 
search in  children's  diseases,  metabolic  and  endocrine  labo- 
ratories, biochemistry  research  in  enzymes,  research  in  obstet- 
rics and  gynecology,  and  hematology  studies.  The  fifth  floor 
will  be  devoted  entirely  to  cancer  research.  The  basement 
will  provide  space  for  research  in  medical  electronics  and 
will  house  the  mechanical  equipment  for  the  building.  It  is 
expected  that  the  new  additions  will  be  completed  late  in 
1964. 


Coming  Meetings 


April  3-5 

Apr.  7-10 

Apr.  12-13 

Apr.  25  and 
May  2 

Apr.  26-27 

May  3-4 
May  8-9 
May  16 


Apr.  1-4 

Apr.  1-4 
Apr.  1-5 

Apr.  1-5 

Apr.  1-12 
Apr.  3-5 
Apr.  3-5 
Apr.  5-6 


Apr.  6 
Apr.  8-10 
Apr.  8-10 

Apr.  8-12 

Apr.  9-11 
Apr.  9-13 
Apr.  10-12 

Apr.  15-16 

Apr.  15-17 

Apr.  16 


Apr.  16-19 
Apr.  16-20 
Apr.  16-21 
Apr.  18-20 


IOWA 

Annual  Meeting  of  the  Iowa  Tuberculosis  and 
Health  Association.  Hotel  Savery,  Des  Moines 
Annual  Meeting  of  the  Iowa  Medical  Society. 
Fort  Des  Moines  Hotel,  Des  Moines 
Pediatric  Conference  (Raymond  Blank  Memo- 
rial Hospital  for  Children).  Des  Moines 
Third  Annual  General  Practitioners’  Seminar 
(Mental  Health  Institute  and  Iowa  Chapter 
AAGP).  Mental  Health  Institute,  Independ- 
ence 

“Creative  Approaches  to  Environmental  Stress- 
es”— the  Fourth  Institute  on  Preventive  Psy- 
chiatry (S.U.I.  Preventive  Psychiatry  Com- 
mittee). Iowa  City 

Iowa  Eye  Association.  State  University  of 
Iowa,  Iowa  City 

Industrial  Safety  Association  of  Iowa.  Hotel 
Savery,  Des  Moines 

Northwest  Iowa  Postgraduate  Conference 
(Iowa  Chapter  of  AAGP  and  the  Education 
Division  of  Lederle  Laboratories).  Sheraton- 
Warrior  Motor  Inn,  Sioux  City 

CONTINENTAL  U.  S. 

“Perspective  in  Medicine” — 15tls  Annual  Sci- 
entific Assembly  of  the  AAGP.  McCormick 
Place,  Chicago 

American  Radium  Society.  Mark  Hopkins  Ho- 
tel, San  Francisco 

Forty-fourth  Annual  Session  of  the  American 
College  of  Physicians.  Municipal  Auditorium 
and  Denver  Hilton  and  Brown  Palace  Hotels, 
Denver 

Thirty-sixth  Annual  Spring  Congress  in  Oph- 
thalmology and  Otolaryngology  (The  Gill  Me- 
morial Eye,  Ear  and  Throat  Hospital).  Roan- 
oke, Virginia 

Gynecology,  Office  and  Operative.  Cook  Coun- 
ty Graduate  School  of  Medicine,  Chicago 
American  Surgical  Association.  Westward  Ho 
Hotel,  Phoenix 

Highlights  of  Modern  Ophthalmology.  Pres- 
byterian Medical  Center,  San  Francisco 
“Farm  and  Home  Safety — A Community  Prob- 
lem”— National  Rural  Safety  Conference  (AMA 
Council  on  Rural  Health  in  cooperation  with 
the  National  Safety  Council,  national  farm 
organizations  and  allied  health  groups).  Drake 
Hotel,  Chicago 

Minor  Surgery:  Office  and  Hospital.  Presby- 
terian Medical  Center,  San  Francisco 
American  Association  for  Thoracic  Surgery. 
Shamrock  Hotel,  Houston 

Otorhinolaryngology.  University  of  Kansas 
Medical  Center,  Battenfeld  Auditorium,  Kan- 
sas City,  Kansas 

Board  of  Internal  Medicine  Review,  Part  II. 
Cook  County  Graduate  School  of  Medicine, 
Chicago 

American  Association  of  Anatomists.  Shore- 
ham  Hotel.  Washington,  D.  C. 

American  College  of  Preventive  Medicine. 
Philadelphia 

Ophthalmology.  University  of  Kansas  Medical 
Center,  Battenfeld  Auditorium,  Kansas  City, 
Kansas 

Pediatrics  (University  of  Nebraska  College  of 
Medicine).  The  Nebraska  Center  for  Continu- 
ing Education,  33rd  and  Holdrege,  Lincoln 

The  Theory  and  Practice  of  Auscultation — 
Ninth  Symposium  sponsored  by  Hahnemann 
Medical  College  and  Hospital.  Sheraton  Hotel, 
Philadelphia 

Practical  Aids  in  Diagnosis  of  Hemorrhagic 
Disorders  (Neosho  County  Medical  Society 
and  the  University  of  Kansas  School  of  Med- 
icine). The  Southeast  Kansas  Tuberculosis 
Hospital,  Chanute 

American  Dermatological  Association.  Home- 
stead, Hot  Springs,  Virginia 
American  Physiological  Society.  Ambassador 
Hotel,  Atlantic  City,  New  Jersey 
American  Association  of  Immunologists.  Tray- 
more  Hotel,  Atlantic  City 

General  Surgery.  University  of  California, 
San  Francisco 


Apr.  18-20 
Apr.  21-22 
Apr.  21-24 
Apr.  21-25 

Apr.  22-24 
Apr.  22-24 
Apr.  22-27 
Apr.  23-24 

Apr.  23-25 

Apr.  23-26 
Apr.  24-27 

Apr.  26-27 
Apr.  26-28 

Apr.  26-28 


American  Association  of  Railway  Surgeons. 
Drake  Hotel,  Chicago 

American  Laryngological  Association.  Holly- 
wood Beach  Hotel,  Hollywood,  Florida 
American  College  of  Obstetricians  and  Gyne- 
cologists. Statler  Hilton  Hotel,  New  York  City 
International  College  of  Surgeons — North 
American  Federation.  Ambassador  Hotel,  Los 
Angeles 

American  Academy  of  Pediatrics.  Statler  Hil- 
ton Hotel,  Los  Angeles 

Anesthesiology.  University  of  Kansas  School 
of  Medicine,  Kansas  City,  Kansas 
American  Academy  of  Neurology.  Leamington 
Hotel,  Minneapolis 

American  Broncho-Esophagological  Associa- 
tion. Hollywood  Beach  Hotel,  Hollywood, 
Florida 

American  Laryngological,  Rhinological  and 
Otological  Society.  Hollywood  Beach  Hotel, 
Hollywood,  Florida 

American  College  Health  Association.  Muehle- 
bach  Hotel,  Kansas  City 

Seventh  Postgraduate  Course  in  Trauma  (Chi- 
cago Committee  on  Trauma  of  the  American 
College  of  Surgeons).  John  B.  Murphy  Audi- 
torium, Chicago 

American  Otological  Society.  Hollywood  Beach 

Hotel,  Hollywood,  Florida 

Recent  Advances  in  Pediatrics,  Neurology  and 

Hematology.  University  of  California,  San 

Francisco 

American  Association  of  Pathologists  and  Bac- 
teriologists. Netherlands  Hilton  Hotel,  Cin- 
cinnati 


Apr.  27-28  The  Narcotics  Problem.  University  of  Califor- 
nia, Los  Angeles 

Apr.  27-28  American  Psychosomatic  Society.  Haddon 
Hall,  Atlantic  City 

Apr.  28-May  1 Expanded  Surgery  of  the  Nasal  Septum  and 
Closely  Related  Structures  (Department  of 
Otolaryngology  with  the  cooperation  of  the 
American  Rhinologic  Society).  Medical  Col- 
lege of  Virginia,  Richmond 

Apr.  28-May  3 American  Society  of  Abdominal  Surgeons. 
New  York  City 

Apr.  29-30  Surgery  and  Trauma  (University  of  Nebraska 
College  of  Medicine).  Nebraska  Center  for 
Continuing  Education,  33rd  and  Holdrege, 
Lincoln 


Apr.  29-May  2 Aerospace  Medical  Association.  Statler  Hilton 
Hotel,  Los  Angeles 

Apr.  29-May  3 Upper  Extremities  Prosthetics.  UCLA 

Apr.  29-May  3 The  Medical  Care  of  the  Adolescent  (Harvard 
Medical  School).  Children’s  Hospital  Medical 
Center,  Boston 

Apr.  30-May  1 Association  of  American  Physicians.  Chal- 
fonte-Haddon  Hall,  Atlantic  City 

Apr.  30-May  1 Endocrine  Society.  Atlantic  City 

May  1 American  Society  of  Facial  Plastic  Surgery. 

Elysee  Hotel,  New  York  City 

May  1-2  Society  for  Pediatric  Research.  Seaside  Hotel, 

Atlantic  City 

May  1-2  Society  for  Pediatric  Radiology.  Atlantic  City 

May  1-3  The  Medical  and  Chirurgical  Faculty.  The 

Alcazar,  Baltimore 

May  1-4  Pediatrics  (University  Hospitals  of  Cleveland). 

Steel  Pier,  Atlantic  City 

May  2-5  Student  American  Medical  Association.  Sher- 

man House,  Chicago 

May  2-4  American  Association  for  the  History  of  Med- 

icine. Statler  Hotel,  Boston 

May  3-4  American  Pediatric  Society.  Seaside  Hotel, 

Atlantic  City 

May  3-6  American  Psychoanalytic  Association.  Chase- 

Park  Plaza,  St.  Louis 

May  4-5  Academy  of  Psychoanalysis.  Ambassador  Ho- 

tel, St.  Louis 

May  5-9  American  Society  for  Microbiology.  Sheraton- 

Cleveland  Hotel,  Cleveland 

May  6-8  Annual  Meeting  of  the  State  Medical  Society 

of  Wisconsin.  Milwaukee 

May  6-9  National  Geriatrics  Society.  Royal  Orleans 

Hotel,  New  Orleans 
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May  6-10 
May  8-10 
May  9-10 

May  9-11 
May  9-11 
May  10-11 

May  12 
May  12-15 

May  13-15 
May  13-15 

May  13-16 
May  13-17 
May  20-22 
May  20-23 
May  20-23 
May  20-24 

May  21-25 
May  23 

May  23-24 

May  24-25 

May  27-29 
May  29 
May  30-June  1 


American  Psychiatric  Association.  Chase-Park 
Plaza,  St.  Louis 

American  Association  of  Genitourinary  Sur- 
geons. Drake  Oak  Brook  Hotel,  Chicago 
Nutrition  and  Atherosclerosis — a symposium 
sponsored  by  Minnesota  Heart  Association  and 
General  Mills.  Minneapolis 

American  Thyroid  Association.  Drake  Hotel, 
Chicago 

American  Association  for  Cleft  Palate  Reha- 
bilitation. Shoreham  Hotel,  Washington,  D.  C. 
pH,  Acid-Base  and  Metabolic  Problems  in  An- 
esthesia. Third  Connecticut  Postgraduate  An- 
esthesia Seminar.  Hunt  Memorial  Hartford 
Medical  Society  Building,  230  Scarborough 
Street,  Hartford 

Society  for  Pediatric  Urology.  St.  Louis. 

Nebraska  State  Medical  Association,  95th  An- 
nual Meeting.  Sheraton-Fontenelle  Hotel, 
Omaha 

American  Gynecological  Society,  Roosevelt 
Hotel,  New  Orleans 

Annual  Meeting  of  American  Thoracic  Society 
in  conjunction  with  the  59th  Annual  Meeting 
of  the  National  Tuberculosis  Association.  Den- 
ver 

American  Urological  Association.  Sheraton- 
Jefferson  Hotel,  St.  Louis 

1963  National  League  for  Nursing  Convention. 
Atlantic  City  Convention  Hall,  Atlantic  City 

Annual  Meeting  of  the  Minnesota  State  Med- 
ical Association.  Duluth  Hotel,  Duluth 

American  Proctologic  Society.  St.  Francis 
Hotel,  San  Francisco 

Surgery.  University  of  Kansas  School  of  Med- 
icine, Kansas  City,  Kansas 

Physiological  Aspects  of  Cardio-Pulmonary 
Disease  (American  College  of  Physicians). 
Indiana  University  Medical  Center,  Indian- 
apolis 

American  Association  of  Mental  Deficiency. 
Portland-Hilton  Hotel,  Portland,  Oregon 
Fourteenth  Annual  Dr.  F.  G.  Thompson,  Sr., 
Lectureship  (Thompson,  Brumm  and  Knepper 
Clinic).  Clinic  Building,  902  Edmond  Street, 
St.  Joseph,  Missouri 

Thirteenth  Annual  Colorado  Intern -Resident 
Clinic.  University  of  Colorado  Medical  Cen- 
ter, Denver 

Fifteenth  Annual  Clinical  Conference  of  the 
Chicago  Ophthalmological  Society.  Drake  Ho- 
tel, Chicago 

American  Ophthalmological  Society.  Home- 
stead, Hot  Springs,  Virginia 

American  Society  for  Gastrointestinal  Endos- 
copy. Fairmont  Hotel,  San  Francisco 

American  Gastroenterological  Association. 
Fairmont  Hotel,  San  Francisco 


ABROAD 


Apr.  12-May  4 Clinical  Postgraduate  Program  in  Japan  and 
Hong  Kong  (UCLA  in  cooperation  with  Tokyo 
University  School  of  Medicine,  the  Atomic 
Bomb  Casualty  Commission  at  Hiroshima, 
Hong  Kong  University  School  of  Medicine 
and  the  Hong  Kong  Department  of  Health). 
Write:  Continuing  Education  in  Medicine  and 
Health  Sciences,  UCLA  Medical  Center,  Los 
Angeles  24 


Apr.  16-24  International  Meeting  on  Foreign  Immunology, 
Medicine  and  Pathology  (3rd),  and  Inter- 
national Meeting  on  Forensic  Immunology  and 
Toxicology  (1st).  London.  Write:  Joseph  W. 
Spelman,  M.D.,  Philadelphia  Dept,  of  Public 
Health,  13th  and  Wood  Streets,  Philadelphia  7 
Apr.  18-20  European  Congress  of  Neurosurgery.  Rome. 

Write:  Beniamino  Guidetti,  M.D.,  viale  Uni- 
versita,  30,  Rome 


Apr.  21-23  International  Symposium  on  the  Relationships 
Between  Psychiatry  and  Teaching.  Turin, 
Italy.  Write:  Secretariat,  Mental  Hygiene 

Center  of  the  Province  of  Turin,  Via  G.  da 
Verazzano  4,  Torino,  Italy 

Apr.  22-May  20  International  College  of  Surgeons,  nine  Latin 
American  cities.  Write:  Walter  F.  James,  M.D., 
1516  Lake  Shore  Drive,  Chicago  10.  Illinois 
Apr.  25-30  International  Association  of  Accident  and 
Traffic  Medicine.  Rome.  Write  Milton  Helpern, 
M.D.,  520-lst  Avenue,  New  York  16 


May  2-5  Hawaii  Medical  Association.  Princess  Kaiulani 

Hotel,  Honolulu 

May  5-8  Pan-Pacific  Symposium  on  Aerospace  Medi- 

cine. Hilton  Hawaiian  Village,  Honolulu.  Write 
W.  J.  Kennard,  M.D.,  Washington  National 
Airport,  Washington,  D.  C. 

May  7 World  Health  Assembly.  Geneva,  Switzerland. 

Write:  World  Health  Organization,  Palais  des 
Nations,  Geneva 

May  23-25  International  Society  of  Colon  and  Rectal  Dis- 
eases. Athens.  Write:  Harry  E.  Bacon,  M.D., 
Temple  University  Medical  Center,  Phila- 
delphia 40 

May  28-June  2 Second  Asia  and  Oceania  Congress  of  En- 
docrinology. Sydney,  Australia.  Write:  P.  J. 
Claringbold,  M.D.,  University  of  Sydney 

June  2-5  Canadian  Ophthalmological  Society.  Royal 

York  Hotel.  Toronto 

June  9-15  International  Hospital  Congress.  Paris.  Write: 
J.  C.  J.  Burkens,  M.D.,  International  Hospital 
Federations,  24/6  London  Bridge  Street,  Lon- 
don, SE1 

June  14-16  Society  of  Obstetricians  and  Gynaecologists 
of  Canada.  Delawana  Inn,  Ontario 


June  23-28 


June  23-28 


June  27-29 


June  27-29 


World  Commission  on  Cerebral  Palsy.  Copen- 
hagen. Write:  P.  Hoeg  Albrethsen,  Samfundet 
for  Vanfore,  Esplanaden  34,  Copenhagen  K 
International  Society  for  Rehabilitation  of  the 
Disabled.  Copenhagen.  Write  the  Society.  701 
First  Avenue,  New  York  City 
International  Congress  on  Alimentary  and  Di- 
gestive Allergy.  Vichy,  France.  Write:  Pierre 
Lignon,  24  boul  des  Capucines,  Paris  9 
Neurosurgical  Society  of  America.  London. 
Write:  Courtland  H.  Davis,  Jr.,  M.D.,  Bowman 
Gray  School  of  Medicine,  Winston-Salem, 
N.  C. 


June  28-30  International  Congress  on  Food  and  Digestive 
Allergy.  Vichy,  France.  Write  Pierre  Lignon, 
24  boul  des  Capucines,  Paris,  9e 


July  2-4  Ciba  Foundation  Symposium  on  Cellular  In- 

jury. London.  Write:  Ciba  Foundation,  41 
Portland  Place,  London  W1 


July  14-27  Fifth  International  Postgraduate  Course  in 
Reconstructive  Surgery  of  the  Nasal  Septum 
and  External  Pyramid.  University  of  Leiden, 
The  Netherlands.  Write:  Prof.  Dr.  H.  A.  E.  van 
Dishoeck,  University  of  Leiden.  Academisch 
Ziekenhuis,  Leiden,  The  Netherlands.  Or 
American  Rhinologic  Society,  530  Hawthorne 
Place,  Chicago  13 

July  21-25  Third  International  Congress  of  Group  Psy- 
chotherapy. Milan,  Italy.  Write  J.  L.  Moreno, 
M.D.,  Box  311,  Beacon,  New  York 


July  23-27  International  Society  of  Chemotherapy.  Stutt- 
gart, Germany.  Write:  Clemens  A.  Hockethat, 
VA  Hospital,  13th  and  Harrison  Streets,  Oak- 
land, California 


July  28-Aug.  1 International  Psycho-Analytical  Congress. 

Stockholm.  Write  L.  Borge  Lofgren,  M.D., 
Narvavagen  25,  Stockholm 

Aug.  9-15  International  Congress  on  Nutrition.  Edin- 

burgh, Scotland.  Write:  Alexander  Adler,  30 
Park  Avenue,  New  York  16 

Sept.  1-7  International  Congress  on  Orthopaedic  Sur- 

gery and  Traumatology.  Vienna.  Write:  Karl 
Chiari,  Grillparzerstrasse  14,  Vienna  1 

Sept.  2-6  International  Congress  on  Clinical  Pathology. 

Mexico  City.  Write:  E.  Cervera  B.,  M.D., 
Asociacion  Mexicana  de  Laboratorio  Clinico, 
Durango  213,  Mexico  7,  D.F. 

Sept.  16-20  Ciba  Foundation  Guest  Symposium  on  Mother- 
Infant  Interaction.  London.  Write:  Ciba  Foun- 
dation, 41  Portland  Place,  London  W1 

Sept.  19-21  Congress  of  the  International  Society  of  Car- 
diovascular Surgery.  Rome,  Italy.  Write:  H. 
Haimovici,  M.D.,  862  Park  Avenue,  New  York 
21 


Oct.  American  Society  of  Plastic  and  Reconstruc- 

tive Surgery.  Hawaiian  Village  Hotel.  Hono- 
lulu. Write:  T.  Ray  Broadbent,  M.D.,  Secre- 
tary, 508  E.  South  Temple,  Salt  Lake  City 
Nov.  5-13  Ninth  Congress  of  the  Pan-Pacific  Surgical 
Association.  Honolulu.  Write:  F.  J.  Pinkerton, 
M.D.,  Director  General.  Pan-Pacific  Surgical 
Association.  Suite  236,  Alexander  Young  Build- 
ing, Honolulu  13,  Hawaii 

Nov.  13-Dec.  10  First  Pan-Pacific  Mobile  Educational  Lecture 
Seminar.  New  Zealand,  Australia,  Thailand, 
the  Philippines.  Hong  Kong  and  Japan.  Write 
Dr.  F.  J.  Pinkerton,  Director  General,  Pan- 
Pacific  Surgical  Association,  Suite  236,  Alex- 
ander Young  Building,  Honolulu  13 


Attend  the  IMS  Annual  Meeting 

The  editors  of  the  journal  want  to  urge  every 
Iowa  physician  to  attend  at  least  part  of  the  IMS 
annual  meeting,  which  is  to  be  held  at  the  Fort 
Des  Moines  Hotel,  in  Des  Moines,  on  April  7-10. 
Almost  without  exception,  the  topics  that  are  to 
be  discussed  are  ones  in  which  every  doctor 
should  be  well  informed,  regardless  of  how  he 
limits  his  practice.  The  men  who  are  to  speak 
about  them  are  recognized  authorities.  The  two- 
day  scientific  program  has  been  accepted  by  the 
American  Academy  of  General  Practice  for  10 
hours  of  Category  II  credit. 

The  presentations  on  Monday,  April  8,  will  in- 
clude a paper  on  allergic  emergencies  by  Dr. 
Lawrence  J.  Halpin,  of  Cedar  Rapids,  and  one  on 
the  use  of  drugs  in  psychiatric  therapy  by  Dr. 
Paul  T.  Cash,  of  Des  Moines.  The  other  addresses 
on  that  day,  for  the  most  part,  will  be  in  the  socio- 
economic and  legislative  fields.  These  will  include 
Dr.  George  H.  Scanlon’s  presidential  address,  a 
speech  by  Mr.  Jenkin  L.  Jones,  editor  of  the  tulsa 
tribune,  whose  article  “American  Morals,”  which 
appeared  in  several  state  medical  journals  and  in 
the  May  28,  1962,  issue  of  u.  s.  news  and  world 
report,  attracted  considerable  attention  and  in- 
numerable approving  comments.  The  most  widely 
known  of  the  men  who  are  to  participate  in  the 
Monday  program  are  Mr.  Roger  Blough,  of  New 
York  City,  president  of  United  States  Steel  Cor- 
poration, and  Hon.  Thruston  B.  Morton,  U.  S.  Sen- 
ator from  Kentucky  and  formerly  the  national 
chairman  of  the  Republican  Party. 

There  are  to  be  some  discussions  of  socio-eco- 
nomic topics  on  the  Tuesday  program,  as  well.  Mr. 
Robert  B.  Throckmorton,  of  Des  Moines,  will 
speak  on  “Kerr-Mills  at  Home,”  and  Dr.  Ernest  B. 
Howard,  of  Chicago,  assistant  executive  vice-presi- 
dent of  the  AMA,  will  talk  on  “The  Medical  Pro- 
fession— 1963.”  The  medical  lectures  will  deal  with 


Annual  Meeting  Phone  Numbers 

During  the  meeting  physicians  can  be 
reached  at  the  Hotel  Fort  Des  Moines  through 
the  following  telephone: 

Des  Moines  243-1161 
Extension  No.  9 


cervical  cytology,  convalescence  after  surgery, 
stuttering,  the  use  of  hormones  in  the  female,  and 
cooperation  between  physicians  and  the  faculties 
at  colleges  of  medicine. 

This  year,  instead  of  arranging  for  a single  ad- 
dress as  the  Erskine  Memorial  Lecture,  the  Pro- 
gram Committee  has  chosen  to  present  a panel 
discussion  on  “Cancer  of  the  Breast,”  in  which  Dr. 
R.  T.  Tidrick,  of  S.U.I.,  Drs.  Charles  M.  Blackburn, 
Donald  S.  Childs  and  Malcolm  B.  Dockerty,  of  the 
Mayo  Clinic,  and  Dr.  Charles  W.  McLaughlin,  Jr., 
of  the  University  of  Nebraska,  will  be  the  par- 
ticipants. 

Members  of  the  IMS  are  reminded  that  the  two 
panel  discussions  at  this  year’s  annual  meeting — 
one  on  “What  Time  of  Day  Is  It  in  the  Welfare 
State?”  and  the  other  on  “Cancer  of  the  Breast” — 
will  be  presented  at  luncheon  sessions. 

The  principal  speaker  at  the  Annual  Banquet, 
on  Tuesday  evening,  will  be  Mr.  Earl  Nightingale, 
one  of  the  best  known  spokesmen  for  American 
conservatism.  The  banquet  program,  and  the  bene- 
fit dance  for  the  Woman’s  Auxiliary  Health-Ca- 
reers Loan  Fund  that  follows  it,  will  be  events 
that  physicians  and  their  wives  won’t  want  to  miss. 
Tickets  can  be  purchased  at  the  reservation  desks. 

Be  sure  to  inspect  the  scientific  exhibits;  the 
people  who  are  preparing  them  have  significant 
and  useful  information  to  transmit  to  you.  And 
don’t  neglect  to  make  the  rounds  of  the  commer- 
cial exhibits;  the  firms  that  erect  and  staff  them 
are  bearing  the  expenses  of  the  IMS  annual  meet- 
ing. 


Recurrent  Urinary-Tract  Infections 

Recurrent  urinary-tract  infections  are  the  major 
urologic  problem  in  childhood,  and  rank  second 
only  to  respiratory  infections  in  that  age  period. 
From  a 10-year  study  at  the  Floating  Hospital  in 
Boston,*  it  was  hypothesized  that  recurrent 
urinary-tract  infections  are  not  isolated  attacks, 
but  are  repetitive  exacerbations  of  one  underlying 
and  continuous  infection.  Although  in  many  cases 
the  symptoms  are  referable  only  to  the  bladder,  it 
was  felt  that  the  term  cystitis  should  be  abandoned 
because  it  is  difficult  to  separate  infections  of  the 
bladder  from  those  of  the  ureters  and  kidneys,  and 
the  term  recurrent  urinary -tract  infection  should 
be  substituted  for  it. 

The  study  at  the  Floating  Hospital  consisted  of 
a review  of  1,279  patients  admitted  during  the 
period  1950  to  1960.  Of  that  group  of  patients,  203 
had  obstructive  uropathy,  with  anomalies  of  either 
the  urethra,  ureters  or  ureteropelvic  junctures. 
This  obstructive  group  was  made  up  of  143  boys 
and  60  girls,  and  the  majority  of  their  cases  oc- 
curred in  infancy  or  in  the  first  three  years. 

* De  Luca,  F.  G.,  Fisher,  J.  H.,  and  Swenson,  O.:  Review 
of  urinary-tract  infections  in  infancy  and  early  childhood. 
New  England  J.  Med.,  268:75-77,  (Jan.  10)  1963. 
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Contrary  to  the  findings  in  most  series  of  uri- 
nary-tract infections  in  children  which  have  been 
reported,  the  majority  of  cases  in  the  Boston  study 
were  of  the  non-obstructive  type.  Of  the  total  of 
1,279  patients  with  urinary-tract  infections,  1,076 
were  nonobstructive,  and  principal  attention  was 
focused  upon  the  latter. 

The  patients  studied  all  had  had  two  or  more 
episodes  of  urinary-tract  infection,  and  they  were 
followed  for  periods  varying  from  1 to  10  years. 
The  diagnosis  was  based  on  (1)  the  clinical  his- 
tory; (2)  urinalysis  and  a bacterial  count  of  at 
least  100,000  colonies  per  milliliter  of  urine;  and 
(3)  additional  studies  which  consisted  of  intra- 
venous pyelography  and  various  roentgenologic 
studies,  and  cystoscopy. 

Upon  the  patient’s  admission  to  the  hospital,  the 
offending  pathogen  was  determined  by  culture  of 
a catheterized  specimen  of  urine,  secured  by 
means  of  an  aseptic  technic.  Subsequent  cultures 
were  taken  from  voided  specimens,  after  careful 
preparation  of  the  genitalia.  Contaminants  were 
separated  from  clinical  infections  by  the  colony 
count.  The  usual  contaminant  had  a colony  count 
of  less  than  100,000  per  ml.  of  urine,  and  patients 
with  significant  infections  had  colony  counts  in 
excess  of  100,000.  Pyuria  was  not  used  as  a guide 
in  the  diagnosis  of  urinary-tract  infections,  for 
occasionally  a significant  infection  was  found  in 
the  absence  of  pyuria.  Also,  the  authors  found 
that  leucocytes  persisted  in  the  urine  for  days  or 
weeks  after  significant  infection  had  subsided. 

In  contrast  to  the  obstructive  group,  in  which 
boys  predominated,  the  nonobstructive  cases  con- 
sisted of  834  girls  and  242  boys.  The  infections  in 
this  group  appeared  in  infancy  or  as  late  as  14 
years  of  age.  There  was  increased  incidence 
through  early  childhood  up  to  five  years,  with  a 
peak  at  three  to  four  years.  Eighty  per  cent  of 
the  cases  occurred  in  children  between  two  and 
five  years  of  age.  After  seven  years  of  age,  the 
incidence  declined  sharply. 

A surprising  finding  in  the  study  was  a very 
appreciable  delay  in  the  establishment  of  a diag- 
nosis, and  the  delay  was  greatest  in  the  youngest 
age  groups.  The  average  delay,  in  this  group  of 
over  1,000  cases,  was  18  months.  It  was  found  that 
in  cases  occurring  during  the  first  year,  the  most 
common  symptoms  consisted  of  feeding  difficul- 
ties, or  a failure  to  thrive.  Less  often,  there  was 
a more  dramatic  clinical  picture  of  fever,  vomit- 
ing and  convulsions.  In  the  age  group  from  one 
to  three,  the  usual  manifestations  were  fever  of 
unknown  origin,  a failure  to  do  well,  and  often  a 
reversion  to  daytime  and  nocturnal  enuresis.  After 
three  years  of  age,  enuresis  was  present  in  one- 
half  of  the  patients,  and  was  accompanied  by  one 
or  more  symptoms  such  as  frequency,  dysuria, 
flank  pain,  suprapubic  pain  and  vague  abdominal 
discomfort.  Fever,  as  the  only  symptom,  occurred 
in  25  per  cent  of  the  cases. 

Escherichia  coli  was  the  predominant  organism, 


and  was  found  in  775  patients  or  72  per  cent.  In 
22  patients,  the  strains  of  E.  coli  were  resistant  to 
all  antimicrobial  agents.  Of  the  remaining  28  per 
cent  of  the  cases,  Proteus  vulgaris  was  found  in 
12  per  cent;  Aerobacter  aerogenes  in  6 per  cent; 
Pseudomonas  aeruginosa  in  4 per  cent;  Staphy- 
lococcus aureus  in  4 per  cent;  and  Streptococcus 
faecalis  in  2 per  cent. 

The  1,076  cases  of  nonobstructive  urinary-tract 
infection  were  divided  into  two  distinct  thera- 
peutic groups.  Group  I consisted  of  597  patients 
who  were  treated  with  specific  antimicrobial 
agents  for  variable  periods,  from  three  to  30  days. 
Therapy  was  repeated  for  each  episode  of  infec- 
tion. Group  II  was  made  up  of  479  children  who 
were  given  therapeutic  courses  of  specific  anti- 
microbial drugs  for  five  to  nine  days,  followed  by 
long-term  maintenance  doses  of  a sulfonamide 
drug  for  at  least  six  months.  A follow-up  study  of 
six  months  to  two  years  duration  gave  the  authors 
an  opportunity  to  compare  the  efficacy  of  the  two 
methods  of  management. 

In  Group  I there  were  11  recurrent  episodes  of 
infection  in  the  average  patient.  On  this  regimen, 
severe  renal  damage  eventually  developed  in  210 
patients,  and  11  children  had  to  undergo  nephrec- 
tomy for  extensive  unilateral  pyelonephritis. 
There  was  no  measurable  renal  damage  in  309 
children  in  this  group  during  the  period  of  ob- 
servation, and  78  patients  in  this  group  were  lost 
to  follow-up. 

The  results  in  Group  II  were  gratifying.  Of  412 
patients  given  specific  antimicrobial  agents  and 
ensuing  long-term  sulfonamide  therapy,  372  (90 
per  cent)  were  free  of  infection  for  six  months. 
Forty  children  in  this  group  had  been  treated  for 
at  least  three  episodes  of  infection  before  entering 
the  hospital.  They  were  admitted  with  infections 
due  either  to  Ps.  aeruginosa,  P.  vulgaris  or 
A.  aerogenes.  After  two  years  of  therapy,  37  of 
the  40  patients  were  free  of  infection.  Sixty-seven 
of  the  children  in  Group  II  were  lost  to  follow-up. 

The  facts  that  nonobstructive  urinary-tract  in- 
fection occurs  predominately  in  girls  and  that  the 
offending  organism  is  usually  E.  coli  suggest  that 
the  infection  is  an  ascending  one,  via  the  urethra. 
Since  improper  cleansing  of  the  female  perineum 
increases  the  chances  of  contamination  and  infec- 
tion, instruction  in  personal  hygiene  is  very  im- 
portant in  the  prevention  of  these  infections. 

From  their  experience,  the  authors  emphasize 
that  management  of  nonobstructive  urinary-tract 
infections  requires  the  same  attention  that  is  given 
to  obstructive  ones.  A specific  antimicrobial  agent 
can  sterilize  the  urine  in  several  days  and  pro- 
duce clinical  improvement,  but  it  is  emphasized 
that  the  drug  should  not  be  discontinued  at  that 
point,  immediately  after  the  symptoms  subside, 
because  infection  may  persist  in  the  kidney.  On 
the  other  hand,  the  drug  should  not  be  continued 
long  enough  to  cause  the  emergence  of  resistant 
strains.  The  premise  upon  which  long-term  sup- 
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pressive  therapy  is  based  is  that  during  an  infec- 
tion and  for  a variable  period  afterward,  the  func- 
tion of  the  urinary  tract  is  altered.  It  is  at  this 
time  of  altered  function  that  reinfection  is  likely 
to  occur.  The  control  of  urinary-tract  infection  can 
be  assumed  only  after  a long  period  of  observa- 
tion and  of  treatment.  At  the  present  time,  a thera- 
peutic regimen  of  a specific  antimicrobial  agent 
for  five  to  nine  days,  followed  by  long-term  main- 
tenance doses  of  a sulfonamide  drug,  represents 
the  recommended  treatment  for  recurrent  urinary- 
tract  infections  in  childhood. 


A Glimpse  Into  an  Ivory  Tower 

The  practicing  physician  is  inclined  to  think  of 
his  colleagues  in  academic  medicine  as  dreamers 
in  an  ivory  tower  who  spend  a few  hours  each 
week  teaching,  but  devote  most  of  their  time  to 
research  on  some  esoteric  problem.  It  would  be 
rewarding  to  both  practitioner  and  academician 
if,  at  intervals,  the  doctor  would  return  to  the  so- 
called  ivory  tower.  He  would  leave  refreshed  in 
spirit,  imbued  with  a greater  scientific  curiosity 
and  inspired  by  the  enthusiasm  and  dedication  of 
his  academic  colleagues.  It  is  even  conceivable 
that  he  might  acquire  some  pearls  of  wisdom.  The 
faculty  member,  on  the  other  hand,  would  learn 
something  about  the  problems  of  the  physician 
which  should  prove  of  value  in  the  education  of 
the  young  doctor. 

An  opportunity  was  afforded  me,  recently,  to 
observe  a young  research  group  in  the  Department 
of  Dermatology  at  the  Stanford  University  Col- 
lege of  Medicine,  and  it  was  a stimulating  experi- 
ence. Through  the  generosity  and  the  unusually 
wise  allocation  of  funds  by  the  Hartford  Founda- 
tion, the  Department  of  Dermatology  there  has 
been  given  two  successive  grants  for  research  in 
psoriasis.  Participating  in  the  project  are  the 
dermatologists  in  the  Department  and  some  doc- 
tors in  the  special  fields  of  physiology,  biochem- 
istry, pathology  and  histology  who  devote  full 
time  to  the  research  project.  The  Department  of 
Pathology  also  serves  in  a consultant  capacity. 
The  electron  microscope,  tissue  culture,  and  cel- 
lular chemistry  broaden  the  scope  of  the  study. 
Theirs  is  not  a superficial  or  circumscribed  ap- 
proach to  this  chronic  and  baffling  skin  disease,  but 
rather  is  a thorough  endeavor  by  a group  of  ar- 
dent young  scientists. 

At  the  present  time  the  Stanford  group  is  under- 
taking a special  investigation  of  the  Koebner  phe- 
nomenon in  an  attempt  to  observe  the  evolution 
of  the  psoriatic  lesion  and,  if  possible,  to  determine 
the  factor  or  factors  which  are  responsible  for  the 
development  of  the  skin  lesion.  The  Koebner 
phenomenon  is  an  isomorphic  reaction  or  response 
to  minor  trauma  or  injury  to  the  uninvolved  skin 
of  the  patient  with  psoriasis.  About  14  days  after 


a needle  puncture  or  mild  bum,  or  after  scabies 
or  herpes  zoster  or  some  similar  skin  injury,  the 
psoriatic  patient  may  develop  a new  lesion  at  the 
site  of  injury  to  the  skin.  In  rare  instances,  the 
Koebner  phenomenon  is  the  initial  manifestation 
of  the  disease. 

It  is  hoped  that  the  directors  of  the  Hartford 
Foundation  and  of  similar  eleemosynary  institu- 
tions are  aware  of  the  seriousness  of  purpose  and 
the  diligent  effort  of  research  groups  such  as  the 
one  that  is  conducting  the  Stanford  study  of 
psoriasis.  Every  practicing  physician  should  avail 
himself  of  the  opportunity  to  familiarize  himself 
with  the  research  projects  which  are  in  progress 
at  his  alma  mater,  or  at  his  state  university  if  the 
two  happen  not  to  be  identical.  Such  interest  and 
support  is  likely  to  be  mutually  rewarding  to  the 
practicing  physician  and  to  the  academician,  and 
should  create  better  understanding  and  rapport 
between  the  two  groups. 


Use  of  the  EKG  in  the  Recovery  Room 

From  the  Memorial  Hospital  in  New  York, 
Schweizer  and  Howland*  have  pointed  out  the 
great  importance  of  the  electrocardiogram  in  the 
recognition  of  complications  in  the  immediate  post- 
operative period.  The  study  consisted  of  observa- 
tions in  the  recovery  room  over  a 21-month  period 
from  October,  1958,  to  July,  1960.  During  that 
period,  approximately  10,000  patients  passed 
through  the  recovery  room,  and  one  patient  in 
every  10  (or  1,000  in  all)  presented  some  cardiac 
abnormality  which  qualified  him  for  the  electro- 
cardiographic study.  The  ages  of  the  patients 
varied  from  the  first  to  the  ninth  decade,  and  they 
had  been  subjected  to  all  forms  of  anesthesia  and 
to  every  variety  of  surgery  except  cardiovascular 
and  obstetric. 

The  study  was  limited  to  patients  with  the  fol- 
lowing abnormalities  of  rate  and  rhythm: 

1.  Those  with  any  type  of  arrhythmia  or  dis- 
order of  conduction. 

2.  Those  with  bradycardia — a pulse  below  60 
per  minute. 

3.  Those  with  tachycardia — a pulse  over  120  per 
minute. 

4.  A fourth  miscellaneous  group  consisting  of 
126  patients  in  whom  severe  heart  disease,  hypo- 
tension or  respiratory  difficulties  had  been  recog- 
nized, or  who  had  received  over  10  pints  of  blood 
during  the  course  of  their  operations. 

A 12-lead  electrocardiogram  was  taken  of  every 
patient  in  the  recovery  room  who  fell  into  one  of 
the  four  categories,  as  soon  as  possible  after  the 
detection  of  the  abnormality.  Serial  tracings  were 
obtained  whenever  indicated,  and  transaminase 

* Schweizer,  O.  and  Howland,  S.:  Value  of  electrocardio- 
gram in  immediate  postoperative  period.  Surg.,  Gynec.  & 
Obst.,  113:33-39,  (July)  1961. 
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determinations,  serial  hematocrit  readings  and 
other  chemical  studies  were  done  to  confirm  the 
electrocardiographic  findings. 

Of  the  1,000  cases  studied,  341  showed  arrhyth- 
mia or  disorders  of  conduction  in  the  immediate 
postoperative  period.  In  this  group,  the  presence 
of  myocardial  disease  appeared  to  be  a very  sig- 
nificant predisposing  factor  in  the  development 
of  postoperative  arrhythmia  or  conduction  defects. 
Sixty  per  cent  of  the  patients  in  whom  arrhythmia 
developed  for  the  first  time  during  the  postopera- 
tive period  either  had  histories  of  preoperative 
myocardial  disease  (48  per  cent)  or  had  postop- 
erative evidence  of  myocardial  disease  in  the  ab- 
sence of  clinical  histories  (12  per  cent).  If  sinus 
arrhythmia  is  excluded,  there  were  194  patients 
with  postoperative  disorders  of  rhythm  or  con- 
duction, of  whom  50  gave  histories  of  preoperative 
arrhythmia,  and  144  had  demonstrated  no  pre- 
operative signs  of  arrhythmia  or  of  conduction  ab- 
normality. 

Of  the  1,000  postoperative  patients,  398  were 
studied  because  of  bradycardia.  In  this  group  there 
were  283  females  and  115  males.  This  distribution 
is  not  surprising,  in  as  much  as  the  recovery  room 
population  had  a 2 to  1 ratio  of  females  to  males. 
The  unusual  observation  was  that  bradycardia  ap- 
peared to  be  related  to  the  site  of  operation.  Sixty- 
two  per  cent  of  the  patients  with  slow  pulses  in 
the  postoperative  period  had  had  operations  on 
the  breast  or  perineum.  The  operative  site  was 
the  only  point  of  uniformity  among  the  patients 
in  this  group.  There  were  wide  variations  in  age 
and  physical  status.  Other  factors  were  the  pres- 
ence of  myocardial  disease  and  postoperative  com- 
plications which  involved  the  respiratory  tract  and 
the  cardiovascular  system. 

Postoperative  tachycardia  qualified  120  patients 
for  electrocardiographic  study.  In  72  per  cent  of 
the  patients  in  this  group,  according  to  the  au- 
thors, the  rapid  pulse  rate  was  directly  attrib- 
utable to  the  physical  condition  of  the  patient 
prior  to  operation,  or  to  complications  that  oc- 
curred during  the  operation  or  in  the  immediate 
postoperative  period.  Respiratory  complications 
and  hypovolemia  were  responsible  for  most  of 
the  cases  of  tachycardia.  In  21  per  cent  of  the  pa- 
tients with  no  apparent  reason  for  an  increased 
pulse  rate,  the  electrocardiogram  was  interpreted 
as  showing  myocardial  ischemia  or  changes  con- 
sistent with  hypovolemia. 

The  electrocardiographic  changes  in  patients 
with  hypovolemia,  due  either  to  a decrease  in 
total  blood  volume  or  to  plasma  deficiency,  fol- 
lowed a quite  definite  pattern.  In  the  majority  of 
cases  there  was  a depression  of  the  ST  segment 
and  a lowering  or  flattening  of  the  T wave,  fre- 
quently associated  with  low  voltage  of  the  QRS 
complex. 

In  the  special  group  of  126  in  whom  complica- 


tions occurred,  definitive  electrocardiographic  cor- 
relation was  found  in  25  patients:  in  six  of  66 
patients  with  hypotension  in  the  operative  or 
postoperative  period;  in  one  of  five  patients  with 
massive  blood  replacement;  in  all  three  patients 
with  induced  hypotension  during  anesthesia;  in 
five  of  16  patients  with  respiratory  distress  during 
the  operation  or  postoperatively;  in  five  of  21  pa- 
tients with  known  preoperative  myocardial  dis- 
ease; and  in  five  of  15  patients  with  miscellaneous 
complications. 

In  addition  to  the  above  groups,  the  postopera- 
tive electrocardiogram  was  instrumental  in  the 
discovery  of  11  cases  of  acute  myocardial  infarc- 
tion and  two  cases  of  metastatic  disease  of  the 
heart,  unsuspected  prior  to  the  operation.  Only 
five  of  the  11  patients  with  myocardial  infarction 
had  histoi’ies  of  cardiovascular  disease,  and  of 
those  five,  only  two  had  been  known  to  have 
coronary  heart  disease.  Tachycardia  of  sudden 
onset  occurred  in  five  patients  during  operation. 
Other  manifestations  included  unexplained  hypo- 
tension, arrhythmia,  bradycardia  and  cyanosis. 
Only  one  patient  complained  of  upper-abdominal 
pain  associated  with  hypotension,  following  an 
operation  on  the  head  and  neck.  The  authors  em- 
phasized that  coronary  occlusion  can  occur  in  the 
postoperative  period  without  the  characteristic 
pain  syndrome,  and,  in  fact,  without  any  sign  of 
cardiac  difficulty.  The  use  of  narcotics  and  the 
clouded  consciousness  in  the  immediate  postop- 
erative period  frequently  result  in  a failure  to 
diagnose  acute  infarction  promptly. 

As  a result  of  this  study,  it  became  clear  that 
the  electrocardiogram  is  valuable  in  the  early  de- 
tection of  acute  myocardial  infarction  and  in  the 
differential  diagnosis  of  difficult  problems  in  the 
postoperative  period.  A tracing,  the  authors  say, 
is  particularly  indicated  in  the  following  condi- 
tions. 

1.  A sudden  onset  of  tachycardia,  with  or  with- 
out hypotension,  during  or  after  operation. 

2.  Unexplained  hypotension  which  does  not  re- 
spond to  the  restoration  of  fluid  volume. 

3.  Marked  bradycardia  or  arrhythmia  sugges- 
tive of  multiple  premature  ventricular  contrac- 
tions or  auricular  fibrillation. 

4.  Unexplained  cyanosis  appearing  in  the  oper- 
ating room  or  in  the  recovery  room. 

The  authors  concluded  their  study  as  follows: 
“Bradycardia  and  arrhythmia  developing  in  the 
immediate  postoperative  period  are  usually  re- 
garded as  fairly  benign  manifestations  without 
much  clinical  significance.  On  the  contrary,  the 
present  study  indicates  that  the  occurrence  of 
these  abnormalities  of  rate  and  rhythm  after  op- 
eration may  indicate  the  presence  of  previously 
unsuspected  myocardial  disease.  In  the  majority 
of  patients,  a pulse  above  120  per  minute  repre- 
sents a serious  medical  or  physiologic  problem 
which  requires  prompt  attention.” 
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Steroid  Treatment  of  Asthmatic 
Cripples 

Despite  the  hazards  that  accompany  the  admin- 
istration of  the  corticosteroids  over  extended  peri- 
ods of  time,  Tuft*  has  reported  remarkably  bene- 
ficial effects  of  these  drugs  in  restoring  “asthmatic 
cripples”  to  useful  lives.  In  his  extensive  experi- 
ence, the  Philadelphia  allergist  has  indicated,  the 
results  in  these  difficult  patients  have  more  than 
compensated  for  possible  harmful  effects  of  these 
drugs.  Steroid  therapy  was  employed  only  as  a 
last  resort — never  as  the  first  choice  of  therapy — 
and  was  employed  as  a supplement  to  other  drugs, 
and  not  as  the  sole  therapeutic  agent. 

The  cases  reported  were  all  patients  whom  Tuft 
saw  in  private  practice,  and  who  were  under  his 
close  personal  supervision.  All  were  chronic  asth- 
matics who  had  failed  to  respond  to  the  methods 
of  treatment  employed  in  all  similar  patients.  Each 
patient  had  a thorough  diagnostic  study  which 
included  a complete  and  detailed  history,  physical 
examination,  fluoroscopy  of  the  chest,  and  com- 
plete allergy  studies.  The  allergy  studies  included 
intracutaneous  skin  tests,  mucosal  tests  and  diet 
trial.  Treatment  was  instituted  following  the  diag- 
nostic studies  and  consisted  of  the  elimination  or 
the  avoidance  of  test-positive  antigens  from  the 
diet  and  from  the  environment  of  the  patient. 
Whenever  necessary,  hyposensitization  was  car- 
ried out  with  extracts  of  those  of  the  offending 
allergens  which  could  not  be  eliminated  or  avoid- 
ed. Allergy  treatment  was  supplemented  by  what- 
ever drugs  were  necessary  to  bring  about  sympto- 
matic relief.  When  it  was  found  that  all  these 
measures  had  failed,  that  the  patient  was  getting 
worse  instead  of  better,  and  that  on  occasion  he 
was  in  imminent  danger  of  developing  status 
asthmaticus,  corticosteroids  were  resorted  to. 

The  general  plan  of  steroid  therapy  consisted 
of  a large  initial  dose — two  to  three  times  the  av- 
erage dose,  depending  upon  the  severity  of  the 
asthma  at  the  time  treatment  was  started.  On  oc- 
casion the  dose  was  repeated  a second  time,  but 
in  the  majority  of  patients  the  usual  dose  of  cor- 
ticoid  was  given  every  four  hours  during  the  wak- 
ing period  for  24  to  48  hours,  or  until  marked  im- 
provement had  occurred.  The  dose  was  then  grad- 
ually reduced.  First  it  was  given  three  times  a 
day  for  several  days,  and  then  twice  a day  until 
the  patient  was  symptom-free.  If  improvement 
continued  for  two  to  three  weeks,  the  dose  of  the 
drug  was  gradually  reduced  until  the  patient 
could  get  along  without  it  or  until  a maintenance 
dose  was  reached.  The  maintenance  dose  was  con- 
sidered to  be  the  amount  of  the  drug  which  was 
sufficient  to  keep  the  patient  either  free  of  asthma 
or  to  reduce  his  asthma  to  a minimum  which 
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could  be  controlled  by  the  remedies  usually  given 
for  symptomatic  relief. 

The  preparation  used  depended  upon  the  time 
when  the  treatment  was  started.  Prior  to  1958, 
patients  were  started  on  cortisone  or  hydrocorti- 
sone, and  then  prednisone  and  prednisolone  were 
employed.  Since  1958,  most  of  the  patients  have 
been  given  triamcinolone.  If  it  was  found  that  tri- 
amcinolone induced  unpleasant  side-effects,  or  if 
it  proved  ineffective,  then  one  of  the  newer  corti- 
coids  was  administered.  If  triamcinolone  was 
chosen,  8 mg.  was  given  initially,  and  then  4 mg. 
was  given  four  times  a day  until  satisfactory  re- 
sults were  obtained.  This  dose  was  gradually  re- 
duced, as  soon  as  possible,  until  the  minimum 
amount  required  to  keep  the  patient  comfortable, 
the  maintenance  dose,  was  reached.  The  mainte- 
nance dose  usually  consisted  of  2 to  4 mg.  daily, 
given  in  2 doses  at  12-hour  intervals.  However, 
the  maintenance  dose  was  not  kept  fixed. 

Arbitrarily,  it  was  decided  that  one  year  of  con- 
tinuous corticoid  therapy  would  constitute  long- 
term treatment.  The  author  reported  his  results 
in  25  patients  who  had  been  given  this  long-term 
corticoid  therapy.  Fifteen  of  the  patients  were 
women  and  10  were  men,  and  their  ages  varied 
from  23  to  70  years.  Eight  of  these  patients  have 
taken  the  corticoids  for  8 to  9%  years,  with  marked 
beneficial  results  and  with  a minimum  of  side- 
effects.  According  to  the  author,  the  clinical  ef- 
fect was  good  in  all  patients  to  whom  corticoids 
were  given.  Nine  of  the  group  had  been  com- 
plete “asthmatic  cripples”  prior  to  therapy,  and  all 
have  been  able  to  resume  their  normal  duties.  In 
addition  to  the  25  patients  on  continuous  therapy, 
an  additional  eight  adults  took  corticoids  inter- 
mittently over  periods  up  to  eight  years. 

Although  children  constitute  nearly  one-half  of 
Dr.  Tuft’s  practice,  only  six  children  required  long- 
term therapy.  Serious  side-effects  occurred  much 
more  commonly  in  children  than  in  adults,  but 
one  child  was  started  on  prednisone  at  2V2  years 
of  age  and  received  2.5  to  5.0  mg.  daily  for  three 
years,  and  then  triamcinolone  for  30  months.  This 
child  had  no  status  asthmaticus  or  recurrent  pneu- 
monitis for  about  two  years  and  only  a minimum 
of  asthma.  There  were  no  side-effects,  and  there 
was  no  interference  with  the  growth  of  the  child. 

Since  1958,  most  of  the  patients  have  been  given 
the  newer  corticoids,  especially  triamcinolone, 
and  the  side-effects  have  been  quite  mild  com- 
pared with  those  observed  with  the  earlier 
steroids.  Most  of  the  patients  have  shown  little  or 
no  changes  in  weight.  Hirsutism  and  moon-face 
phenomena  have  not  been  major  problems  in  pa- 
tients taking  triamcinolone.  No  psychiatric  prob- 
lems have  occurred.  Seven  patients  have  experi- 
enced ecchymoses  after  the  slightest  trauma,  but 
there  have  been  no  serious  side-effects  such  as 
peptic  ulcer,  diabetes  or  osteoporosis. 

In  conclusion  Tuft  stated:  “I  cannot  emphasize 
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too  strongly  the  fact  that  corticoids  should  be  used 
in  the  intractable  asthmatic  as  a last  resort  and 
not  initially  . . . corticoid  therapy  is  at  best  a 
stop  gap  method.  . . . Results  show  that  long-term 
corticoids,  properly  administered,  can  be  inval- 
uable adjuncts  in  the  treatment  of  chronic  intrac- 
table asthma.” 

"See  You  in  Atlantic  City" 

BY  GEORGE  M.  FISTER,  M.D. 

President,  American  Medical  Association 

The  American  Medical  Association  will  hold  its 
112th  annual  meeting  June  16-20  at  Atlantic  City. 
In  urging  you  to  attend,  I would  like  to  write 
briefly  about  an  aspect  of  science  that  is  rapidly 
becoming  a very  serious  problem.  I refer  to  what 
scientists  have  called  “The  Publication  Explosion.” 

Research  men  are  faced  with  the  dictum  of 
“publish  or  perish.”  Naturally,  they  publish.  They 
publish  so  much  that  some  areas  of  science  now 
have  such  a volume  of  literature  that  it  is  often 
cheaper  and  faster  to  repeat  an  experiment  than 
to  search  the  literature  and  find  out  what  others 
have  done  in  the  same  field. 

It  has  been  said  that  it  would  be  necessary  for 
a physician  to  read  one  book  an  hour  just  to  keep 
up  with  new  findings  in  his  own  specialty.  This 
obviously  is  impossible. 

There  were  four  million  scientific  documents 
published  in  1962.  These  included  some  three  mil- 
lion papers  and  articles  in  some  seventy  thousand 
technical  and  professional  journals.  The  bulk  of 
these  are  in  the  life  sciences,  particularly  med- 
icine. They  are  published  in  at  least  65  different 
languages,  in  almost  every  country  of  consequence 
in  the  world. 

Faced  with  this  overwhelming  deluge  of  paper, 
the  physician  in  practice,  already  one  of  the  busi- 
est men  in  his  community,  may  be  inclined  to  just 
throw  up  his  hands. 

The  scientific  meeting  helps  greatly  to  fill  the 
gap  and  to  help  the  physician  keep  abreast  of  new 
developments.  At  the  AMA  annual  meeting,  in  a 
short  space  of  four  or  five  days  the  physician  has 
his  choice  of  literally  hundreds  of  scientific  papers 
covering  the  broad  spectrum  of  medicine.  He  can 
select  half  a dozen  lectures  daily  from  the  program 
as  a whole.  Or  he  can  concentrate  on  his  specialty 
section  and  its  meetings. 

The  physician  can  select  outstanding  medical 
motion  pictures,  fresh  from  the  production  line. 
Or  he  can  view  live  telecasts  of  surgery  and  med- 
icine in  action  in  new  areas. 

It  would  take  years  of  reading  an  hour  a day  to 
learn  all  that  can  be  learned  in  five  days  at  the 
annual  meeting  of  the  American  Medical  Associa- 
tion. The  scientific  exhibits  alone  are  a good  post- 
graduate course  in  medicine. 


All  of  us  as  physicians  are  well  aware  of  the 
problems  of  keeping  abreast,  of  bringing  the  find- 
ings of  the  researchers  into  our  practice  as  soon 
as  possible.  Through  the  annual  meeting  of  our 
national  association,  we  can  make  considerable 
progress  in  this  important  respect. 

As  president  of  the  American  Medical  Associa- 
tion, I personally  urge  every  American  physician 
to  make  plans  now  to  attend  this  annual  meeting 
June  16-20  in  Atlantic  City. 


The  Dangers  of  "Making  Weight" 

The  practice  of  placing  high  school  and  college 
boxers  and  wrestlers  on  starvation  diets  so  they 
can  “make  weight”  for  a particular  event  has  been 
strongly  criticized  by  two  national  associations. 

By  reducing  to  a certain  weight,  an  athlete  may 
compete  in  a class  below  that  in  which  he  right- 
fully belongs. 

Such  dieting  can  be  hazardous  to  health,  the 
American  Medical  Association’s  Committee  on  the 
Medical  Aspects  of  Sports  and  the  National  Fed- 
eration of  State  High  School  Athletic  Associations 
said  in  a joint  statement. 

“It  has  been  demonstrated  by  experience  and 
shown  experimentally  that  strength  and  stamina 
are  markedly  reduced  by  such  practices,”  they 
said. 

The  system  of  requiring  weighing  in  before  each 
contest,  still  common  in  wrestling  and  boxing,  en- 
courages an  intense  effort  to  lose  weight  before 
the  weighing-in  ceremony,  followed  by  a quick  re- 
versal to  regain  as  much  weight  as  possible  prior 
to  the  contest,  they  said.  However,  they  said,  the 
food  eaten  between  the  weigh-in  and  the  match 
cannot  be  metabolized  in  time  to  contribute  ap- 
preciably to  the  restoration  of  energy  reserves. 

“At  one  wrestling  tournament  in  a conference 
where  the  practice  of  ‘making  weight’  is  general, 
two  competitors  collapsed  before  they  had  even 
participated  in  a match,”  according  to  the  state- 
ment. 

The  two  associations  urged  each  state  high 
school  association  to  work  out  some  procedure  to 
take  the  emphasis  off  of  “making  weight.”  Several 
sensible  approaches  have  been  offered,  they  said. 
One  would  have  all  athletes  weighed  on  an  unan- 
nounced day  before  the  season.  A percentage  al- 
lowance would  be  made  for  additional  weight  gain 
during  the  season,  and  the  competitors  then  as- 
signed to  weight  classes  in  which  they  would  re- 
main throughout  the  season. 

The  two  groups  also  termed  the  practice  of  mak- 
ing weight  “ethically  indefensible,”  adding:  “Cir- 
cumventing regulations  designed  to  insure  equi- 
table competition  through  such  a device  is  certain- 
ly inconsistent  with  the  spirit  of  sports.” 
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President’s  Page 

Let  me  take  this  opportunity  to  thank  you— the 
members  of  the  Iowa  Medical  Society— for  permitting 
me  to  serve  you  over  the  years  on  the  Committee  on 
Medical  Education  and  Hospitals,  in  managing  the 
Educational  Loan  Fund,  on  the  Board  of  Trustees, 
and  as  president-elect  and  president. 

Of  course  I can’t  say  that  my  duties  on  behalf  of  or- 
ganized medicine  have  been  invariably  pleasurable, 
but  they  certainly  have  been  satisfying,  for  my  own 
ideas  and  attitudes  coincide  with  the  policies  and  ob- 
jectives that  are  advocated  by  a great  majority  of  Iowa 
doctors,  and  I think  that  my  fellow  officers  and  I have 
made  some  worthwhile  accomplishments. 

I am  especially  appreciative  of  the  opportunities 
that  IMS  activities  have  given  me  to  strengthen  my 
acquaintanceships  with  a great  many  fine  men  and 
women  both  in  and  outside  of  medicine.  Among  those 
people,  I want  particularly  to  mention  the  members 
of  the  State  Society’s  staff. 

I hope  you  will  not  interpret  these  few  sentences  as  a 
“Hail  and  Farewell,”  for  I shall  continue  to  be  deeply 
interested  in  the  Iowa  Medical  Society,  and  shall  be 
glad  to  assist  it  in  any  way  that  I can. 


President 
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S.U.I.  Faculty  Member  Named 
Markle  Scholar 


Dr.  James  L.  Spratt,  an  assistant  professor  of 
pharmacology  at  the  State  University  College  of 
Medicine,  has  been  appointed  a Markle  Scholar 
in  Academic  Medicine.  The  honor  was  announced 
by  the  board  of  directors  of  the  John  and  Mary  R. 
Markle  Foundation  at  a dinner  in  New  York,  on 
March  5.  Dr.  Spratt’s  appointment  provides  a $30,- 
000  grant  to  the  medical  school  over  the  next  5 
years  to  supplement  his  salary,  aid  his  research, 
and  assist  in  his  development  as  a teacher  and  in- 
vestigator. 

Thirty-one-year-old  Dr.  Spratt  joined  the  S.U.I. 
staff  in  1961,  after  receiving  B.A.,  Ph.D.  and  M.D. 
degrees  from  the  University  of  Chicago.  A scholar- 
ship award  winner  in  college,  graduate  school  and 
medical  school,  he  recently  was  granted  a Re- 
search Career  Development  Award  from  the 
United  States  Public  Health  Service.  His  research 
studies,  supported  by  a National  Institutes  of 
Health  research  grant,  are  aimed  toward  under- 
standing the  pharmacologic  and  therapeutic  ac- 
tions of  drugs  on  the  heart. 

Dr.  Spratt  is  the  fourth  S.U.I.  faculty  member 
to  receive  a Markle  Award.  Other  appointees  as 
Markle  Scholars  in  Academic  Medicine  have  been 
Dr.  Daniel  Stone,  an  associate  professor  of  inter- 
nal medicine,  1960;  Dr.  Robert  E.  Carter,  an  as- 
sociate professor  of  pediatrics  and  assistant  dean, 
1957;  and  Dr.  Jack  Davis,  a former  assistant  pro- 
fessor of  anatomy,  1953. 


Greetings  From  Dean  Hardin 

It  is  a pleasure  and  an  honor  to  greet  members 
of  the  Iowa  State  Medical  Society  personally  and 
on  behalf  of  the  faculty  and  students  of  the  College 
of  Medicine.  This  issue  of  the  journal,  like  similar 
ones  in  years  past,  is  evidence  of  the  close  coopera- 
tion existing  between  the  Society  and  the  College 
and  the  respect  each  has  for  the  other.  That  this 
should  exist  between  medical  school  and  practicing 
physician  is  not  surprising.  For  over  2,000  years 
the  physician-teacher  has  been  a practitioner  of 
medicine  and  the  practicing  physician  a teacher. 

Apprenticeship  training — “reading”  with  an  es- 
tablished physician — disappeared  from  Iowa  ap- 
proximately a century  ago.  Then,  like  the  rest  of 
the  world,  we  came  to  establish  a more  formal 
medical  curriculum,  and  entrusted  it  to  a college 
faculty.  Bioscientists  in  disciplines  related  to  medi- 
cine— in  fact  its  basic  fabric — joined  with  physi- 
cians in  the  teaching  and  other  work  of  this  faculty. 
The  College  of  Medicine  became  an  entity  with 
recognized  duties:  to  give  a basic  medical  educa- 
tion to  new  physicians;  to  care  for  patients  in  its 
teaching  hospitals;  to  find  new  knowledge  related 
to  medicine  and  to  improve  methods  of  treatment. 

The  medical  curriculum  has  become  quite  formal 
in  comparison  to  that  of  days  gone  by,  yet  medical 
teaching  retains  much  of  the  old  apprentice  system. 
The  art  of  medicine  is  learned  at  the  bedside.  Here, 
too,  are  formed  habits  of  thinking  so  essential  to 
proper  diagnosis  and  patient  care.  Third-  and 
fourth-year  students  now  spend  90  per  cent  of  their 
time  studying  patients  and  correspondingly  less  in 
class-room  exercises. 

The  role  of  the  physician-teacher  who  is  a mem- 
ber of  the  faculty  is  quite  clear.  He  guides  and 
supervises  the  student’s  learning  in  his  college 
years.  But  what  is  the  role  of  the  practicing  physi- 
cian? How  does  he  discharge  his  obligation  to 
teach?  He  does  so  by  helping  younger  colleagues 
in  a kind  of  “on  the  job  training”  as  they  establish 
themselves  in  practice.  He  may  enter  into  the  pre- 
ceptorship  program  of  the  State  Society  and  the 
College  of  Medicine.  At  this  particular  time  it  is 
essential  to  medicine  that  internship  programs  ex- 
isting in  community  hospitals  in  Iowa  be  strength- 
ened and  that  physicians  be  trained  in  them  for 
medical  service  to  communities.  The  teaching  in 
these  programs  should  be  done  mainly  by  practic- 
ing physicians.  We  must  all  regard  medical  educa- 
tion as  a continuum  in  which  the  student  spends  his 
first  years  in  the  formal  program  in  a college,  and 
gradually  progresses  to  full  assumption  of  re- 
sponsibility for  patient  care.  We  must  recognize 
that  each  medical  institution,  including  the  com- 
munity hospital,  has  a role  to  play  in  the  training 
of  new  physicians,  and  we  must  all  continue  to  sup- 
port each  other  in  the  various  parts  of  our  total 
educational  program. 

Thus  may  the  teacher-practitioner  of  the  faculty 
and  the  practitioner-teacher  of  the  community  join 
in  a common  program  of  medical  education. 


Supplemental  Report  of  the 

IMS  Policy-Evaluation  Committee 


At  the  Annual  Meeting  of  the  Iowa  Medical  So- 
ciety in  May,  1962,  the  House  of  Delegates  autho- 
rized the  Policy-Evaluation  Committee  to  continue 
its  study  of  the  Blue  Shield  Blue  Chip  program. 

The  Committee  and  a special  subcommittee  have 
devoted  a year  of  intensive  review  to  the  Blue 
Chip  plan.  However,  recognizing  the  importance 
of  one  Blue  Shield  plan  to  another,  and  keeping  in 
mind  the  purpose  for  which  the  Policy-Evaluation 
Committee  was  created,  the  committee  members 
thought  it  appropriate  to  direct  attention  to  all 
existing  Blue  Shield  plans,  with  special  emphasis 
on  Blue  Chip. 

The  Committee  believes  its  research  of  the 
“usual,  customary  fee”  program  is  complete,  and  it 
also  has  some  comments  to  offer  as  to  the  other 
plans.  Publication  of  its  findings  in  the  April 
journal  of  the  iowa  medical  society  enables  the 
entire  membership  of  the  Society  to  share  the 
information  that  it  has  accumulated. 

In  this  report,  the  Policy-Evaluation  Committee 
is  asking  the  House  of  Delegates  to  provide  an 
opportunity  for  the  full  membership  to  study  the 
various  alternatives  and  suggestions  that  it  has 
developed,  and  it  is  requesting  that  final  action  be 
deferred  until  the  1964  Annual  Meeting. 

If  the  House  of  Delegates  accepts  its  recom- 
mendation that  the  membership  be  given  a year 
to  consider  its  findings,  then  it  hopes  that  the  mem- 
bers of  the  House  will  discuss  the  facts  contained 
in  this  report  with  their  county  constituents,  and 
in  addition  that  special  meetings  will  be  arranged 
at  the  county  and/or  district  level  for  the  purpose 
of  discussing  all  aspects  of  Blue  Shield.  A 12-month 
period  should  be  ample  for  all  members  to  offer 
their  comments. 

It  is  requested  that  these  opinions  be  channeled 
through  this  Committee,  so  that  it  may  have  the 
benefit  of  the  members’  thinking  when  its  final 
report  is  assembled  for  presentation  to  the  House 
of  Delegates  next  year.  The  Committee  solicits 
comments  from  participating  physicians,  but  it  also 
urges  non-participating  physicians  to  respond.  The 
non-participating  physicians  are  asked  to  make  a 
special  effort  to  convey  their  thoughts. 

When  Blue  Shield  was  formed  by  the  Medical 
Society,  it  was  hoped  that  all  members  would  be- 
come participating  physicians.  Therefore,  one  of 
the  primary  concerns  of  the  Policy  Evaluation 
Committee  is  to  assist  Blue  Shield  in  perfecting 
plans  that  will  be  acceptable  to  a maximum  num- 
ber of  IMS  members. 

A primary  objective  of  this  Committee’s  report 
is  to  apprise  the  membership  of  important  facts 
relating  to  the  Blue  Chip  program,  so  that  physi- 
cians can  knowledgeably  offer  their  comments  on 
the  alternatives  which  it  proposes. 


BLUE  CHIP 

Last  August,  a special  subcommittee  of  the  par- 
ent Committee  was  appointed  to  explore  all  aspects 
of  the  Blue  Chip  plan.  The  chairman  of  that  sub- 
committee was  Dr.  Herman  J.  Smith,  of  Des 
Moines,  and  the  other  members  were  Drs.  Henning 
W.  Mathiasen,  of  Council  Bluffs,  and  S.  P.  Lein- 
bach,  of  Belmond. 

After  extensive  study  from  every  point  of  view 
— including  numerous  conferences,  at  which  Blue 
Shield  officials,  physicians  who  were  disgruntled 
with  the  Blue  Chip  plan,  and  state  insurance  of- 
ficials were  present — the  subcommittee  finally  con- 
cluded that  the  problems  having  to  do  with  Blue 
Chip  stem  from  a misunderstanding  of  Blue  Chip 
contract  language,  specifically  in  the  following  par- 
agraphs: 

(Paragraph  No.  9) 

“.  . . the  doctors  of  medicine  participating  by 
agreement  with  Iowa  Medical  Service  will  accept 
as  payment  in  full,  within  the  terms  of  this  con- 
tract, the  allowances  as  determined  by  Iowa  Med- 
ical Service  as  being  the  charges  for  customary, 
reasonable,  and  usual  demands  for  payment  of  pro- 
fessional services  for  which  benefits  are  available 
under  this  contract. 

“A  charge  will  be  deemed  customary,  reasonable 
and  usual  if  it  does  not  exceed  the  general  level  of 
charges  by  others  who  render  such  services  under 
similar  or  comparable  circumstances  within  the 
community  in  which  such  charge  is  incurred.” 

When  development  of  a Blue  Chip  plan  was 
authorized  by  the  House  of  Delegates  in  1957, 
physicians  were  given  the  impression  that  this  new 
plan  would  pay  their  “usual,  equitable  fee  (with  a 
reasonable  maximum  benefit) .”  Subsequently,  how- 
ever, when  the  Blue  Chip  plan  was  presented  to 
the  Iowa  Insurance  Commissioner  for  ratification, 
he  required  the  inclusion  of  some  more  restrictive 
language.  It  appears  that  many  of  the  present-day 
problems  with  Blue  Chip  result  from  the  member- 
ship’s not  being  informed  of  these  limitations.  As 
a matter  of  fact,  it  was  not  until  a number  of  com- 
plaints had  been  received  that  the  Society  became 
aware  of  the  Insurance  Commissioner’s  rulings. 
The  items  about  which  there  have  been  disagree- 
ment involve  (1)  the  language  in  the  previously 
quoted  paragraphs  from  the  Blue  Chip  contract, 
which  include  the  terms  “by  others”  and  “within 
the  community,”  and  (2)  the  use  of  a $5.00  unit  for 
screening  Blue  Chip  claims. 

At  one  of  the  Committee’s  meetings,  a repre- 
sentative of  the  Iowa  Insurance  Department  stated 
that  the  Iowa  Insurance  Commissioner  would  not 
approve  an  “open-end”  contract,  wherein  benefits 
were  not  defined,  and  which  permitted  an  individ- 
ual physician  to  specify  his  ovm  “usual,  customary 
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and  reasonable”  fee.  He  also  said  that  the  Commis- 
sioner had  approved  a rate  for  the  Blue  Chip  pro- 
gram, using  as  a guide  a $5.00  coefficient  when  ap- 
plied to  the  Iowa  Unit  Fee  Index. 

It  is  because  of  this  latter  ruling  that  Blue  Shield 
has  used  a $5.00  unit  as  the  basis  for  screening  Blue 
Chip  claims. 

Blue  Shield  officials  report  that  there  are  ap- 
proximately 30  physicians  whom  they  consider  to 
be  “chronic  offenders” — physicians  who  repeatedly 
submit  charges  in  excess  of  the  amount  allowable 
when  computed  on  the  basis  of  the  criteria  for 
payment  of  Blue  Shield  claims. 

It  is  the  opinion  of  this  Committee  that  under 
existing  circumstances,  participating  physicians 
have  no  choice  other  than  to  accept  the  Blue  Chip 
plan  just  as  it  is  now  being  administered — i.e.,  in 
accordance  with  requirements  laid  down  by  the 
Iowa  Insurance  Commissioner.  However,  the  Com- 
mittee is  hopeful  that  during  the  coming  year,  if 
the  House  of  Delegates  grants  the  requested  exten- 
sion of  time  for  additional  study  of  the  Blue  Chip 
plan,  the  Medical  Society  and  Blue  Shield  officials 
can  confer  with  the  Insurance  Commissioner,  and 
perhaps  can  alter  or  eliminate  the  objectionable 
contract  language. 

It  is  hoped  that  the  House  of  Delegates  will  wait 
until  1964  before  making  a choice  among  the  fol- 
lowing alternatives,  although  it  is  conceivable  that 
it  may  want  to  establish  an  interim  position  in 
1963: 

1.  Accept  the  present  Blue  Chip  contract,  and 
the  Insurance  Commissioner’s  interpretations  of  its 
provisions. 

2.  Recommend  modification  of  the  Blue  Chip 
contract  language  to  permit  participating  physicians 
to  be  compensated  for  services  on  the  basis  of 
their  own  “usual,  equitable  fees  (with  a reasonable 
maximum  benefit).” 

3.  Recommend  that  the  Blue  Chip  plan  be  with- 
drawn. 

4.  Create  a high-level  service  income  plan  to  re- 
place the  Blue  Chip  plan,  with  an  appropriate  co- 
efficient when  applied  to  the  latest  edition  of  the 
Iowa  Relative  Value  Index  (Green  Book). 

B300G  AND  B450  CONTRACTS 
FEDERAL  EMPLOYEE  AND  NATIONAL  ACCOUNTS 

High-level — B450 — $6,000  service  income — family 

($4.50  per  unit,  Iowa  Unit  Fee  Index,  Gray  Book) 
Low-Level — B300G — $4,000  service  income — family 

($3.00  per  unit,  Iowa  Unit  Fee  Index,  Gray  Book) 

Considerations 


1.  Should  the  existing  B400  middle-income  con- 
tract be  replaced  with  the  B450? 

Per  Unit 


Single 

Two-Person 

Family 

( Gray  Book) 

B450  . . 

$4,000 

none 

$6,000 

$4.50 

B400 

3,600 

$4,500 

5,400 

4.00 

Net 

Net 

Net 

Worth 

Worth 

Worth 

$36,000 

$45,000 

$54,000 

2.  Should  the  existing  B300  contract  be  replaced 
by  the  B300G  contract? 


Single 

Two-Person 

Family 

Per  Unit 
( Gray  Book ) 

B300G 

$2,800 

none 

$4,000 

$3.00 

B300 

2,400 

$3,000 

3,600 

Per  Unit 
( Red  Book ) 
3.00 

SENIOR  65  PLAN 

Service  Income  Levels — $2,000  single;  $ 3,000  two- 
person — net  worth  limits  of  $20,000  and  $30,000 

Considerations 

1.  Should  this  Senior  65  plan  that  has  been  in 
existence  since  1959  be  replaced  by  the  new  Senior 
Citizens  Plan  which  was  offered  for  the  first  time 
in  Iowa  last  fall  as  a part  of  a national  program 
(service  income  levels  of  $2,500  and  $4,000)  ? The 
latter  plan  does  not  include  a net  worth  provision. 
It  is  the  recommendation  of  the  Policy-Evaluation 
Committee  that  if  the  House  of  Delegates  wishes  to 
modify  the  old  plan  to  conform  more  nearly  with 
the  new  one,  its  net  worth  provisions  should  be 
maintained,  and  it  should  be  moved  into  the  Iowa 
Relative  Value  Index  (Green  Book). 

A250  CONTRACT 

The  Policy-Evaluation  Committee  continues  to 
recommend  that  this  plan  be  removed  from  the 
market  as  rapidly  as  possible. 

The  Committee  is  informed  that  Blue  Shield  is 
in  the  process  of  developing  a major-illness  policy, 
and  it  wishes  to  encourage  Blue  Shield  in  this  un- 
dertaking. It  hopes  this  coverage  will  be  available 
in  Iowa  in  the  very  near  future. 

At  its  meeting  on  August  16,  1962,  the  Committee 
recommended  that  Blue  Shield  convert  all  of  its 
plans  into  the  most  recent  edition  of  the  Iowa  Rela- 
tive Value  Index  (Green  Book)  as  rapidly  as  possi- 
ble. At  its  March  19,  1963,  meeting,  the  Committee 
reiterated  that  recommendation. 

CONCLUSION 

The  Committee  wishes  to  conclude  this  report 
by  reminding  IMS  members  that  Blue  Shield  has 
become  an  important  factor  in  all  our  practices, 
and  that  we  owe  it  to  ourselves  and  to  our  patients 
to  keep  informed  about  its  affairs  and  to  take  an 
active  interest  in  them. 

The  Committee  members  hope  you  will  feel  a 
sense  of  obligation  to  transmit  your  thoughts  to  it, 
so  that  it  can  benefit  from  them  as  it  continues  its 
deliberations  in  preparation  for  1964. 

W.  L.  Downing,  M.D.,  Chairman 

O.  N.  Glesne,  M.D. 

C.  V.  Edwards,  Sr.,  M.D. 

S.  P.  Leinbach,  M.D. 

H.  W.  Mathiasen,  M.D. 

H.  J.  Smith,  M.D. 

J.  K.  MacGregor,  M.D. 

C.  W.  Seibert,  M.D. 

L.  F.  Hill,  M.D. 

W.  K.  Hicks,  M.D. 

G.  M.  Wyatt,  M.D. 

G.  H.  Scanlon,  M.D. 
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BOOK  REVIEWS 

Drugs  in  Current  Use,  1963,  ed.  by  Walter  Modell , 
M.D.  (New  York,  Springer  Publishing  Company,  Inc., 
1962.  $2.50). 

This  is  a paper-back  listing  of  drugs  in  current  use, 
with  very  brief  comments  on  forms,  action,  use  and 
dosage,  and  special  warnings  when  necessary.  There 
are  cross-index  notations  regarding  items  listed  under 
their  trade  names.  The  usefulness  of  the  volume  will 
be  limited  to  quick  reference. 

The  format  is  simple  and  the  type  is  attractive,  but 
in  the  reviewer’s  copy  some  34  pages  were  missing. — 
M.  E.  Alberts,  M.D. 


Memoirs  of  a Medico,  by  E.  Martinez  Alonso,  M.D. 

(New  York,  Doubleday  & Co.,  Inc.,  1961.  $4.50). 

The  autobiography  of  Dr.  Alonso  encompasses  a 
fascinating  period  in  the  history  of  Spain.  Dr.  Alonso 
was  brought  up,  the  son  of  a diplomat,  in  Vigo,  Spain, 
before  the  Spanish  Revolution.  He  took  his  medical 
training  in  Glasgow,  and  returned  home  in  time  to  be 
befriended  by  the  last  Queen  of  Spain,  and  to  be 
catapulted  into  the  great  Spanish  Civil  War.  For  any 
one  who  lived  in  or  visited  Spain  in  those  days,  his 
stories  will  have  a special  cogency.  Most  of  World  War 
II,  he  spent  in  London,  and  following  this,  he  became 
house  doctor  at  the  Conrad  Hilton  Hotel  in  Madrid. 

Certain  doctors  feel  called  upon  to  write  their  mem- 
oirs, and  most  of  them  are  good  story-tellers.  Dr. 
Alonso  is  no  exception,  for  his  autobiography  reads 
easily,  is  not  heavy,  and  is  filled  with  anecdotes  not 
only  of  a medical  nature,  but  of  life  in  Glasgow  and 
life  in  Spain.  There  are  stories  of  bull-fighters,  and 
stories  of  wars.  The  messages  are  two:  (1)  regarding 
the  possibility  of  living  a life  of  adventure  in  this 
modern-day  world,  and  (2)  of  the  background  and 
experiences  of  the  Spanish  people  during  the  past 
three  decades.  For  the  latter  reason  alone,  the  book 
would  be  worthwhile,  for  Americans  know  little  or 
nothing  of  the  trials  and  tribulations  and  of  the  ex- 
periences of  the  Spanish  people  during  those  trouble- 
some years. — Daniel  A.  Glomset,  M.D. 


Office  Procedures,  Second  Edition,  by  Paul  William- 
son, M.D.  (Philadelphia,  W.  B.  Saunders  Company, 
1962.  $13.50). 

This  book  consists  of  440  pages  of  briefly-discussed 
"office”  procedures,  many  of  which  may  be  contro- 
versial. The  author  seems  to  look  upon  the  present-day 
trained  physician  as  something  different  from  a doc- 


tor. Could  he  be  right  in  contending,  with  medical 
standards  as  they  are  (including  medico-legal  consid- 
erations), that  “Whether  or  not  you  like  it,  you  are 
going  to  practice  about  20  per  cent  science  and  about 
80  per  cent  witchcraft”? 

This  book  will  be  praised  by  some  and  condemned 
by  others.  I am  sure  the  individual  reader’s  impression 
will  be  dependent  on  his  endeavor  in  medicine,  as  well 
as  on  the  environment  of  his  practice. — M.  E.  Alberts, 
M.D. 


Atlas  of  Histopathology  of  the  Skin,  Second  Edi- 
tion, by  G.  H.  Percival,  M.D.,  George  L.  Montgom- 
ery, M.D.,  and  T.  C.  Dodds.  (Baltimore,  The  Wil- 
liams & Wilkins  Company,  exclusive  U.  S.  agents, 
$24.50). 

In  their  preface,  the  authors  say:  “The  purpose  of 
this  work  is  to  provide  the  postgraduate  student  in 
dermatology  and  pathology  with  a pictorial  representa- 
tion of  the  microscopic  changes  found  in  diseases  of 
the  skin.”  This  they  have  done  well.  Accordingly,  this 
atlas  is  recommended  to  pathologists,  dermatologists 
and  residents  in  both  of  those  fields. 

To  those  who  are  unfamiliar  with  this  atlas,  I might 
point  out  that  the  authors  are,  respectively,  a derma- 
tologist, a pathologist  and  a specialist  in  medical  pho- 
tography. Since  pathologists  and  dermatologists  fre- 
quently use  different  systems  of  nomenclature,  the 
text  contains  many  synonyms. 

There  are  525  color  photomicrographs,  and  the  re- 
productions are  generally  excellent.  In  some,  how- 
ever, the  resolution  is  only  fair.  The  hematoxylin  and 
eosin-stained  preparations  are  more  heavily  eosino- 
philic than  I like,  but  in  making  this  comment  I am 
expressing  no  more  than  a personal  preference.  The 
photomicrographs  of  special  stain  preparations  are  al- 
most all  excellent.  A brief  yet  adequate  test  accom- 
panies the  photomicrographs. — David  Baridon,  Jr.,  M.D. 


Resistance  of  Bacteria  to  the  Penicillins  (Ciba 
Foundation  Study  Group  No.  13),  ed.  by  A.  V.  S. 
de  Reuck,  M.Sc.,  and  Margaret  P.  Cameron,  M.A. 
(Boston,  Little,  Brown  and  Company,  1962.  $2.95). 

The  papers  contained  in  this  small  volume  were  pre- 
sented as  a symposium  in  London  on  February  2, 
1962,  in  honor  of  Sir  Charles  Harrington,  director  of 
the  National  Institute  for  Medical  Research  (British), 
1942-1962.  The  papers  developed  a discussion  concern- 
ing the  action  of  the  pencillins,  the  different  types  of 
resistance  to  penicillin,  the  characteristics  of  penicil- 
linase and  the  resistance  of  coagulase-positive  staphy- 
lococci to  benzyl  penicillin,  methicillin  and  other 
penicillins. 
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The  discussions  are  of  more  interest  to  the  researcher 
than  to  the  practicing  clinician.  Much  of  the  material 
consists  of  laboratory  data  and  its  interpretation,  but 
there  are  some  references  to  clinical  application.  This 
volume  would  be  of  most  interest  to  the  clinical  bac- 
teriologist or  researcher. — M.  E.  Alberts,  M.D. 


Erythropoiesis,  ed.  by  Leon  O.  Jacobson,  M.D.,  and 

Margot  Doyle,  Ph.D.  (New  York,  Grune  & Stratton, 

Inc.,  1962.  $6.75). 

This  volume  is  a collection  of  papers  by  investi- 
gators. Erythropoietin  is  a substance  that  hasn’t  yet 
been  purified,  but  it  can  be  assayed  in  animals  and 
in  bone-marrow  cultures.  It  may  be  more  than  one 
substance,  a part  of  it  being,  probably,  a glycoprotein, 
another  part  probably  a lipid,  and  other  parts  as  yet 
not  even  tentatively  identified.  Organs  other  than  the 
kidneys  are  known  sites  of  its  formaton.  Its  mode  of 
action  is  on  bone-marrow  stem  cells,  and  perhaps  in 
increasing  the  rate  of  maturation  of  red  blood  cell 
precursors. 

Investigators  have  used  all  known  technics  in  study- 
ing the  kinetcs  of  erythrocyte  production.  Radioactive 
iron  uptake  by  red  blood  cells  and  some  of  the  older 
technics  such  as  reticulocyte  counts  and  marrow 
morphology  are  utilized. 

The  book  is  intended  primarily  for  researchers  op- 
erating very  dignified  laboratories  in  this  field,  and 
the  clinician  finds  the  material  somewhat  ill-adapted 
to  his  needs.  Nevertheless,  there  are  a few  sections 
that  are  clinically  interesting.  One  of  them  describes 
iron-absorption  studies  both  independent  of  and  de- 
pendent upon  erythropoietin.  One  by  Frank  H.  Gard- 
ner describes  an  approach  to  treatment  of  various 
refractory  anemias,  marrow  aplasias  and  hemolytic 
states  through  the  use  of  cobalt,  corticosteroids  and 
androgens. — Thomas  D.  Ghrist,  M.D. 


BOOKS  RECEIVED 

YOUR  WEIGHT  AND  HOW  TO  CONTROL  IT  (REVISED 
EDITION),  by  Morris  Fishbein,  M.D.  (Garden  City,  New 
York,  Doubleday  & Company,  Inc.,  1963.  $3.95). 

CURRENT  THERAPY  1963,  ed.  by  Howard  F.  Conn,  M.D. 
(Philadelphia,  W.  B.  Saunders  Company,  1963,  $12.50). 

THE  FAT  BOY  GOES  POLY-UNSATURATED,  by  Elmer 
Wheeler.  (Garden  City,  New  York,  Doubleday  & Company, 
Inc.,  1963.  $3.50). 

PHYSIOLOGY  OF  THE  CIRCULATION  IN  HUMAN  LIMBS 
IN  HEALTH  AND  DISEASE,  by  John  T.  Shepherd,  M.D. 
(Philadelphia,  W.  B.  Saunders  Company,  1963.  $12.00). 

MY  CASE  FOR  FREEDOM,  by  David  A.  Freed,  M.D.,  (San 
Antonio,  The  Naylor  Company,  1962.  $3.50). 

SURGERY,  by  Richard  Warren,  M.D.  (Philadelphia,  W.  B. 
Saunders  Company,  1963.  $19.50). 

PROTEIN  METABOLISM:  INFLUENCE  OF  GROWTH  HOR- 
MONE, ANABOLIC  STEROIDS  AND  NUTRITION  IN 
HEALTH  AND  DISEASE  (An  international  symposium 
sponsored  by  CIBA).  (Berlin,  Gottingen,  Heidelberg, 
Springer-Verlag,  1962). 


General  Practitioners'  Seminar  to  Be 
Held  at  MHI,  Independence 

The  third  annual  General  Practitioners’  Seminar 
will  be  held  at  the  Mental  Health  Institute  at  In- 
dependence, on  two  consecutive  Thursdays,  April 
25  and  May  2.  Selig  M.  Korson,  M.D.,  superintend- 
ent, will  preside  at  the  two-day  seminar  which  is 
sponsored  by  the  Institute  and  the  Iowa  Chap- 
ter of  the  American  Academy  of  General  Prac- 
tice. Six  hours  of  Category  I credit  will  be  al- 
lowed. The  following  topics  and  speakers  have 
been  scheduled: 

Thursday,  April  25 

2:00-3:30  p.m.  “Management  of  the  Disturbed  Child” 
Milford  E.  Barnes,  M.D.,  Director  of  the 
Des  Moines  Child  Guidance  Clinic 

3:30-5:00  p.m.  “Marriage  Counseling” 

Max  E.  Pepernik,  M.D.,  Assistant  Pro- 
fessor of  Psychiatry,  State  University 
of  Iowa 

Thursday,  May  2 

2:00-3:30  p.m.  “Treatment  of  Depression” 

A.  S.  Norris,  M.D.,  Associate  Professor 
of  Psychiatry,  State  University  of 
Iowa 

3: 30-5: 00  p.m.  “The  Role  of  the  General  Practitioner 
in  Providing  Psychiatric  Services” 
Paul  E.  Huston,  M.D.,  Director  of  the 
State  Psychopathic  Hospital  and  Pro- 
fessor and  Head  of  Psychiatry,  State 
University  of  Iowa 


W,  B.  SAUNDERS  COMPANY  features  the  fol- 
lowing new  editions  in  their  full  page  adver- 
tisement appearing  elsewhere  in  this  issue: 

REED— COUNSELING  IN  MEDICAL  GENET- 
ICS 

An  up-to-date  book  telling  you  exactly  what 
you  want  to  know  about  the  chances  of  a 
hereditary  disability  being  passed  from  parent 
to  child. 

NADAS— PEDIATRIC  CARDIOLOGY 

A practical  text  covering  the  entire  field  of 
heart  disease  in  children. 

HINSHAW  and  GARLAND— DISEASES  OF 
THE  CHEST 

A useful  book  unsurpassed  for  vividness  of 
illustration  and  completeness  of  coverage. 


Northwest  Iowa  Postgraduate 
Conference 

May  16,  1963 

Because  of  the  bad  weather  in  March,  1962,  it 
was  necessary  to  postpone  the  Northwest  Post- 
graduate Conference  scheduled  to  be  held  in  Sioux 
City.  The  Iowa  Chapter  of  the  American  Academy 
of  General  Practice  regretted  very  much  that  it 
was  necessary  to  postpone  that  planned  confer- 
ence at  the  last  moment,  and  therefore  immediate- 
ly set  about  to  make  plans  for  a 1963  conference  in 
Sioux  City.  The  date,  Thursday,  May  16,  was 
selected.  (This  should  eliminate  the  likelihood  of 
blizzards  and  blocked  highways,  and  we  trust  that 
the  heavens  will  be  kind — so  no  floods  will  be  en- 
countered.) The  meeting  is  to  be  held  at  the 
Sheraton-Warrior  Motor  Inn,  because  of  the  re- 
modeling of  the  Sheraton-Martin  Hotel. 

The  broad  scope  of  the  subject  matter  to  be 
presented  and  the  prominence  of  the  men  who  are 
to  speak  are  certain  to  attract  you.  Registration 
will  begin  at  9:00  a.m.  and  continue  all  day. 
The  speakers  and  their  subjects  are: 

Manuel  E.  Lichtenstein,  M.D.,  Chicago,  “Surgery 
of  the  Bowel”;  Loran  Pilling,  M.D.,  Mayo  Clinic, 
Rochester,  “Behavior  Problems  in  Children”;  John 
W.  Walsh,  M.D.,  Washington,  D.  C.,  “Prenatal 
Complaints”;  Harry  M.  Robinson,  Jr.,  M.D.,  Uni- 
versity of  Maryland,  “Toxic  Eruptions.” 

The  luncheon  is  for  all  physicians  and  their 
wives.  The  speaker  will  be  Dr.  Robert  L.  Van- 
Citter,  of  the  Department  of  Physiology  and  Bio- 
physics of  the  University  of  Washington  School 
of  Medicine.  His  topic  will  be  “A  Look  at  Med- 
icine in  the  U.S.S.R.”  Dr.  VanCitter  has  recently 
returned  from  a three-month  visit  to  the  U.S.S.R., 
during  which  time  he  traveled  alone,  visiting  and 
working  in  hospitals,  research  facilities  and  med- 
ical schools.  Conceptual  and  ideological  differences 
did  not  constitute  a serious  barrier  to  exchange  of 
medical  thought,  and  he  found  the  individual  Rus- 
sian professional  person  extremely  cordial  and 
very  much  interested  in  America.  This  should  be  a 
really  authoritative  description  of  medicine  in  the 
U.S.S.R. 


The  presentation  of  this  Northwest  Iowa  Post- 
graduate Conference  is  made  possible  with  a grant 
from  and  with  the  cooperation  of  the  Education 
Division  of  Lederle  Laboratories.  There  will  be  no 
fee  for  registration,  for  the  luncheon,  or  for  the 
reception  that  will  follow  the  close  of  the  lectures. 
Five  hours  Category  I credit  will  be  allowed 
Academy  members. 


Seminar  in  Psychiatry 

The  Iowa  Chapter  of  the  A AGP  will  join  with 
the  Mental  Health  Institute  at  Independence  in  co- 
sponsoring a two-part  Seminar  in  Psychiatry  for 
General  Practitioners  at  the  Independence  hos- 
pital. The  first  program  is  to  be  presented  on  the 
afternoon  of  Thursday,  April  25,  and  the  second 
one  on  Thursday  afternoon,  May  2. 

On  April  25  Dr.  Milford  E.  Barnes  will  discuss 
“Management  of  the  Disturbed  Child”  and  Dr. 
Max  E.  Pepernik  will  discuss  “Marriage  Counsel- 
ing.” On  May  2,  Dr.  A.  S.  Norris  will  discuss 
“Treatment  of  Depression,”  and  Dr.  Paul  E.  Hus- 
ton will  discuss  “The  Role  of  the  General  Prac- 
titioner in  Providing  Psychiatric  Services.”  Each 
afternoon’s  program  will  be  acceptable  for  three 
hours  of  Category  I credit  to  members  of  the 
Academy,  or  a total  of  six  hours  for  the  two  after- 
noon programs. 


THE  IOWA  CHAPTER  OF  AAGP 
will  maintain  a 

HOSPITALITY  ROOM  FOR 
MEMBERS  AND  GUESTS 

at  the  Fort  Des  Moines  Hotel  during 
the  IMS  annual  meeting.  Watch  for  the 
placard  that  will  announce  the  room 
number. 


252 


STATE  DEPARTMENT  OF  HEALTH 


COMMISSIONER 


Typhoid  Immunization  Following 
Floods 

During  the  past  few  weeks,  many  Iowans  un- 
doubtedly have  asked  themselves,  “If  a flood 
threatens  our  area,  should  we,  our  neighbors  and 
our  entire  community  have  typhoid  immuniza- 
tions?” 

The  amount  of  typhoid  fever  in  Iowa  has  been 
decreasing  constantly.  Last  year,  as  a result  of 
follow-up  of  every  reported  case  of  possible  ty- 
phoid fever,  only  two  cases  were  actually  con- 
firmed as  typhoid.  In  addition,  two  elderly  persons 
were  found  to  be  typhoid  carriers.  It  has  been 
more  than  25  years  since  Iowans  were  last  advised 
to  include  typhoid  fever  as  one  of  their  regular  or 
basic  immunizations.  Our  state  and  surrounding 
states  depend  upon  community  sanitation  to  do  a 
major  part  of  the  work  of  reducing  the  incidence 
of  typhoid  fever.  It,  along  with  follow-up  of  all 
known  patients  to  learn  whether  or  not  they  be- 
come carriers,  and  with  supervision  of  all  known 
carriers,  completes  the  general  typhoid  prevention 
program.  At  present,  under  normal  conditions  in 
Iowa,  typhoid  immunization  is  advocated  only  for 
such  people  as  hospital  attendants,  those  traveling 
abroad,  and  certain  groups  of  campers. 

Should  a town  or  an  area  of  the  state  be  sub- 
jected to  flood  waters,  there  can  be  no  necessity 
for  every  person  in  the  area  to  receive  typhoid 
immunization.  Such  prophylaxis  should  be  re- 
served for  persons  who  actually  have  been  ex- 
posed to  the  flood  waters  themselves  or  to  objects 
contaminated  by  them.  Such  groups  as  sandbag 
fillers,  levee  workers,  repair  crews  working  in  the 
flood  area,  and  family  members  going  back  into 
the  flooded  homes  to  clean  them  out  before  they 
are  reoccupied — these  are  the  people  who  should 
be  protected  by  typhoid  vaccine. 

There  can  be  no  reason  to  inoculate  people  liv- 
ing in  unflooded  areas,  whose  homes  and  water 
supplies  are  not  contaminated  and  who  have  no 
occasion  to  enter  the  flooded  areas.  Should  a city 
water  supply  become  contaminated,  such  contami- 
nation would  be  the  factor  that  would  expose  the 
greatest  number  of  people  to  the  dangers  of  ty- 
phoid fever.  Such  a catastrophe  would  suggest 
wide-scale  typhoid  immunization,  even  though  all 
users  of  the  water  had  been  warned  to  boil  it  until 
it  was  again  pronounced  safe. 


Typhoid  vaccine  may  be  obtained  by  calling  or 
writing  the  Iowa  State  Department  of  Health,  Di- 
vision of  Preventable  Diseases.  The  telephone 
number  is  515-288-7111,  Extension  429. 


Misunderstood  Characteristics  of  the 
Elderly 

Many  manifestations  of  aging,  previously  con- 
sidered to  result  from  the  aging  process  itself,  may 
be  attributed  to  other  causes,  Public  Health  Serv- 
ice investigators  have  found. 

Collaborative  studies  by  a team  of  twenty-one 
scientists  at  the  National  Institute  of  Mental 
Health,  National  Institutes  of  Health,  Bethesda, 
Maryland,  indicate  that  social,  personality,  and 
health  variables  all  appear  to  be  of  considerable 
importance  in  explaining  changes  that  occur  in 
older  persons. 

The  findings  are  reported  by  Dr.  Robert  N. 
Butler  in  the  March,  1963,  issue  of  the  American 
journal  of  psychiatry.  The  studies  were  designed 
to  explore  the  effects  of  normal  aging.  The  studies 
involved  47  medically  healthy  males,  living  in  ur- 
ban communities  and  ranging  in  age  from  65  to  92, 
with  a mean  age  of  71.  The  results  were  in  con- 
trast with  those  of  many  earlier  studies  which 
focused  on  persons  who  were  sick  or  institution- 
alized. 

In  general,  the  men  exhibited  mental  flexibility 
and  alertness,  and  were  found  to  be  constructive, 
resourceful  and  optimistic.  They  did  not  display 
the  stereotyped  “rigidity”  commonly  believed  to 
accompany  old  age. 

The  intellectual  performance  of  the  aged  group 
reflecting  verbal  abilities  was  found  to  be  superior 
to  that  of  young  normal  controls,  although  ev- 
idence of  diminishing  function  was  observed  in 
other  tests,  particularly  in  psychomotor  speed. 

In  addition,  the  chronological  age  of  those  who 
exhibited  symptoms  of  a mild,  early  mental  de- 
cline did  not  differ  from  the  chronological  age  of 
those  without  such  symptoms.  Thus  the  investiga- 
tors were  led  to  question  the  commonly  accepted 
importance  of  chronological  age  as  an  overriding 
factor  in  the  development  of  psychiatric  disorders 
in  the  aged. 

The  social  factors  in  the  subject’s  immediate 
environment  were  found  to  be  very  closely  related 
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to  his  behavior  and  attitudes.  If  the  social  environ- 
ment showed  qualities  of  deprivation,  as,  for  in- 
stance, in  the  loss  of  intimate  persons  or  loss  of 
income,  the  subject’s  attitudes  and  behavior 
showed  more  deterioration  and  manifestation  of 
depression. 

Whether  or  not  enforced  retirement  has  un- 
fortunate consequences  for  the  individual  depends 
to  some  degree,  the  investigators  found,  upon 
whether  or  not  the  retirement  was  accompanied 
by  conflicting  internal  and  external  pressures. 

Contrary  to  expectations,  studies  of  cerebral 
circulation  and  metabolism  revealed  no  significant 
difference  in  cerebral  blood  flow  and  oxygen  con- 
sumption between  the  aged  group  and  a group  of 
normal  young  controls  with  a mean  age  of  21. 
Where  reductions  did  occur,  they  were  found  in 
subjects  with  evidence  of  arteriosclerosis,  suggest- 
ing that  decreases  in  cerebral  blood  flow  and  oxy- 
gen consumption  found  in  older  people  do  not  re- 
sult from  the  aging  process  itself  but  rather  from 
arteriosclerosis. 

Senior  members  of  the  research  team  who  con- 
ducted the  investigations  at  the  NIMH  included 
Drs.  Butler,  Seymour  Perlin,  James  E.  Birren, 
Samuel  W.  Greenhouse,  Louis  Sokoloff  and  Marian 
Yarrow. 


1962 

NEW  CASES— TUBERCULOSIS 


Counties 


<D  Q_ 

3E  < 2 


Adair  

Adams 
Allamakee 
Appanoose 
Audubon  . 
Benton 
Blackhawk 
Boone  . . . . 
Bremer  .... 
Buchanan 

Cass  

Cedar  ... 
Cerro  Gordo 
Cherokee 
Chickasaw 
Clarke  . 

Clay  

Clayton  . 
Clinton 
Crawford 
Davis 

Des  Moines 
Dubuque 


I 


I 

I I 
I I I 
I I 

1 

I 

I 

2 2 


I I 
I 

I I 

I 2 

I I 

I 3 

I I 3 I I 10 
I I 4 
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I 

2 3 
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I I 

I I 


I 

I I 
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2 2 I 
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2 

I 13  5 

I 2 9 
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C 

“> 

_D 

tk> 

LL 

tl 

to 

Q_ 

< 

May 

June 

July 

Aug. 

Sept. 

Oct. 

> 

o 

Z 

o 

u 

O 

Total 

Emmet  

1 

1 

1 

3 

Fayette 

1 

i 

2 

Floyd  

1 

2 

3 

Franklin 

i 

1 

Grundy  

1 

1 

Guthrie  

1 

1 

Hamilton  ... 

1 

1 

Hancock  

1 

r 

Hardin  

i 

1 

2 

Harrison 

1 

1 

Henry  

1 

1 

Howard 

1 

1 

2 

Humboldt  . . . 

1 

1 

Jackson 

1 

I 

i 

3 

Jasper  

1 

1 

1 1 

4 

Jefferson 

1 

i 

2 

Johnson 

2 

1 

i 

4 

Jones  

i 

1 

Keokuk  

1 

r 

Kossuth 

i 

1 

Lee  

1 

I 

1 

1 1 

5 1 

i 

12 

Linn  

3 

2 

3 

3 

2 2 

2 2 

2 1 

2 

3 

27 

Louisa  

1 

1 

2 

Lucas 

1 

1 

Lyon  

1 

1 

Mahaska  

1 

r 

Marion  

1 

2 1 

4 

Marshall  . . 

3 

2 

2 

1 

1 

9 

Mills  

2 

1 

3 

Monona 

1 

1 

2 

Monroe  

1 

1 

Muscatine 

2 

2 

1 

1 

6 

Page 

1 

1 

2 

Plymouth  

1 

1 

Polk  

4 

2 

3 

4 

4 1 

3 2 

6 3 

3 

4 

39 

Pottawattamie 

1 

1 

1 

1 

1 

4 

9 

Poweshiak 

Ringgold 

1 

1 

Sac  

1 

1 

2 

Scott  

1 

1 

1 

2 2 

1 1 

4 1 

1 

2 

17 

Story  

1 

1 

1 

3 

6 

Tama 

1 

1 

1 

3 

Taylor  

1 

2 

3 

Van  Buren 

1 

1 

2 

Wapello 

1 

1 

3 

1 

6 

Warren  

1 

1 

1 

3 

Washington 

1 

1 

2 

Webster 

2 

1 

1 

4 

Winneshiek 

1 1 

1 

3 

Woodbury  . 

1 

1 

1 

2 2 

1 1 

1 

10 

Wright  

2 

1 

1 

4 

Total  

21 

28 

26 

22 

18  21 

21  31 

37  21 

21 

30 

297 
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RABIES  IN  ANIMALS,  1962 


Distribution  by  Species  of  Reported  Cases* 


Cases 


S — skunk  175 

C — cattle  I I 5 

A — cat  30 


D — dog  15 

V — civet  cat 4 

O — horse  4 

B — bat  2 


H — hog  2 

R — raccoon  .......  2 

P — sheep  I 


352 


* Ail  cases  confirmed  by  laboratory  examination  except  three  cows  in  Poweshiek  County. 


Vaccination  of  Dogs  Against  Rabies 

Rabies  is  reported  in  dogs  as  well  as  in  several 
other  species  of  domestic  and  wild  animals  each 
year  in  Iowa.  The  dog  normally  lives  in  close 
proximity  to  man  and  is  capable  of  inflicting  se- 
vere bite  wounds.  For  these  two  reasons,  most  of 
the  exposures  of  man  to  rabies  are  caused  by  rabid 
dogs.  Elimination  of  rabies  among  dogs  would  thus 
greatly  reduce  the  number  of  persons  who  must 
take  the  anti-rabies  preventive  (Pasteur)  treat- 
ment each  year. 

Anti-rabies  vaccination  of  dogs  does  give  pro- 
tection against  the  disease.  Vaccination  has  proved 
effective  in  laboratory  experiments  as  well  as  in 
actual  field  conditions.  The  U.  S.  Army  requires 
anti-rabies  vaccination  of  all  pets  kept  at  an  Army 
post  or  camp.  Without  exception  the  results  of  this 
action  have  been  good.  Some  Army  camps  have 
been  located  in  areas  in  which  rabies  was  present. 


In  these  instances  rabies  did  not  develop  in  the 
vaccinated  dogs  belonging  to  Army  personnel, 
even  though  they  mingled  with  unvaccinated  dogs 
in  the  areas  adjacent  to  the  camp.  In  Iowa,  no 
rabies  has  been  reported  among  vaccinated  dogs. 

The  vaccine  causes  the  dog’s  body  to  build  re- 
sistance against  the  disease,  but  the  process  takes 
a little  time.  The  full  degree  of  protection  is  not 
reached  until  about  30  days  after  the  date  of  vac- 
cination. Thus,  the  dog  should  not  be  allowed  to 
mingle  with  other  animals — specifically,  not  to  be 
exposed  to  a rabid  animal — until  about  30  days 
after  the  date  of  vaccination.  We  are  sometimes 
asked,  “Can  a vaccinated  dog  get  rabies?”  The 
answer  is  “Yes,  if  the  dog  was  exposed  before  the 
vaccination,  or  if  it  was  exposed  before  the  pro- 
tection was  fully  developed.” 

Investigations  indicate  that  the  dogs  reported  as 
having  rabies  in  1962  had  been  infected  by  rabid 
wild  animals.  This  was  true  of  both  farm  and  city 
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dogs.  Thus  it  is  important  that  dogs  in  both  rural 
and  urban  areas  be  protected  against  the  disease 
by  vaccination.  Anti-rabies  vaccination  of  pet  ani- 
mals other  than  dogs  is  recommended,  too. 

Vaccination  of  young  puppies  is  not  always  ef- 
fective. Therefore,  if  puppies  under  six  months  of 
age  are  vaccinated,  they  should  be  revaccinated 
when  they  reach  six  months  of  age. 


The  USPHS  Surveys  Medical 
Practitioners 

A new  survey  (Health  Manpower  Source  Book, 
Medical  Specialists)  by  the  U.  S.  Public  Health 
Service  shows  changes  that  have  occurred  in  the 
patterns  of  medical  practice  in  the  United  States 
since  1931. 

It  shows,  for  example,  that  the  proportion  of 
physicians  engaged  in  private  practice  declined 
from  85  per  cent  in  1931  to  66  per  cent  in  1962. 
During  that  same  period,  the  share  of  full-time 
specialists  increased  from  16  per  cent  to  50  per 
cent. 

The  number  of  physicians  increased  from  154,406 
(126  physicians  per  100,000  population)  to  257,000 
(135.8  per  100,000)  in  mid-1962.  The  1962  figure 
does  not  include  medical  students  who  were  gradu- 
ated in  June  of  that  year. 

Internal  medicine  gained  the  greatest  number  of 
specialists  during  the  period  studied,  25,324,  but 
the  greatest  rate  of  increase  was  among  psychia- 
trists and  neurologists,  900  per  cent.  In  1931,  the 
leading  specialty,  numerically,  was  ophthalmology- 
otolaryngology,  but  by  1962  internal  medicine  was 
first;  surgery,  second;  psychiatry-neurology,  third; 
obstetrics  and  gynecology,  fourth;  and  ophthal- 
mology-otolaryngology, fifth. 

In  1931,  there  were  125,599  general  practitioners 
among  the  156,406  physicians  in  the  United  States, 
but  in  1962,  general  practitioners  numbered  only 
102,058  out  of  the  total  of  257,000. 

About  8 per  cent  of  all  full-time  specialists  in 
1961  were  employed  by  the  federal  government. 
There  were  a total  of  19,581  federal  physicians  in 
1962.  Approximately  11  per  cent  of  the  specialists 
indicated  that  they  were  on  medical  school  facul- 
ties. 

About  14  per  cent  of  the  physicians  were  in 
training  programs  as  residents  or  interns. 


Help  your  central  office  to  maintain  an 
accurate  mailing  list.  Send  your  change  of 
address  promptly  to  the  Journal,  529-36th 
Street,  Des  Moines  12,  Iowa. 


Morbidity  Report  for  Month 
of  February,  1963 


Diseases 

1963 

Feb. 

1963 

Jan. 

1962 

Feb. 

Most  Cases  Reported 
From  These  Counties 

Diphtheria 

0 

1 

0 

Scarlet  fever 

458 

319 

395  Clay,  Jefferson,  Johnson, 
Polk,  Winneshiek 

Typhoid  fever 

1 

0 

0 

Muscatine 

Smallpox 

0 

0 

0 

Measles 

1308 

1359 

620 

Cerro  Gordo,  Clay,  Des 
Moines,  Scott 

Whooping  cough 

29 

4 

4 

Cerro  Gordo,  Mills 

Brucellosis 

17 

9 

9 

Dubuque,  Scott 

Chickenpox 

Meningococcic 

1023 

808 

303 

Cass,  Des  Moines,  Du- 
buque, Polk,  Scott 

meningitis 

0 

0 

1 

Mumps 

303 

227 

259 

Crawford,  Polk,  Scott 

Poliomyelitis 

Infectious 

0 

0 

1 

hepatitis 

39 

27 

178 

Lee,  Polk,  Scott,  Tama 

Rabies  in  animals 

21 

12 

44 

Dubuque,  Greene,  Jasper, 
Muscatine,  Tama, 
Washington 

Malaria 

0 

0 

0 

Psittacosis 

0 

0 

0 

Q fever 

0 

0 

0 

Tuberculosis 

21 

37 

29 

For  the  state 

Syphilis 

59 

45 

52 

For  the  state 

Gonorrhea 

92 

109 

70 

For  the  state 

Histoplasmosis 

2 

4 

1 

Cerro  Gordo,  Johnson 

Food  intoxication 
Meningitis  (type 

0 

0 

0 

unspecified ) 

2 

0 

2 

Monona,  Polk 

Diphtheria  carrier 

0 

0 

0 

Aseptic  meningitis 

; 0 

1 

0 

Salmonellosis 

13 

5 

1 

Dallas,  Webster,  Wood- 
bury 

Tetanus 

0 

1 

0 

Chancroid 
Encephalitis  (type 

0 

0 

0 

unspecified ) 
H.  influenzal 

0 

2 

0 

meningitis 

0 

0 

1 

Amebiasis 

0 

0 

2 

Shigellosis 

2 

1 

0 

Johnson,  Polk 

Influenza 

9* 

0 1 

14576 

Boone,  Muscatine,  Page, 
Polk 

* 4 of  these  cases  laboratory  confirmed,  A;  (Asian)  strain,  WHO 
Regional  Virus  Laboratory,  Iowa  City,  Dr.  Albert  McKee. 
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From  Your  Editor's  Desk 

With  spring  in  the  offing,  gardens  will  be  plant- 
ed. Here  are  some  suggestions: 

1.  Plant  five  rows  of  “Peas” — 

Preparedness,  Promptness,  Perseverance,  Po- 
liteness, Prayer. 

2.  Plant  three  rows  of  “Squash” — 

Squash  Gossip,  Squash  Criticism,  Squash  In- 
difference. 

3.  Plant  five  rows  of  “Lettuce” — 

Lettuce  be  Faithful,  Lettuce  be  Unselfish,  Let- 
tuce be  Loyal,  Lettuce  be  Truthful,  Lettuce 
Love  One  Another. 

4.  Plant  four  rows  of  “Turnips” — 

Turnup  for  Meetings,  Turnup  with  a Smile, 
Turnup  with  New  Ideas,  and  Turnup  with  De- 
termination. 

With  just  a little  care  and  attention,  what  a 
wonderful  harvest  we  shall  reap  from  this  Gar- 
den of  Co-operation. 

Mrs.  R.  H.  Palmer 


Homemakers'  Service 

If  your  county  Auxiliary  is  interested  in  start- 
ing a homemakers’  service  in  your  community,  or 
has  already  started  on  such  a project,  you  will  be 
interested  in  the  special  workshop  that  the  direc- 
tors of  the  Homemakers’  Service  in  Des  Moines 
have  offered  to  conduct  on  Monday  afternoon, 
April  8,  following  the  close  of  the  Monday  session 
of  the  Woman’s  Auxiliary  Annual  Meeting. 

The  people  who  have  organized  and  are  success- 
fully directing  this  program  in  Des  Moines  have 
offered  to  make  themselves  available  to  confer 
with  interested  members  and  to  assist  in  any  way 
they  can  in  helping  you  get  your  homemakers’ 
service  in  operation. 

This  sei'vice  is  much  needed  in  most  communi- 
ties. After  the  ground  work  has  been  done,  the 
program  looks  for  mature  women  with  good 
hearts,  gives  them  refresher  courses — run  by  pro- 
fessionals— and  sends  them  out,  through  doctors 
and  social  agencies,  to  handle  any  and  every  kind 
of  domestic  crisis.  Mrs.  Allan  B.  Phillips,  of  Des 
Moines,  a member  of  the  Auxiliary,  is  the  local 
chairman  of  this  sei’vice,  and  Mrs.  L.  L.  Maher,  of 
Des  Moines,  represents  the  Polk  County  Auxiliary 
on  the  committee. 


Woman’s  Auxiliary  40th  Convention 

How  physicians’  wives  can  best  serve  their  local 
communities  and  how  to  tell  the  public  and  pro- 
fession about  these  service  projects  will  be  fea- 
tured presentations  at  the  40th  annual  convention 
of  the  Woman’s  Auxiliary  to  the  American  Medi- 
cal Association. 

Reports  emphasizing  the  Auxiliary’s  community 
service  activities  in  the  areas  of  civil  defense, 
health  career  recruitment,  mental  health,  interna- 
tional health,  safety  and  rural  health  will  be  given 
to  nearly  2,000  physicians’  wives  attending  the 
convention  June  16-20  in  Atlantic  City.  Auxiliary 
headquarters  will  be  the  Haddon  Hall  Hotel. 

Formal  opening  of  the  Auxiliary’s  house  of  dele- 
gates will  be  Monday  morning,  June  17.  A special 
program  for  all  physicians’  wives  featuring  prac- 
tical suggestions  for  carrying  out  community  serv- 
ice projects  and  telling  the  story  will  be  given 
Tuesday  morning.  The  annual  tea  honoring  the 
president,  Mrs.  William  Thuss,  of  Birmingham, 
Ala.,  and  the  president-elect,  Mrs.  C.  Rodney 
Stoltz,  of  Watertown,  S.  D.,  will  be  held  Sunday 
afternoon. 

National  Auxiliary  past  presidents  will  be  hon- 
ored at  Tuesday’s  luncheon.  Dr.  George  M.  Fister, 
AM  A president,  Ogden,  Utah,  will  be  the  guest 
speaker.  The  Auxiliary’s  annual  contribution  to 
the  AM  A Education  and  Research  Foundation  will 
be  announced  at  that  time.  Last  year’s  check  was 
for  $244,172. 

Mrs.  Stoltz  will  be  installed  as  Auxiliary  presi- 
dent at  the  concluding  business  session  Wednesday 
morning.  Election  and  installation  of  other  na- 
tional officers  will  also  be  held  that  day  with  for- 
mal adjournment  scheduled  for  noon. 

A post  convention  conference  and  planning  ses- 
sion for  1963-64  for  all  Auxiliary  officers  and  mem- 
bers will  be  held  Thursday  morning.  Dr.  Ernest  B. 
Howard,  AMA  assistant  executive  vice  president, 
will  discuss  principal  actions  of  the  AMA  House 
of  Delegates. 

A full  program  for  teen-aged  members  of  AMA 
families  will  be  arranged  throughout  the  week. 

All  members,  their  guests  and  guests  of  physi- 
cians attending  the  AMA  annual  meeting  may  par- 
ticipate in  the  social  functions  and  general  sessions 
of  the  Auxiliary. 

Local  arrangements  are  under  the  direction  of 
Mrs.  David  B.  Allman,  Atlantic  City,  chairman. 
Vice  chairmen  include:  Mrs.  Edward  H.  Dyer, 
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Mrs.  Charles  Hyman  and  Mrs.  Harry  Subin,  Vent- 
nor,  N.  J.;  Mrs.  William  E.  Dodd,  Beach  Haven, 
N.  J.,  and  Mrs.  Samuel  L.  Winn,  Margate  City, 
N.  J. 


COUNTY  AUXILIARIES 


Allamakee 

The  film,  “Your  Health — Your  Choice”  featur- 
ing Doctor  Edward  R.  Annis  has  been  shown  in 
the  northeast  corner  of  Iowa  and  has  been  well  re- 
ceived. Mrs.  M.  F.  Kiesau  and  Mrs.  R.  H.  Palmer 
presented  the  film  to  the  Postville  Monday  Club 
on  February  11,  as  the  program  for  the  day. 
Copies  were  made  of  Janet  Ellis’  report  on  “The 
Kerr-Mills  Program,”  and  were  given  to  about  35 
members  attending.  It  was  felt  that  Mrs.  Ellis’  re- 
port covered  the  subject  so  very  well  that  each 
person  would  find  it  helpful  for  reference.  The 
film  presented  a side  of  the  issue  that  most  had 
not  heard,  and  they  felt  it  very  important. 

The  film  then  traveled  to  the  Fayette  County 
Medical  Meeting  at  Oelwein,  via  Doctor  Henry 
Wolf  of  Elgin,  and  was  enjoyed  by  the  doctors  on 
the  evening  of  February  12.  On  February  13  Mrs. 
R.  H.  Palmer  presented  the  film  to  the  Business 
and  Professional  Women’s  Club  of  Postville,  and 
Dr.  Palmer  accompanied  her,  to  answer  questions 
from  the  group.  That  was  a dinner  meeting  in  the 
Presbyterian  Church,  with  guests.  The  program 
was  open  to  the  public  at  8 p.m.  A good  crowd 
of  all  ages  attended,  and  all  seemed  to  be  very 
happy  about  their  chance  to  hear  Dr.  Annis. 

The  Postville  Commercial  Club  used  the  film  on 
February  14  as  their  program,  with  a discussion 
following.  Dr.  M.  F.  Kiesau  and  Dr.  Palmer  were 
present  to  answer  questions.  That  group  num- 
bered about  35. 

The  Allamakee  County  Farm  Bureau  held  a 
meeting  at  Waukon  on  February  19,  and  again  the 
film  fitted  nicely  into  the  program.  About  50 
women  representatives  from  all  over  the  County 
attended.  They,  too,  were  very  happy  to  have  the 
chance  to  hear  Dr.  Annis,  and  reminded  us  that 
the  Farm  Bureau  backs  our  views. 

The  Allamakee  County  Auxiliary  met  in  Wau- 
kon on  February  20.  Mrs.  M.  F.  Kiesau,  of  Post- 
ville, presided  at  the  meeting  at  which  new  officers 
were  installed.  Mrs.  C.  R.  Rominger,  Waukon,  is 
the  new  president,  Mrs.  L.  B.  Bray,  Waukon,  is  the 
new  vice-president  and  Mrs.  A.  F.  Wiley,  of  Wau- 
kon, is  the  secretary-treasurer. 


Black  Hawk 

The  Black  Hawk  Auxiliary  presented  checks 
of  $300  each  to  the  administrators  of  Allen  Me- 


morial, Schoitz  and  St.  Francis  Hospitals,  in  Wa- 
terloo, and  Sartori  Hospital,  in  Cedar  Falls.  This 
money  represented  the  proceeds  from  the  annual 
Medicine  Ball  sponsored  by  the  Woman’s  Auxil- 
iary to  the  Black  Hawk  County  Medical  Society, 
in  February. 


Dubuque 

“Dubuque  River  Days”  was  the  theme  of  the 
tenth  Mardi  Gras  Ball  sponsored  by  the  Woman’s 
Auxiliary  to  the  Dubuque  County  Medical  So- 
ciety on  February  23.  The  Dubuque  Elks  Club 
was  given  a gala  atmosphere  by  shimmering  show 
girls,  crafty  card  sharks,  merry  minstrels,  salty 
sailors  and  lusty  lumberjacks. 

This  event  marks  the  tenth  year  that  scholar- 
ship awards,  from  the  Mardi  Gras  proceeds,  have 
been  given  to  deserving  young  entrants  in  the 
field  of  nursing.  For  six  Dubuqueland  graduate 
nurses  and  seven  student  nurses,  their  nursing 
education  was  the  direct  result  of  these  festivities. 
These  13  young  ladies  have  received,  or  are  in  the 
process  of  receiving,  their  training  at  either  Fin- 
ley or  Mercy  Hospital  Schools  of  Nursing  in  Du- 
buque. 

Mrs.  E.  V.  Conklin,  Dubuque,  was  chairman  of 
the  event  and  Mrs.  J.  A.  Moeller,  Dubuque,  was 
co-chairman. 


Woodbury 

The  Sioux  Med-Dames,  of  whom  Mrs.  Harold 
Jones  is  president,  entertained  the  wives  of  doc- 
tors attending  the  Sioux  Valley  Medical  Associa- 
tion’s meeting  in  Sioux  City  recently.  One  of  the 
events  was  a luncheon  at  the  Normandy. 

Miss  Betty  Hendon,  pianist,  entertained  with 
selections,  and  members  of  the  Sioux  Med-Dames 
were  the  models  for  the  hat  show  presented  by 
the  Agnes  Maher  Millinery  Shop. 


ART  EXHIBIT 

Entries  will  be  received  at  the 

HOTEL  FORT  DES  MOINES 
Sunday,  April  7 
1 :30  to  4:30  p.m. 

For  entry  blanks  and  information  write  to: 

Mrs.  F.  M.  Burgeson,  Exhibit  Chairman 
1166  Chatauqua  Parkway 
Des  Moines  14,  Iowa 
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Why  an  Auxiliary? 

Never  before  in  the  history  of  the  Auxiliary  has 
there  been  a greater  need  for  better  understand- 
ing on  the  part  of  the  lay  public  of  the  role  of 
American  medicine  in  our  democratic  way  of  life. 
Never  before  has  this  role  been  in  greater  danger 
of  being  subverted  by  the  misinformed  and  the 
uninformed,  by  the  self-seeking  politician  and  by 
the  disinterested  voter. 

Why  an  Auxiliary?  To  help  create  a better 
image  of  American  medicine;  to  help  create  favor- 
able sentiment — the  public  sentiment  that  Abra- 
ham Lincoln  once  defined  as  “just  a lot  of  talk 
that  got  someplace.” 

Why  an  Auxiliary?  To  help  the  medical  profes- 
sion in  every  way  possible  to  achieve  its  foremost 
goal — the  betterment  of  public  health.  An  active 
Auxiliary  can  help  the  medical  profession  serve 
the  public,  whether  it  be  in  the  cancer  clinic  or 
the  crippled  children’s  clinic;  whether  it  be  in  the 
pre-school  visual  screening  program  or  the  glau- 
coma screening  program;  whether  it  be  in  the 
homemakers’  service  or  any  other  community 
service.  In  short,  we  need  an  active  Auxiliary  to 
help  create  a healthier,  happier,  and  safer  com- 
munity in  which  to  live. 

We  need  an  Auxiliary  to  cooperate  with  our 
various  state  political  action  committees  to  sup- 
port those  men  elected  to  public  office  who  realize, 
as  we  do,  that  American  medicine,  though  far  from 
being  perfect,  is  the  best  in  the  world  and  that  any 
change  toward  socialized  medicine  is  a step  in  the 
wrong  direction. 

Why  an  Auxiliary?  To  inform  the  uninformed 
on  medically  related  subjects;  to  help  doctors 
where  help  is  needed;  to  mold  public  opinion, 
tactfully,  wisely,  and,  in  all  cases,  to  the  interest 
of  good  medicine,  medicine  unfettered  by  preju- 
dice or  political  influence. 

—THE  BULLETIN 


AMA  News 

The  ama  news  has  a new  department  for  news 
of  Auxiliary  activities  around  the  nation.  The  edi- 
tors ask  that  we  keep  material  coming  in— pic- 
tures, news  clippings  or  other  accounts  of  Auxil- 
iaries or  Auxiliary  members’  activities  that  might 
be  of  interest  to  their  readers.  If  you  will  forward 
any  such  items  to  the  Iowa  Woman’s  Auxiliary 
headquarters,  529-36th  Street,  Des  Moines  12,  they 
will  be  sent  to  the  ama  news  for  use  in  this  new 
department. 

Suggest  to  your  husband  that  he  bring  home  his 
copy  of  the  ama  news,  a bi-weekly  publication 
which  he  receives  with  his  AMA  membership,  so 
that  you  can  read  it,  too. 


AMA  Grants  $20,000  to  Recruit 
Nurses 

The  American  Medical  Association,  on  February 
22,  announced  a grant  of  $20,000  for  the  1963  na- 
tional student  nurse  recruitment  program.  That 
sum  represented  a doubling  of  the  AMA’s  annual 
contribution  to  the  program  administered  by  the 
National  League  for  Nursing.  Dr.  George  M.  Fis- 
ter,  the  AMA  president,  said  that  the  increase  had 
been  occasioned  by  the  mounting  need  for  nursing 
personnel. 

Mrs.  Lucille  Petrey  Leone,  president  of  the 
League,  said  a recent  survey  of  schools  has  shown 
that  1962  admissions  probably  totaled  51,000  for 
schools  of  professional  nursing — approximately  the 
same  number  as  had  been  admitted  in  1961.  For 
schools  of  practical  nursing,  admission  probably 
totaled  27,000 — a sharp  increase  over  the  25,000  ad- 
mitted during  the  previous  year.  She  went  on  to 
say  that  although  nursing  continues  to  attract 
larger  groups  of  students  each  year,  the  rise  in 
admissions  is  not  enough  to  keep  pace  with  the 
nation’s  growth  in  population  and  the  demand  for 
skilled  personnel  able  to  cope  with  advances  in 
medical  care  or  scientific  equipment  used  in  pa- 
tient care. 

In  addition  to  the  AMA  and  the  National  League 
for  Nursing,  the  sponsoring  organizations  include 
the  American  Nurses’  Association  and  the  Amer- 
ican Hospital  Association. 


Benefit  Dance 

Remember  to  send  your  check  for  the  Benefit 
Dance  (Caduceus  Capers)  ticket  that  was  mailed 
to  you.  Your  support  of  this  project  will  assist  the 
Auxiliary  in  its  effort  to  help  as  many  students  as 
possible  toward  their  education  in  one  of  the 
health  careers.  If  you  should  forget  your  ticket, 
you  can  get  another  at  the  registration  desk  or  at 
the  door  on  Tuesday  evening,  April  9.  Even  if 
you  find  it  absolutely  impossible  to  attend  the 
dance,  your  contribution  will  be  greatly  appreci- 
ated by  the  committee. 


New  Auxiliary 

The  newly-formed  Woman’s  Auxiliary  to  the 
Johnson  County  Medical  Society,  with  38  charter 
members,  met  on  Tuesday,  March  12,  in  the  staff 
room  of  the  Hospital  School  for  Severely  Handi- 
capped Children. 

The  following  officers  were  elected  and  in- 
stalled: president,  Mrs.  J.  L.  Ehrenhaft;  vice  pres- 
ident, Mrs.  G.  H.  Scanlon;  recording  secretary, 
Mrs.  T.  T.  Bozek;  corresponding  secretary,  Mrs. 
A.  C.  Garvy;  treasurer,  Mrs.  E.  F.  Van  Epps;  and 
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parliamentarian,  Mrs.  R.  J.  Joynt.  Mrs.  E.  W. 
Scheldrup  was  appointed  Legislative  Chairman. 

Mrs.  A.  C.  Richmond,  Fort  Madison,  president 
of  Woman’s  Auxiliary  to  the  Iowa  Medical  So- 
ciety, was  present  at  this  organizational  meeting. 


Medical  Quackery 

Medical  quackery  is  our  educational  or  “talk- 
ing” project,  says  Mrs.  J.  T.  Willis,  of  Alexandria, 
Louisiana,  the  national  Auxiliary  chairman  of 
Community  Service.  The  following  report,  which 
she  gave  last  fall  at  the  Conference  for  State  Aux- 
iliary Presidents  and  Presidents-Elect  will  ap- 
prise you  of  the  many  facets  of  this  serious  prob- 
lem: 

"An  almost  direct  result  of  the  increasing  pub- 
lic awareness  and  interest  in  medicine,  health,  and 
its  problems  is  the  fantastic  increase  in  all  forms 
of  medical  quackery.  The  flourishing  of  medical 
quackery  has  become  exceedingly  easy  with  mod- 
ern communication  and  transportation  media— so 
easy,  in  fact,  that  it  is  costing  the  American  peo- 
ple an  estimated  one  billion  dollars  annually. 

“Medical  quackery,  now  encompassing  both 
medicine  and  its  allied  fields,  includes: 

Health  cultists — chiropractors,  naturopathists, 
faith  healers,  hypnotists,  voodoo  artists,  etc. 

Medical  quacks — claiming  to  have  methods  or 
products  for  the  diagnosis  or  treatment  of  dis- 
eases such  as  cancer,  TB,  arthritis,  diabetes. 

Nutritional  quackery — probably  the  newest 
and  most  lucrative  of  the  fields  of  quackery  to- 
day. This  includes  fad  diets,  dietetic  foods,  cura- 
tive foods,  etc.  Nutritional  quackery  has  a nat- 
ural appeal  to  both  the  ignorant  and  educated 
alike. 

Device  quackery— one  of  the  older  forms  of 
quackery — has  been  given  new  life  by  the  re- 
markable progress  in  electronics  and  home  la- 
bor-saving machines.  Mechanical  gadgets  are 
almost  a national  craze. 

The  Auxiliary  has  an  obligation  to  expose 
quacks  and,  if  possible,  to  educate  the  public 
against  quackery.  The  material  on  this  subject  is 
rich;  in  fact,  it  furnished  one  of  the  original  rea- 
sons for  the  organization  of  the  AM  A. 

“A  few  sources: 


Publications  of  the  Department  of  Investiga- 
tion of  the  AMA — obtainable  from  the  AMA. 

Proceedings  of  the  National  Congress  on  Med- 
ical Quackery — obtainable  from  AMA  at  the 
price  of  $2.00  per  copy. 

American  Medical  Association  films,  prepared 
pamphlets  and  exhibits — obtainable  from  AMA.” 
Iowa  Medical  Society. 


Should  Ambulances  Be  Permitted 
To  Speed? 

Speeding  by  ambulances  is  often  unnecessary 
and  frequently  dangerous,  yet  it  is  generally  be- 
lieved that  speed  is  vital  in  all  cases.  Wilson  Wells, 
executive  director  of  the  Western  New  York  Hos- 
pital Council,  Buffalo,  called  for  a public  educa- 
tion program  to  counteract  the  general  impres- 
sions that  ambulances  must  always  “race  through 
the  streets  at  breakneck  speed”  and  that  at  least 
one  ambulance  must  come  “screeching  to  a halt, 
lights  flashing  and  siren  moaning,  whenever  an 
accident  or  emergency  occurs,  even  if  it  is  minor.” 

“Patients  should  be  cared  for  promptly,  but 
ambulance  speeding  serves  only  to  magnify  the 
chances  of  another  accident  or  aggravate  the  in- 
juries of  the  patient,”  Mr.  Wells  said  in  the  March 
16  issue  of  hospitals,  the  journal  of  the  American 
Hospital  Association. 

He  outlined  Buffalo’s  integrated  ambulance 
service  and  the  city  ordinance  which  controls  and 
regulates  the  operation  of  ambulances.  The  ordi- 
nance “frowns  on  promiscuous  use  of  flashing  red 
lights  and  screaming  sirens,”  he  said.  It  also  re- 
quires that  drivers  file  reports  with  the  board  of 
safety  within  24  hours  after  an  emergency  call, 
telling  whether  a flashing  red  light  and  siren  were 
used,  and  the  nature  of  the  patient’s  illness  or 
injury — a good  index  to  the  necessity  for  using  the 
flashing  red  light  and  siren.  The  ordinance  has 
served  to  cut  down  markedly  on  the  volume  of 
flashing  red  lights  and  the  indiscriminate  use  of 
sirens,  he  said. 

Buffalo  requires  the  licensing  of  ambulance  at- 
tendants and  drivers.  To  qualify,  they  must  pass 
a Red  Cross  course  in  first  aid,  or  its  equivalent, 
and  take  a special  course  in  emergency  obstetrics. 
The  ordinance  also  outlines  the  necessary  equip- 
ment to  be  carried  by  ambulances,  and  sets  stand- 
ards of  cleanliness. 


WOMAN’S  AUXILIARY  TO  THE  IOWA  MEDICAL  SOCIETY 


President— Mrs.  A C.  Richmond,  1132  A Avenue,  Fort  Madiso 
Indent-Elect — Mrs.  G.  J.  McMillan,  436  Avenue  C Foj 
Madison 

Recording  Secretary— Mrs.  N.  A.  Schacht,  1025  North  23r 
Street,  Fort  Dodge 
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Iowa  Should  Take  Time  to  Study  the  Feasibility  of 


Medical  Aid  to  the  Aged  Through 
Private  Insurance 


Within  a short  time,  the  Senate  of  the  Iowa 
General  Assembly  will  vote  on  a proposal  to  imple- 
ment the  Kerr-Mills  Act.  Physicians  are  asked  to 
enlist  their  senators’  support  of  it,  either  by  writ- 
ing to  them  at  the  State  Capitol,  in  Des  Moines, 
or  by  talking  with  them  when  they  are  back  home 
for  weekends. 

The  bill  that  has  been  reported  out  by  the  Senate 
Appropriations  Committee  calls  for  the  appropria- 
tion of  $1,680,000  for  each  year  of  the  biennium 
beginning  July  1,  1963,  and  concludes  with  the 
following  statement: 

“In  making  this  appropriation,  it  is  the  intent 
. . . of  the  General  Assembly  (a)  to  provide  med- 
ical assistance  on  behalf  of  eligible  aged  individ- 
uals whose  health  needs  are  not  being  met  through 
existing  programs  and  (b)  to  create  a pilot  pro- 
gram that  will  provide  experience  and  information 
necessary  to  determine  the  number  and  health 
needs  of  such  individuals  and  the  feasibility  of  pro- 
viding for  their  health  care  through  insurance 
coverage.  The  State  Board  of  Social  Welfare  shall 
contract  with  one  or  more  private  organizations  for 
the  handling  and  processing  of  claims  . . . , and 
persons  eligible  for  benefits  ...  as  Old  Age  Assist- 
ance recipients  . . . shall  not  be  eligible  for  Medical 
Assistance  to  the  Aged.  . . .” 

The  Committee  chose  to  put  shall  into  the  last 
of  the  sentences  just  quoted,  rather  than  may  or 
should,  thus  not  only  expressing  its  preference  for 
the  fiscal-agent  mode  of  administration,  but  asking 
that  it  be  made  mandatory. 


MAA  SHOULDN'T  BE  JUST  AN  EXPANSION 
OF  VENDOR  PAYMENT 

The  unwillingness  of  the  federal  HEW  Depart- 
ment to  utilize  the  Kerr-Mills  program  as  the 
complete  answer  to  the  health  care  needs  of  the 
elderly  is  mirrored,  to  a greater  or  lesser  extent, 
by  the  Iowa  Department  of  Social  Welfare,  and 
thus  the  Legislature  would  be  putting  the  new 
arrangement  into  relatively  unfriendly  hands  if  it 
were  to  let  the  DSW  conduct  all  phases  of  it. 
Comparable  agencies  in  other  states  have  found 
ways  of  qualifying  considerable  numbers  of  OAA 
eligibles  for  MAA,  though  Congress  intended  noth- 
ing of  the  sort,  and  members  of  the  Iowa  Board 
have  expressed  a desire  to  follow  suit.  It  might  be 
difficult  to  prevent  their  doing  so,  despite  the  Leg- 
islature’s expressed  intent.  Then  the  program 
would  fail  to  provide  reliable  statistics  on  the 
numbers  and  needs  of  elderly  people  who  have 
not  been  eligible  for  previously-existing  programs. 

Under  the  Vendor  Payment  Program,  the  DSW 
has  issued  arbitrary  and  somewhat  peremptory 
orders;  it  has  occasionally  intervened  between 
physician  and  patient,  as  for  example  by  suggest- 
ing what  treatment  the  client  should  ask  for  and 
where  he  should  go  to  get  it;  it  has  been  principally 
responsible  for  friction  in  its  dealings  with  “ven- 
dors” of  other  sorts,  and  it  has  been  reluctant  to 
review  and  discuss  its  policies  and  procedures 
with  representatives  of  the  groups  that  provide 
services. 


INSURANCE  MAY  BE  THE  FINAL  ANSWER 

The  subsidization  of  health-insurance  policies — 
probably  “major  medical”  ones — will  likely  be  the 
best  way  of  providing  medical  assistance  to  the 
near-needy  aged.  Certainly  it  would  do  most  to 
safeguard  the  individual’s  dignity,  for  after  being 
issued  an  insurance  policy,  he  would  be  altogether 
indistinguishable  from  the  millions  of  other  Ameri- 
cans who  prepay  their  health  care  entirely  out 
of  their  own  pockets.  Insurance  would  make  less 
work  for  the  DSW,  since  all  it  would  have  to  do 
would  be  to  establish  the  applicants’  eligibility,  and 
periodically  to  review  the  insurance  carrier’s  pre- 
miums in  the  light  of  the  accumulated  experience 
with  the  MAA  program. 

Insurance  would  be  economical  for  the  taxpayer, 
since  the  premiums  wouldn’t  be  “loaded”  so  as  to 
pay  salesmen’s  commissions  and  to  meet  advertis- 
ing costs,  and  if  the  carrier  sought  to  earn  a profit, 
he  would  have  to  plan  on  achieving  it  through 
exceptional  economies  in  his  overhead,  or  a non- 
profit organization  would  win  the  bidding  competi- 
tion. 

In  all  probability,  several  insurance  companies 
will  band  together  to  provide  coverage  to  the  near- 
needy  aged  on  a non-profit  basis  as  a public  serv- 
ice, since  the  industry  as  a whole  is  anxious  to 
forestall  a government  take-over  of  the  whole 
health-insurance  part  of  the  insurance  business. 

USING  A FISCAL  AGENT  IS  AN  ESSENTIAL  FIRST  STEP 

The  employment  of  an  independent  fiscal  agent 
will  keep  the  way  open  for  the  adoption  of  an  in- 
surance plan,  two  years  from  now,  and  it  will  gath- 
er the  data  on  which  realistic  insurance  premiums 
must  be  based. 

A fiscal  agent  can  be  expected  to: 

A.  Pay  Claims  for  services  rendered  eligible  persons, 
according  to  fee  schedules  that  the  DSW  has  arranged 
with  the  vendors. 

B.  Maintain  review  committees  to  consider  claims 
that  cannot  be  processed  in  the  usual  manner. 

C.  Keep  vendors  informed  of  the  rules  of  the  pro- 
gram, and  of  the  procedures  to  be  followed. 

D.  Submit  monthly  invoices  to  the  DSW  for  all  ex- 
penditures made. 

E.  Maintain  records,  and  supply  DSW  with  whatever 
other  data  it  may  require. 

Under  the  fiscal-agent  plan  of  administration,  the 
DSW  will: 

A.  Determine  the  services  that  will  be  paid  for. 

B.  Negotiate  fee  schedules  with  the  groups  of  ven- 
dors. 

C.  Determine  the  eligibility  of  applicants. 

D.  Receive  bids  and  make  a contract  with  the  fiscal 
agent  that  it  selects. 

The  fiscal-agent  mechanism  is  the  nearest  thing 
to  insurance  that  is  now  available,  in  so  far  as  a 
governmentally-sponsored  plan  of  medical  aid  for 


the  aged  is  concerned.  Actually,  the  fiscal-agent 
plan  is  insurance  without  the  risk.  Under  it,  the 
carrier  makes  his  staff  and  facilities  available  for 
the  adjudication  (if  necessary)  and  settlement  of 
claims,  in  return  for  the  actual  costs  that  he  incurs 
in  doing  the  work. 

It  is  altogether  possible  that  the  fiscal-agent  ar- 
rangement may  prove  altogether  satisfactory,  and 
in  that  case — two  years  hence — it  can  be  reautho- 
rized either  for  a set  term  of  years  or  permanently. 
It  is  the  technic  that  the  U.  S.  Department  of 
Defense  has  used  throughout  the  country,  for  sev- 
eral years,  to  manage  disbursements  for  the  hos- 
pitalization and  medical  care  of  the  dependents  of 
servicemen,  and  no  one  has  seriously  suggested 
scrapping  it. 

But  the  subsidization  of  health-insurance  premi- 
ums is  likewise  an  actuality.  The  federal  govern- 
ment, again,  is  using  it  on  a large  scale  in  its 
scheme  to  help  its  employees  purchase  the  cover- 
age they  desire.  In  all  likelihood,  the  policies  that 
Iowa  may  someday  assist  its  near-needy  old  people 
in  purchasing  will  be  less  expensive,  both  because 
the  insurance  carriers  are  sure  to  have  a special 
reason  for  making  the  Iowa  plan  succeed,  and 
because  no  sales  work  will  be  involved  in  enrolling 
the  policyholders. 

CONCLUSION 

In  most  instances,  our  legislators  doubtless  pre- 
fer to  settle  problems  once  and  for  all,  but  they 
should  regard  MAA  as  an  exception.  No  one  knows 
with  any  certainty  how  many  people  will  qualify 
for  its  benefits,  or  the  dollar  value  of  the  care  that 
an  average  one  of  them  will  need.  The  insurance 
alternative,  for  that  reason,  isn’t  yet  available,  but 
after  two  or  more  years  of  fact-finding  under  the 
fiscal-agent  technic  of  administration,  it  will  be. 

To  let  the  DSW  set  up  and  start  operating  MAA 
could  be  expected  to  result  merely  in  the  creation 
of  a second  Vendor  Payment  Program  and  in  mak- 
ing the  near-needy  indistinguishable  from  the 
state’s  present  relief  clients.  On  the  contrary,  the 
near-needy  should  be  encouraged  and  assisted  to 
remain  in  the  “private  sector”  of  our  American 
economy! 

It  is  easy  to  answer  the  arguments  that  have 
been  offered  in  opposition  to  the  fiscal-agent  and 
insurance  approaches.  One  can  point  to  the  un- 
questioned success  of  the  health-care  program  for 
servicemen’s  dependents  (utilizing  fiscal  agents), 
and  of  the  subsidization  of  health  care  insurance 
for  members  of  the  federal  civil  service.  Then  one 
can  point  out  that  if  one  instrumentality  of  the 
State  of  Iowa  has  found  it  efficient  to  contract  with 
private  road  grading  and  paving  and  with  bridge- 
building firms,  rather  than  to  buy  the  requisite 
pieces  of  machinery  and  hire  men  to  operate  them, 
a two-year  trial  of  a comparable  procedure  in  the 
field  of  financial  management  is  thoroughly  war- 
ranted. 


THE  DOCTORS  BUSINESS 

Tax  Savings  Via  the 
Short-Term  Trust 

HOWARD  D.  BAKER 
Waterloo 


Even  though  the  Revenue  Service  has  recently 
taken  a firm  stand  against  the  use  of  the  short- 
term (Clifford)  trust  for  such  property  as  medical 
buildings  and  equipment,  it  still  offers  attractive 
tax-saving  opportunities  if  properly  used.  There 
are  many  types  of  property  that  can  be  used  to 
avoid  the  Revenue  Service’s  attack  on  “lease- 
back” arrangements  for  buildings  and  equipment. 

The  most  logical  use  for  such  a trust  is  to  meet 
the  current  or  anticipated  financial  needs  of  your 
children  or  other  dependent  relatives.  Otherwise, 
expenditures  that  you  make  in  their  behalf  are 
treated  as  personal  and  non-deductible. 

What  are  the  advantages  of  such  a trust?  First, 
it  provides  for  a planned  accumulation  of  funds  to 
help  you  meet  these  needs,  without  imposing  a 
hardship  upon  you  when  the  need  finally  material- 
izes. By  setting  up  the  short-term  trust,  you  make 
specific  provision  for  the  availability  of  relatively 
large  sums  of  money  through  systematic  accumula- 
tion over  a period  of  years. 

Second,  you  make  yourself  eligible  for  substan- 
tial tax  savings  through  the  use  of  the  short-term 
trust.  The  Treasury  Department  will  contribute 
generously  to  the  accumulations  of  your  trust 
through  income-tax  savings. 

AN  EXAMPLE 

To  illustrate  the  tax-saving  feature,  let  us  as- 
sume that  you  are  in  a 47  per  cent  federal  income 
tax  bracket,  and  that  you  have  three  children  for 
whom  you  wish  to  accumulate  $15,000.  To  accom- 
plish this  objective  over  a period  of  10  years  will 
require  increments  of  $1,500  annually.  If  you  have 
rental  property  such  as  a farm,  or  if  you  have  cash 
or  securities  adequate  to  produce  $1,500  of  income 
annually,  the  short-term  trust  may  be  a very  log- 
ical approach  to  your  problem.  You  assign  the 
property,  cash  or  securities  to  the  trust  for  a 
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minimum  of  10  years,  and  the  annual  accumula- 
tion of  $1,500  will  accrue  to  each  of  the  three  chil- 
dren at  the  rate  of  $500  each.  Since  this  income 
is  diverted  from  your  tax  return,  you  will  save 
$705  (47  per  cent  of  $1,500)  yearly,  or  $7,050  over 
the  10-year  period.  The  over-all  result  of  the  trust 
will  be  that  $15,000  of  educational  funds  will  be  ac- 
cumulated in  the  names  of  your  three  children 
with  $7,950  of  your  money  and  $7,050  of  tax  sav- 
ings. 

Moreover,  if  each  child’s  annual  $500  share  of 
the  income  is  distributed  and  reinvested,  that  too 
will  earn  additional  income,  increasing  the  avail- 
able funds.  At  the  end  of  the  10-year  period,  the 
property  or  securities  in  the  trust  will  revert  to 
your  ownership,  and  the  trust  will  cease  to  func- 
tion. 

What  better  way  is  there  to  secure  a 47  per 
cent  return? 

REQUIREMENTS 

The  two  major  requirements  of  the  short-term 
trust  are  that  it  must  be  created  for  a minimum  of 
10  years,  and  that  it  must  be  absolutely  irrevoc- 
able. The  trust  agreement  and  related  instruments 
should  be  handled  by  an  attorney  experienced  in 
trusts,  for  although  the  trust  is  relatively  simple, 
failure  properly  to  qualify  it  could  result  in  loss 
of  the  tax  advantage. 

There  is  a gift-tax  consideration  involved  in 
such  a trust.  The  valuation  of  a 10-year  gift  of  the 
right  to  income  from  property  is  approximately  30 
per  cent  of  the  market  value  of  the  property  at  the 
time  of  the  gift.  In  the  preceding  example,  if  the 
current  market  value  of  the  property  were  $30,000, 
the  gift  valuation  would  be  approximately  $9,000. 
This  amount  divided  among  three  donees  wouldn’t 
use  up  even  the  annual  exemption  allowed  for 
gifts. 

Though  such  a trust  is  certainly  not  the  answer 
to  all  financial-planning  problems,  it  does  provide 
an  avenue  for  tax  planning  that  may  fit  your  in- 
dividual circumstances.  If  you  are  interested,  it 
would  be  worthwhile  for  you  to  consult  your  at- 
torney in  regard  to  the  use  of  a short-term  trust. 
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IAMA  Annual  Meeting 
Hotel  Burlington,  Burlington 
May  3,  4 and  5,  1963 

Friday,  May  3 

5:00  to  9:00  p.m.  Registration,  Mezzanine 
7:00  to  9:00  p.m.  Refreshments,  Baroque  Room,  Cour- 
tesy, Des  Moines  County  Medical  As- 
sistants 

9:  00  p.m.  Executive  Committee  Meeting,  Presidential 
Suite 

(All  Burlington  stores  open  until  9 p.m.  Friday.) 

Saturday,  May  4 

7:00  a.m.  Registration,  Mezzanine 
7:30  a.m.  House  of  Delegates,  Dutch  Treat  Breakfast, 
West  Ball  Room 

8:30  to  9:40  a.m.  Hospitality  Room,  Baroque  Room, 
Courtesy,  Professional  Management  Mid- 
west, Waterloo 

9:  45  a.m.  General  Session,  East  Ball  Room 
Invocation 

Welcome:  President,  Des  Moines  County 
Medical  Assistants,  Mrs.  Twila  Curtis 
Greetings:  IAMA  President,  Mrs.  Margaret 
Hansen 

10:00  a.m.  Medico-legal  Problems,  Mr.  Cosgrove  Walsh 
10: 45  a.m.  Coffee  Break  & Booth  Visitation 
11:00  to  11:45  a.m.  Artificial  Kidney,  Dr.  Edward  Ma- 
son, Iowa  City 

12:15  p.m.  Buffet  Luncheon  West  Ball  Room 

Style  Show,  courtesy  of  Carson,  Pirie,  Scott 
& Co. 

1:45  to  2:30  p.m.  Cancer  Film,  Dr.  Paul  Cunnick, 
Davenport 

2:30  to  2:40  p.m.  Coffee  Break  & Booth  Visitation 
2:45  to  3:45  p.m.  Buzz  Session,  Mrs.  Marian  Little, 
Cedar  Rapids,  Moderator 
3:45  p.m.  Tour  of  Klein  Memorial  Hospital 
6:00  p.m.  Cocktail  Hour,  Eastman  Room,  Courtesy  of 
Des  Moines  County  Medical  Society 
7:00  p.m.  Banquet,  Ballroom 

Master  of  Ceremonies,  Dr.  Frank  Ober, 
Burlington 
Speaker  from  AMA 

Sunday,  May  5 

8: 00  a.m.  Hospitality  Room,  Baroque  Room,  Courtesy 
of  Blue  Cross-Blue  Shield 
9:  00  a.m.  Election  of  Officers,  East  Ball  Room 
Installation  of  Officers 

10:45  to  12:00  Noon  Members  free  to  attend  Church. 

All  churches  within  walking  distance  of 
Hotel. 


12:30  p.m.  Luncheon,  West  Ball  Room.  Presentation  of 
Officers  Speaker,  George  F.  Meintel, 
AGSW,  Psychiatric  Social  Service,  “Men- 
tal Health” 

Adjournment  of  convention 
Registration  fee  for  the  convention  will  be  $12.50. 

The  Saturday  morning  speaker,  Mr.  Cosgrove 
Walsh,  is  an  attorney  in  Burlington. 

A film  and  discussion  on  the  artificial  kidney 
will  be  presented  by  Dr.  E.  E.  Mason  of  the  Uni- 
versity of  Iowa  Hospitals.  Dr.  Mason  is  a professor 
in  the  Department  of  Surgery,  a member  of  the 
Johnson  County  and  Iowa  Medical  Societies,  the 
American  Medical  Association,  and  the  American 
College  of  Surgeons,  as  well  as  many  other  med- 
ical and  scientific  associations.  His  book  computer 
applications  IN  medicine  will  be  published  this 
year,  and  he  has  written  some  33  other  works. 

Dr.  Paul  Cunnick,  a surgeon  from  Davenport,  is 
vacationing  as  this  is  written  and  we  are  unable 
to  give  any  background  information  for  him.  He  is 
showing  one  of  the  latest  cancer  films. 

The  Saturday  afternoon  Buzz  Session  will  be 
an  educational  round  table  in  which  everyone  will 
participate.  Marian  Little,  the  moderator,  is  from 
Cedar  Rapids;  she  is  past-president  of  the  Linn 
County  Association  of  Medical  Assistants,  of  the 
Iowa  Association  of  Medical  Assistants,  and  of  the 
American  Association  of  Medical  Assistants.  At 
present  she  is  chairman  of  the  AAMA  Education 
Committee. 

Klein  Memorial  Hospital  was  opened  Jan.  30  of 
this  year.  It  is  a rehabilitation  hospital  specializing 
in  therapy  for  chronic  diseases.  Bus  transportation 
from  the  Hotel  to  the  hospital  will  be  furnished. 

Mr.  George  F.  Meintel  comes  to  us  from  the 
Psychiatric  Social  Service  Division  of  the  Iowa 
Board  of  Control  of  State  Institutions,  Division  of 
Mental  Health  in  Des  Moines.  Mr.  Meintel  will 
discuss  some  specific  aspects  of  the  mental  health 
program  in  Iowa  and  applications  which  will  be 
helpful  to  medical  assistants  in  their  work. 

Helen  G.  Hughes 


We  cordially  invite  the  Doctors  of  Iowa 
and  their  guests  to  visit  the  IAMA  Booth  at 
the  IMS  Convention  in  Des  Moines,  April  7 
to  10,  1963.  Medical  assistants  will  be  there 
each  day  to  answer  your  questions  and  ac- 
quaint you  with  our  activities  and  educa- 
tional programs. 
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high-potency  vitamin  formula  with  minerals 


It  is  generally  agreed  that  vitamin  requirements 
are  often  increased  after  surgery,  during  acute  or 
chronic  stages  of  disease,  throughout  convales- 
cence, and  at  other  times  of  physiologic  stress. 
Moreover,  nutritional  intake  may  be  inadequate  as 
a result  of  restricted  diets.  In  conditions  such  as 
these,  MYADEC  can  provide  an  extra  measure  of 
support.  Just  one  capsule  a day  provides  9 vita- 
mins in  therapeutic  potencies,  plus  a supplement 
of  selected  minerals  normally  present  in  body 
tissues.  MYADEC  is  also  useful  for  the  prevention 
of  vitamin  deficiencies  in  patients  whose  usual 
diets  are  lacking  in  these  important  food  factors. 

Each  MYADEC  capsule  contains:  Vitamins:  Cyanocobala- 
min  — 5 meg.;  Riboflavin  — 10  mg.;  Pyridoxine  hydrochloride 
— 2 mg.;  Thiamine  mononitrate- 10  mg.;  Nicotinamide 
-100  mg.;  Ascorbic  acid-150  mg.;  Vitamin  A-(7.5  mg.) 
25,000  units;  Vitamin  D— (25  meg.)  1,000  units;  d-alpha- 
tocopheryl  acetate  concentrate-5  I.U.  Minerals:  Iodine- 
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The  Birth  of  Wisdom 


JENKIN  LLOYD  JONES 
Tulsa,  Oklahoma 


A couple  of  years  ago  I was  passing  through  my 
old  college  town  with  my  pretty  daughter,  and  I 
stopped  at  my  fraternity  house  to  take  her  through 
the  old  card  room. 

This  card  room,  I explained,  was  the  house  holy- 
of-holies.  Each  generation  of  the  brothers  carved 
their  names  in  wooden  table  tops  and  when  the 
wood  could  hold  no  more  the  tops  were  hung  along 
the  wall  to  be  regarded  reverently  by  the  under- 
graduates. I was  anxious  to  show  my  daughter  my 
name  in  the  moldering  oak.  It,  undoubtedly,  was 
the  Kilroy  in  me. 

So  I took  her  into  the  fraternity  house  and  led 
her  up  to  the  card  room.  But  we  couldn’t  get  in. 
They  had  turned  it  into  a kennel  for  the  house  dog. 

As  I turned  away  with  burning  cheeks  it  sud- 
denly occurred  to  me  that  the  boys  had  been 
pretty  smart.  Names  are  not  to  be  worshipped. 
There  is  no  particular  inspiration  in  reading  head- 
stones in  a graveyard  or  thumbing  through  the 
telephone  directory.  The  comfort  of  the  house  dog 
is  certainly  of  more  legitimate  concern  than  the 
collection  of  dusty  initials. 

For  a name  deserves  to  be  remembered  only  in 
relation  to  the  effect  its  owner  had  upon  his  times. 
In  this,  the  world’s  great  rascals  like  Alcibiades 
and  Warren  Hastings  and  Adolph  Hitler  have  a 
genuine  claim  to  fame.  But  the  only  name  that  de- 
serves reverence,  whether  famous  or  not,  is  at- 
tached to  that  person  who  has  succeeded — in  great- 
er or  lesser  degree  in  accordance  with  his  talents 
and  opportunities — in  changing  things  for  the 
better. 

The  name  on  the  wooden  tabletop  means  no 
more  than  the  name  carved  deeply  into  marble  on 
an  expensive  cemetery  mausoleum.  These  are 
merely  manifestations  of  Kilroyism.  The  fact  that 
Kilroy  was  here  is  of  no  importance.  The  question 
is:  did  anything  happen  because  Kilroy  was  here? 

While  I was  thinking  these  lofty  thoughts,  as  I 
departed  anonymously  from  my  old  fraternity 
house,  it  occurred  to  me  that  there  had  been  com- 
pensations since  I walked  out  that  door  on  gradu- 
ation day. 

Mr.  Jones,  the  editor  of  the  tulsa  tribune,  made  this  pres- 
entation at  the  1963  annual  meeting  of  the  Iowa  Medical 
Society. 


THE  DAWN  OF  COMMON  SENSE 

I am  smarter  than  I was  then.  And  so  are  we  all. 
We  are  quite  a bit  smarter.  Not  cleverer,  you  un- 
derstand, for  dexterity  and  the  ability  to  absorb 
information  reach  a peak  at  an  early  age.  We 
don’t  learn  things  as  rapidly  as  we  did.  Our  mathe- 
matics is  hazier,  and  our  Latin  is  worse  than  it  was. 

But  somewhere  in  the  intervening  years  there 
has  occurred,  for  most  of  us,  the  birth  of  wisdom. 
And  wisdom  is  the  ability  to  relate  reality  to  a 
satisfactory  way  of  life.  Wisdom  is  the  practice  of 
common  sense.  And  common  sense  is  the  capacity 
to  recognize  the  obvious. 

One  of  the  most  obvious  lessons  that  we  have 
learned  in  our  maturity  is  that  it  is  dangerous,  if 
not  utterly  foolish,  to  project  a graph  indefinitely 
in  the  direction  in  which  it  is  heading  at  the 
moment.  This  truth  is  simultaneously  discouraging 
and  comforting. 

Great  institutions  are  born  to  decay.  Great  civ- 
ilizations rot  or  wither  away.  Wealth  at  some  point 
turns  a corner  and  heads  toward  poverty.  Political 
systems,  however  enlightened,  some  time  will  be 
followed  by  political  systems  much  less  enlight- 
ened. Demagoguery,  like  crabcrass,  is  not  easily 
exterminated. 

But,  on  the  other  hand,  decay  doesn’t  fore-or- 
dain  utter  collapse.  The  fact  that  things  are  grow- 
ing worse  does  not  mean  that  they  will  never  grow 
better.  New  trees  grow  out  of  rotten  stumps.  And 
new  civilizations,  new  enterprises,  new  philos- 
ophies, are  sprouted  and  nourished  from  the  wreck- 
age of  the  old.  Jungle  flowers  anchor  their  roots  in 
a thick  carpet  of  death. 

This  does  not  mean  that  Pollyanna  was  a great 
philosopher,  or  that  one  cannot  doubt  the  Horatio 
Algerian  doctrine  that  pluck  and  honesty  will 
always  win  out  in  the  end.  Heroes  sometimes  have 
woefully  short  lives  while  cowards  usually  collect 
their  old-age  pensions.  Truth  crushed  to  earth 
often  stays  down  for  a very  long  count.  There  are 
times  when  courage  is  not  enough.  There  are  times 
when  wise  men  abandon  a leaky  ship,  sell  an  ail- 
ing business  or  flee  before  a howling  mob. 

THERE  IS  HOPE  FOR  THE  FUTURE 

But  too  many  of  us,  and  particularly  we  in  the 
newspaper  business,  are  professional  hand-wring- 
ers. 

We  wring  our  hands  over  the  Communist  men- 
ace. It  is,  indeed,  a clear  and  present  danger.  But 
it  is  a danger,  not  because  it  might  work,  but  be- 
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cause  even  where  it  prevails  it  fails.  If  it  delivered 
the  good  life  it  promises,  we  would  be  immoral  to 
oppose  it.  But  why  is  there  a Communist  menace 
in  the  poor  and  shabby  and  underdeveloped  areas 
of  the  earth?  Simply  because  vast  masses  of  human 
beings  are  beginning  to  rebel  against  older  op- 
pressions. Since  these  masses  are  both  ignorant 
and  gullible,  it  is  not  remarkable  that  many  of 
them  would  fall  for  a slickly-advertised  swindle 
that  passes  itself  off  as  a shortcut  to  human  justice. 

Let  us  take  comfort,  however,  in  the  fact  that 
these  stirrings  are  happening  among  people  whose 
recent  ancestors  dumbly  accepted  the  divine  right 
of  a lot  of  pipsqueak  potentates,  emperors,  rajahs 
and  chiefs.  This  is  a gain.  It  is  the  American  revo- 
lution— exemplifying  the  desire  of  human  beings 
to  stand  in  individual  dignity — that  is  really  bug- 
ging the  world. 

And  this  desire  is  feared  by  no  one  so  much  as 
by  the  Communist  leaders  themselves.  To  their 
dismay  they  have  found  themselves  the  proprieters 
of  a Heaven  which  must  be  surrounded  by  mine 
fields,  barbed  wire  and  walls — not  to  keep  the 
devils  out  but  to  keep  the  angels  in. 

If  you  would  maintain  that  time  is  on  the  side 
of  tyranny  you  will  have  to  ignore  the  set  of  the 
tide  of  human  history.  Our  job,  in  these  confused 
decades  where  rising  expectations  have  risen  far 
faster  than  human  sagacity,  is  to  promote  a steady 
growth  of  genuine  human  freedom  so  that  our 
children’s  children  won’t  have  to  claw  their  way 
out  of  any  pits. 

The  population  explosion  has  me  genuinely 
worried.  Successful  as  we  may  be  in  the  more 
bounteous  technics  in  agriculture,  in  scientific 
fisheries,  in  the  quest  for  new  synthetics  and  novel 
sources  of  power,  the  fact  remains  that  humankind 
cannot  add  120,000  individuals  each  day  to  the 
earth’s  population  for  very  long.  For  the  end  re- 
sult of  chronic  overpopulation  is  growing  want, 
and  the  man  in  want  easily  sells  his  liberties  for 
mere  existence. 

This  problem  cannot  be  ignored  much  longer. 
Yet  the  fact  that  it  exists  is,  in  a measure,  encour- 
aging. Six  hundred  years  ago,  in  the  awful  days  of 
the  Black  Death,  philosophers  wondered  whether 
mankind  would  survive  at  all.  We  would  be  stupid, 
indeed,  if  with  our  wonderful  knowledge  of  pre- 
ventive medicine  we  so  proliferated  our  kind  that 
we  might  desperately  resort  to  enough  atomic  war- 
fare to  make  this  gloomy  fear  come  true.  Man  may 
not  be  very  smart,  but  I doubt  that  he  will  prove 
to  be  that  dumb. 

This  blessed  wisdom  that  graphs  are  not  to  be 
continued  into  the  future  until  the  lines  rise  to  a 
perfect  Heaven  or  descend  to  a perfect  Hell  is 
something  that  has  come  upon  most  of  us  since  we 
left  school.  The  collegian  may  be  bright,  even 
brilliant.  But  he  is  too  young  to  have  a real  sense 
of  history.  And  I believe  that  the  man  who  has  a 


sense  of  history,  while  he  may  be  slow  to  cheer,  is 
also  slow  to  panic. 

SHIBBOLETHS 

I used  to  think  I knew  all  about  such  things  as 
“liberty,”  “freedom”  and  “democracy.”  These  were 
articles  of  faith.  These  were  good  words.  You  put 
your  arm  around  them.  Today  I’m  not  quite  so  sure 
about  these  words.  Take  the  phrase,  “academic 
freedom.”  Once  in  a while,  when  I was  in  school 
(and  I’m  sure  it  still  occurs),  some  country  bump- 
kin over  in  the  state  legislature  would  grow  nerv- 
ous about  alleged  Communist  influence  on  the 
campus.  He  would  demand  an  investigation  of  the 
faculty,  and  we  on  the  student  newspaper  would 
rise  up  in  wrath  and  recite  that  well-worn  old 
quotation  about  how  it  was  the  duty  of  our  uni- 
versity to  “shift  and  winnow”  for  the  truth.  Boy, 
what  eloquent  editorials  we  used  to  write! 

Now,  surely  it  is  necessary  to  avoid  the  rocks  of 
Scylla.  A university  can’t  get  very  far  in  examin- 
ing the  social  sciences  if  it  is  to  be  limited  to  the 
mores  of  the  Bugscuffle  Luncheon  Club  and  var- 
ious chambers  of  commerce,  Epworth  Leagues  and 
sodalities.  A university,  if  it  is  going  to  be  worth 
the  money  it  costs,  must  stay  pretty  well  ahead  of 
the  people. 

But  there  is  a Charybdis,  too.  A republic  may 
boggle  at  sending  those  who  would  destroy  it  to  a 
concentration  camp  or  to  the  wall.  But  neither  is  it 
under  any  moral  obligation  to  support  and  sub- 
sidize its  would-be  assassins.  Nor  must  it  hire 
these  assassins  to  teach  its  youth  at  an  age  when 
youth  hasn’t  learned  to  be  healthily  skeptical. 

There  are  limits  to  academic  freedom,  just  as 
there  are  limits  to  freedom  of  the  press  or  freedom 
to  point  a gun  or  freedom  to  drive  an  automobile. 
Some  of  the  faculty  martyrs  whom  we  stridently 
defended  from  a suspicious  legislature  turned  out 
to  be  dedicated  Reds,  after  all.  They  were  not 
“sifting  and  winnowing.”  They  were  doing  their 
level  best  to  promote  an  October  Revolution  in 
which  a disciplined  minority  could  seize  the  gov- 
ernment and  run  it,  ostensibly  at  least,  for  the  ben- 
efit of  the  incompetent  majority.  This  is  the  ration- 
alization of  dictatorships  everywhere.  But  I doubt 
if  the  self-governing  majority  is  required,  as  a 
matter  of  academic  freedom,  to  pay  each  of  these 
boys  a salary.  Let  them  hire  their  own  hall. 

I have  a livelier  appreciation  of  liberty  than  I 
had  when  I last  hurried  into  an  eight  o’clock  class 
at  8: 15.  I have  listened  to  tales  of  terror  from 
little  people  who  are  condemned  to  live  out  their 
lives  in  the  shadow  of  Big  Brother.  I have  been 
dogged  by  secret  police  through  200  miles  of  Ru- 
mania. I’ve  searched  for  “bugs”  in  my  Moscow 
hotel  room.  They  can  put  ’em  behind  the  plaster 
now,  you  know.  I once  spent  a long  day  locked  up 
in  the  Budapest  airport  before  Communist  guards 
hustled  me  aboard  a westbound  plane.  There  was 
nothing  to  eat  but  chocolate,  and  nothing  to  drink 
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but  beer.  My  stomach  hasn’t  forgotten  this  atrocity. 

But  liberty,  too,  is  a word  worth  examining.  We 
speak  of  the  “liberated”  ex-colonies  of  Africa.  Yet 
the  poor  Ghanian  has  far  less  liberty  under  Nkru- 
mah  today  than  he  had  under  the  British  colonial 
administrators.  At  the  same  time  Mr.  Toure’s 
Guinea  natives  lost  their  white  overlords,  they  also 
lost  the  right  of  habeas  corpus  and  the  protection 
of  the  common  law. 

It  is  ironic  that  the  unabashed  institution  of 
human  slavery  survives  only  in  those  shiekdoms 
which  are  free  of  European  domination.  I am  sus- 
picious, it  is  true,  of  the  Portuguese.  But  even  if 
the  padrone  rules  the  natives  with  a heavy  hand 
in  Angola  and  East  Africa,  I doubt  if  his  hand  is 
as  heavy  as  that  of  the  witch  doctor  who  will  sure- 
ly succeed  him. 

Two  years  ago  on  the  shores  of  Lake  Chad,  just 
south  of  the  Sahara,  a grinning,  leaping  tribesman 
demonstrated  to  me  how  he  had  killed  a lion  with 
his  spear.  Here  was  a paleolithic  man.  He  would 
have  been  at  home  in  the  40th  century  B.C.  In 
fact,  he  is  still  in  it. 

In  the  whole  country  of  Chad  there  is  not  a 
single  newspaper.  There  were,  when  I visited  it, 
two  natives  who  held  university  degrees.  Yet  I 
see  Chad  listed  among  the  so-called  “emergent  na- 
tions” whose  favor  we  are  supposed  to  cultivate 
in  the  United  Nations. 

I don’t  know  about  a foreign  policy  tailored  to 
please  or  flatter  paleolithic  minds.  The  word  from 
Oxford,  Mississippi,  is  getting  to  Fort  Lamy.  If  we 
don’t  give  it  to  the  Chadians,  Radio  Moscow  and 
Radio  Cairo  will.  Naturally,  we  are  embarrassed. 
But  I would  be  suspicious  of  some  of  the  frantic 
efforts  some  of  our  liberal  theorists  might  make  to 
overcome  the  anger  of  the  Chadians  about  Mis- 
sissippi. 

When  I was  a student  of  political  science,  we  all 
assumed  that  the  first  step  in  expanding  justice 
around  the  world  required  the  dismantling  of  the 
old  imperial  system.  Well,  it  has  been  pretty  well 
knocked  down.  But  now  we  are  learning  to  our 
dismay  that  native  tyrants  can  be  quite  a bit  more 
ruthless  than  the  old  governors-general,  and  a lot 
more  irresponsible.  So  self-determination  is  not,  in 
itself,  a one-shot  cure  for  man’s  inhumanity  to 
man. 

TRUE  PATRIOTISM 

When  I was  a callow  young  collegian  I was  far 
too  smart  to  be  patriotic.  This  “Stars  and  Stripes 
Forever”  stuff  was  for  the  birds.  It  was  the  narrow 
chauvinism  that  caused  quarreling  children  to  play 
King  of  the  Hill.  It  was  the  madness  that  sent  the 
little  people  under  the  bear  totem  to  kill  other 
little  people  who  bore  the  snake  totem.  No,  I 
wanted  none  of  this  “My  country  right  or  wrong” 
hokum.  I was  a citizen  of  the  world. 

In  the  years  that  have  followed,  I have  had  oc- 
casion to  ponder  about  patriotism. 


On  a Navy  aircraft  carrier,  on  the  nights  before 
the  strikes,  I used  to  watch  the  young  pilots  lying 
on  their  bunks  staring  silently  at  the  overhead. 
You  knew  they  were  wondering  who  wouldn’t 
come  back.  Some  of  them  didn’t,  including  my 
roommate.  Well,  I guess  these  boys  suffered  from 
stereotyped  thinking,  as  we  used  to  call  it  in  col- 
lege. They  were  full  of  the  Stars  and  Stripes  For- 
ever and  were  gung  ho  for  victory  and  all  that  jazz. 
They  were  also  scared,  but  they  laid  their  lives  on 
the  line. 

And  then  I remembered  a news  picture  of  a 
crowd  of  young  men  in  the  Brooklyn  borough  hall 
on  the  day  before  the  draft  went  into  effect.  It 
seemed  that  if  you  could  get  married  before  the 
next  day  you  could  be  classified  3-A  and  deferred 
to  some  safe  and  lucrative  defense  job.  And  here 
was  the  corridor  jammed  with  grinning  youth  all 
waving  at  the  camera.  They  had  grabbed  their 
girls — or  any  girls — and  rushed  down  for  their 
marriage  licenses  and  their  exemptions.  No  square 
Johns,  these.  These  cats  were  hep.  They  knew  the 
score.  They  had  an  angle.  Pardon  me  if  I spit. 

If  a nation  hopes  to  survive,  it  had  better  keep 
itself  well  stocked  with  cubes  who  are  ready  and 
willing  to  go  forth  and  do  some  dying.  I notice 
that  the  angle-players  never  refuse  to  share  in  the 
fruits  of  victory. 

And  patriotism  is  something  a lot  bigger  than 
the  chesty  boast  that  my  gang  can  lick  your  gang. 
Patriotism  is  the  feeling  that  while  everyone  has  a 
right  to  his  own  backyard,  your  backyard  is  your 
special  concern.  It’s  a good  backyard,  and  you 
want  to  plant  some  flowers  in  it  and  keep  the 
trash  picked  up.  Patriotism  is  a little  like  the 
special  attention  you  devote  to  your  own  dog  or 
your  own  child,  even  though  you  may  love  all  dogs 
and  all  children. 

Patriotism  is  the  pride  in  its  tradition,  the  aware- 
ness of  its  beginnings,  the  admiration  of  its  heroes 
without  which  no  people  has  the  morale  to  become 
a great  people.  It  is  the  impatience  with  second- 
bestness  for  your  country  that  helps  prevent  the 
spread  of  internal  decay. 

I have  no  particular  quarrel  with  One-Worlders. 
They  are  nice  people  and  we  are  certainly  head- 
ing into  years  that  will  see  the  rise  of  strong  super- 
national organizations.  But  the  trouble  with  a lot 
of  One-Worlders  is  that  they  are  so  busy  being 
cosmic  that  they  don’t  have  time  to  help  throw  the 
rascals  out  of  City  Hall.  They  wind  up  of  little  use 
either  to  their  own  country  of  to  that  of  anyone 
else. 

My  admiration  goes  to  the  man  who  says:  “I 
love  my  country,  and  because  I do,  I’ll  try  to  purify 
her  motives  and  improve  her  behavior.”  That’s  a 
patriot  for  you. 

GOVERNMENTAL  PLANS  ARE  NOT  THE  ANSWER 

The  year  I carved  my  name  in  the  tabletop  I 
cast  my  first  vote  for  President  of  the  United 
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States.  Mr.  Hoover  was  running  for  re-election 
against  Governor  Roosevelt  of  New  York.  I voted 
for  Norman  Thomas,  the  socialist.  The  nation  was 
in  the  travail  of  the  Great  Depression.  I thought 
Mr.  Thomas  was  a little  radical,  but  at  least  he 
had  a plan.  I didn’t  realize  that  only  a few  short 
years  would  pass  before  Mr.  Thomas’  plan  would 
look  conservative!  Anyway,  young  people  are  like- 
ly to  be  enamoured  of  plans.  And  some  plans,  at 
the  governmental  level,  were  certainly  overdue. 

But  I have  learned  something  about  government 
planning.  As  the  tempo  of  life  speeds  up,  as  the  na- 
tion grows  more  crowded,  as  natural  resources  be- 
come less  abundant  and  we  all  grow  more  del- 
icately interdependent,  the  role  of  government  as 
an  arbiter  and  umpire  becomes  increasingly  neces- 
sary. But  only  up  to  a point. 

There  is  a point  at  which  government  direction 
of  the  individual  and  supervision  over  his  activities 
collides  with  the  law  of  diminishing  returns.  The 
rubble  of  East  Berlin  stands  in  mute  testimony  to 
this  truth.  The  bankruptcy  of  the  collective-farm 
system  is  not  accidental.  There  is  a certain  mar- 
velous wisdom  in  a mass  of  human  beings  all  try- 
ing to  do  what  they,  as  individuals,  think  is  best — 
or  at  least  most  profitable.  It  is  a wisdom  that  can 
be  equalled  by  few  self-appointed  geniuses,  over- 
looking the  Potomac  or  tucked  away  behind  the 
cozy  Kremlin  walls.  Government  is  an  effective 
distributor  of  wealth,  but  no  great  shakes  as  a 
wealth-producer.  I didn’t  know  this  when  I voted 
for  Norman  Thomas. 

In  the  years  since  I left  college,  I have  learned 
a lot  about  people.  One  does  so  by  the  simple 
process  of  watching  people  grow  up.  I have 
learned,  for  example,  that  no  matter  how  beautiful 
she  may  be  at  20,  after  the  age  of  35  the  shallow 
woman  begins  to  look  shallow,  the  stupid  woman 
stupid  and  the  mean  woman  mean.  I have  learned 
how  important  it  is  to  distinguish  between  those 
youthful  deficiencies  which  are  curable  and  those 
which  are  not. 

A wife,  for  example,  can  do  something  to  reform 
an  un-smooth  husband.  She  can  pick  out  his  ties, 
supervise  the  tailoring  of  his  suits,  and  kick  him 
under  the  table  for  his  gaucheries.  Eventually,  she 
may  produce  quite  a satisfactory  product.  But  sel- 
fishness, timidity  and  a tendency  to  tamper  with 
the  truth  are  generally  incurable  if  they  are  still 
remarkable  at  college  age.  The  person  who  marries 
with  the  idea  of  correcting  major  failings  in  a 
spouse’s  character  is  bound  for  disappointment.  It 
sometimes  takes  a sharp  eye  to  distinguish  between 
the  collegiate  hell-raiser,  who  in  his  immature  way 
is  merely  manifesting  the  high  boiler  pressure  that 
will  lead  him  to  great  things,  and  the  moral  para- 
plegic who  is  surely  heading  for  alcoholism  and 
general  delinquency.  But  there  IS  a difference 
which  is  often  apparent  to  the  experienced  eye. 

The  lack  of  experience  that  sometimes  causes 


youth  to  judge  character  by  faulty  or  superficial 
standards  accounts  for  the  fact  that  oriental  and 
Latin  parents  boldly  take  over  the  job  of  picking 
mates  for  their  children.  Unfortunately,  what  these 
parents  often  overlook  is  good  old  sex-appeal,  and 
that’s  why  this  system  doesn’t  work  very  well, 
either. 

INDIVIDUAL  EFFORT  IS  ALL-IMPORTANT 

Finally,  ladies  and  gentlemen,  I have  learned 
one  other  lesson,  and  that  is  that  an  individual 
man  or  woman  can  change  things. 

When  I was  in  college  it  was  popular  among 
many  of  my  professors  to  discount  the  importance 
of  the  individual  and  to  dwell  upon  dynamic  forces 
like  economic  determinism  and  geopolitics  to  ex- 
plain the  turns  of  history. 

Hero  worship  was  in  bad  repute  at  the  college 
level.  It  was  the  age  of  debunking,  and  you  estab- 
lished yourself  as  an  intellectual  by  scoffing  at  the 
marble  statues  and  perhaps  saying  a good  word 
or  two  for  the  devils  of  the  past.  Thus,  we  were 
told  that  George  Washington  was  a military  blun- 
derer, but  that  victory  for  the  colonists  had  been 
assured  because  Britain  was  unwilling  to  commit 
the  resources  necessary  for  a long  colonial  war. 
Conversely,  it  was  suggested  that  Benedict  Arnold 
was  not  such  a bad  fellow,  after  all,  but  was  goaded 
into  treachery  by  the  refusal  of  the  Continental 
Congress  to  recognize  his  great  talents.  This  was 
hokum.  Heroes  do  exist  and  so  do  villains,  and 
both  provide  fulcrums  around  which  human  so- 
ciety can  swing. 

It  took  a special  kind  of  man  to  stand  before  the 
Continental  rabble  on  the  Cambridge  Commons 
and  keynote  the  birth  of  a nation  with  the  words, 
“Let  us  raise  a standard  to  which  the  wise  and 
honest  can  repair.”  Without  this  man,  in  the  dark 
hour  before  Trenton  or  under  the  hungry  moon  at 
Valley  Forge,  the  tiny  flame  would  have  flickered 
out.  Lord  Howe  had  his  war  won  half  a dozen 
times.  If  he  had  had  a computer  he  could  have 
proved  it.  But  there  are  things  of  the  spirit  that 
confound  the  science  of  war. 

And  Benedict  Arnold  was  real,  too.  His  driving 
thirst  for  glory  would  have  kept  his  memory  green 
in  the  nation  if  he  had  been  shot  in  the  heart  in- 
stead of  in  the  leg  that  afternoon  at  Saratoga.  But 
he  was  an  American  Macbeth.  His  greed  could 
have  killed  the  nation — and  would  have  done  so 
if  Major  Andre  had  taken  the  fork  to  the  left  in- 
stead of  to  the  right  at  Tarrytown. 

In  my  senior  year,  Adolph  Hitler  became  chan- 
cellor of  Germany.  Some  of  our  professors  told  us 
that  although  Hitler  was  undoubtedly  a dema- 
gogue, he  expressed  the  frustration  of  the  German 
people  brought  about  by  the  cruel  provisions  of 
the  Versailles  treaty.  But,  we  were  reminded,  the 
German  people  were  too  cultured,  too  intelligent, 
to  put  up  with  him  for  long. 

Fourteen  years  later  when  I stood  on  a pile  of 


Vol.  LIII,  No.  5 


Journal  of  Iowa  Medical  Society 


267 


human  ashes  and  stared  at  the  rusting  doors  of  the 
crematory  ovens  at  Dachau,  I remembered,  bitter- 
ly, this  bland  assurance. 

In  the  hour  of  Dunkirk,  when  the  weaponless 
remnants  of  the  B.E.F.  streamed  back  across  the 
Channel  in  boats  and  barges  and  private  yachts, 
the  whole  world  paused  and  listened  to  the  growl 
of  the  bulldog  over  the  B.B.C.:  “We  shall  not  flag 
nor  fail.  We  shall  go  on  to  the  end.  We  will  fight 
on  the  beaches,  in  the  fields  and  in  the  streets.  We 
will  never  surrender!”  And  a beaten  nation  lifted 
its  head  and  went  to  war  again. 

People — individuals— do  count.  They  can  count 
for  good  or  evil.  They  can  change  history.  Joan  of 
Arc  was  not  shoved  into  the  center  of  the  stage  by 
an  economic  formula.  She  was  a personal  phe- 
nomenon. And  so,  potentially,  is  every  baby  born. 

It  is  true,  of  course,  that  there  are  what  Shake- 
speare called  “tides  in  the  affairs  of  men.”  Men 
who  ride  with  those  tides  go  far,  and  those  who 
stand  against  them  are  often  overwhelmed.  You 
cannot  blame  our  historians  for  seeking  formulae 
to  explain  the  past  and  to  foretell  the  future.  But 
man  does  not  lend  himself  to  formula.  And  there 
have  been  and  will  be  men  and  women  who,  un- 
like King  Canute,  will  stretch  forth  their  hands 
and  still  the  waves — or  create  a hurricane. 

I am  no  admirer  of  professional  optimists,  those 
who  listen  enthralled  to  the  twittering  of  the  birds 
while  the  cesspool  runneth  over  and  the  garbage 
accumulates.  I think  there  are  some  pretty  awful 
things  going  on — that  we  are  bogged  down  with  a 
lot  of  pseudo-science,  a lot  of  zany  social  theories, 
and,  worst  of  all,  with  a widening  gap  in  which  our 
plodding  philosophies  fall  steadily  farther  behind 
our  bounding  mechanical  genius. 

But  in  the  long  run  there  is  improvement.  Some 
of  the  improvers  have  been  inspired  geniuses — 
and  thank  Heaven  for  them.  But  most  of  the  im- 
provement has  been  accomplished  by  the  largely- 
anonymous  and  forgotten  brick-on-brickers  who 
have  succeeded  through  the  centuries  in  over- 
whelming the  destroyers  and,  like  the  Lilliputians 
in  Gulliver’s  tale,  have  managed  to  pull  the  huge 
world  along. 

Last  spring  near  Arles,  in  southern  France,  I 
crossed  an  ancient  footbridge  built  of  flat  bricks 
in  the  Roman  style.  And  on  a broken  brick  above 
the  keystone  was  the  word,  “fecit,”  which  means 
“made  it.”  So  somebody  made  the  bridge,  of  course. 
But  who?  He,  being  human,  wanted  to  be  re- 
membered for  his  little  work.  But  his  name  has 
been  lost  and  will  never  be  learned  again.  Another 
discarded  tabletop.  Yet  50  generations  of  human 
beings  have  used  that  bridge,  and  perhaps  another 
50  generations  will.  Here  is  a momument  to  a man 
far  better  than  a marble  tomb,  even  though  it 
lacks  his  name. 

You  cannot  look  very  far  before  you  begin  to 
sense  the  immense  power  of  the  brick-on-brickers 
— the  people  wise  or  stupid,  rich  or  poor,  gifted  or 


ungifted,  who  within  the  limits  of  their  talents  and 
their  opportunities  have  tried  to  do  a conscientious 
job. 

Last  month  an  eager  woman  came  to  my  office 
to  show  me  the  picture  of  a bright-eyed  but  sickly- 
looking  boy  of  12  dressed  in  rags.  She  explained 
that  her  sister  living  in  Bogota  had  found  this 
boy,  that  her  family  had  purchased  medicine  for 
him,  and  that  her  sister  had  written  that  there 
were  hundreds  like  him.  Would  our  newspaper 
start  a campaign  to  help  these  children. 

I shook  my  head.  There  are  not  hundreds  of 
these  children  in  Bogota,  but  thousands.  There 
are  100,000  such  children  in  Caracas  and  at  least 
a quarter  million  in  Rio.  To  direct  aid  to  one  out 
of  100  would  be  cruel.  To  do  more  on  a private 
charity  basis  would  be  impossible.  No,  I said,  we 
wouldn’t  help.  She  went  away,  crestfallen  and  dis- 
appointed. She  had  tried  to  do  a decent  thing  and 
I had  rebuffed  her.  She  had  been  foolish — mag- 
nificently foolish. 

And  then  I remembered  the  wife  of  the  oil  com- 
pany executive  at  the  country  club  buffet  the 
previous  Sunday.  She  had  had  a loud  and  some- 
what tipsy  argument  with  the  chef  because  he  had 
refused  to  cut  into  the  middle  of  a large  stand  of 
roast  beef  in  order  to  give  her  the  center  slice.  She, 
too,  had  been  foolish — despicably  foolish.  There  is 
a whale  of  a difference. 

Last  November  I was  sitting  in  the  observation 
car  of  a Northern  Pacific  train  crossing  Montana. 
I asked  the  brakeman  if  he  did  much  hunting. 

“No,”  he  said,  “I’m  a little  too  old  for  the  woods 
now.  So  I spend  my  spare  time  trying  to  straighten 
out  drunk  Indians.” 

“You  what?” 

“Yes,”  he  replied,  “You  see  I’m  an  alcoholic.  My 
wife  divorced  me  years  ago  and  I got  lonelier  and 
drunker  until  I lost  my  job  and  it  was  awful.  And 
then  I got  on  AA  and  finally  got  my  job  back.  And 
last  year  another  AA  and  I thought  we’d  see  if  we 
couldn’t  start  a chapter  on  the  Flathead  Reserva- 
tion where  they  really  needed  one.  Well,  sir,  it’s 
been  a wonderful  summer.  We  never  have  less 
than  25  at  a meeting,  and  we  think  we’ve  dried  out 
three  men  and  a squaw.” 

Three  Indians  and  a squaw!  I started  to  laugh. 
And  then  I saw  how  his  eyes  gleamed  with  pride 
and  pleasure.  Here,  too,  was  the  builder  of  a 
bridge.  The  name  of  the  builder  will  not  be  re- 
membered, for  it  was  a very  small  bridge.  But  four 
human  beings  had  passed  across  it. 

A road  is  the  product  of  many  hands.  An  auto- 
mobile is  put  together  by  three  city  blocks  of  guys 
named  Joe  working  on  an  assembly  line.  Put  the 
automobile  on  the  road  and  you  have  a way  to 
town.  The  way  to  town  is  an  escape  from  the  bore- 
dom and  isolation  of  the  once-frontier  farm  or 
ranch. 

Yet  I remember  that  somewhere  in  every  county, 
when  I was  a child,  there  was  a bleak  brick  build- 
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ing  behind  a high  fence.  It  was  the  county  asylum. 
And  into  it  the  community  dumped  the  melan- 
cholic farm  wives  who  had  begun  mumbling  to 
themselves  during  the  long  winters,  and  the  broken 
men  who  couldn’t  handle  weevils  and  wheat  rust 
and  Bang’s  disease  and  so  had  taken  refuge  in 
waking  dreams. 

Today  the  road  to  town  is  open,  and  the  asylums 
are  becoming  old  people’s  homes.  Who  did  this 
good  thing?  The  psychiatrists,  of  course — the 
clever  men  who  learned  to  shock  the  moody  out  of 
their  deadly  reveries.  But  let’s  not  forget  the  re- 
searchers in  agriculture  and  the  lowly  farm  agents 
and  the  pesticide  manufacturers  and  the  bulldozer 
makers  and  pond-builders  who  have  all  combined 
to  make  once-helpless  human  beings  the  masters 
of  their  environment.  And  how  often  does  it  occur 
to  the  grimy  joker  who  made  the  hot  asphalt  mix 
that  upon  his  work  a woman  traveled  into  town  to 
find  renewed  interest  and  renewed  enthusiasms? 
And  how  often  does  it  occur  to  Joe  on  the  assembly 
line  that  he  helped  make  a vehicle  that  saved  a 
mind? 

CONCLUSION 

And  so,  ladies  and  gentlemen,  I would  say  that 
the  greatest  sin  is  cynicism  and  despair.  The  great- 


est foolishness  is  to  live  comfortable  but  ineffective 
lives  where  the  Lord  has  given  us  the  capacity  to 
be  effective. 

Old  Tom  Gilcrease  died  in  Tulsa  last  spring  after 
spending  his  entire  fortune  in  putting  together  the 
great  Gilcrease  collection  of  western  art,  now  the 
property  of  the  city  of  Tulsa.  Old  Tom  was  part 
Indian,  and  like  an  Indian  he  was  sparing  of  words. 

“I  think,”  said  he,  “a  man  should  leave  a track.” 

Is  there  any  greater  tragedy  than  to  be  carried 
to  the  graveyard  after  having  consumed  30  tons  of 
groceries,  leaving  no  tracks  except  to  and  from 
the  privy? 

In  the  years  since  I carved  my  name  on  the  table- 
top  I have  observed  a long  succession  of  self-pro- 
moters, property-grabbers,  medal-seekers,  drink- 
cadgers,  and  people  who  live  to  get  the  center  slice 
in  the  roast  beef.  All  have  one  wistful  thing  in 
common.  They  would  like  to  be  remembered  well. 

The  brick  with  the  name  on  it  is  easily  broken, 
yet  he  who  leaves  a bridge  behind  leaves  an  en- 
during monument.  We  callow  youths  who  carved 
our  names  on  the  tabletop  deserved  the  desecra- 
tion that  came  with  decorating  a kennel  for  the 
house  dog. 

It  was  the  man  who  built  the  table  who  should 
have  had  the  honor. 


New  Officers  of  the  IMS 


At  the  final  session  of  the  annual  meeting,  on 
April  10,  Dr.  C.  V.  Edwards,  Sr.,  of  Council  Bluffs, 
was  installed  as  president  of  the  Iowa  Medical 
Society,  and  the  following  physicians  were  elected 
to  other  offices: 

President-Elect  O.  D.  Wolfe,  M.D.,  Marshalltown 

Vice-President  Oscar  Alden,  M.D.,  Red  Oak 

Secretary  R.  F.  Birge,  M.D.,  Des  Moines  (re- 

elected) 

Treasurer  V.  L.  Schlaser,  M.D.,  Des  Moines 

Trustee  J.  H.  Sunderbruch,  M.D.,  Davenport 

Councilor, 

Third  District  J.  L.  Powers,  M.D.,  Estherville 
Councilor, 

Fifth  District  N.  W.  Irving,  Jr.,  M.D.,  Des  Moines 

Councilor, 

Eighth 

District  J.  H.  Sunderbruch,  M.D.,  Davenport 

(re-elected  and  resigned) 

Councilor, 

Tenth  District  E.  E.  Garnet,  M.D.,  Lamoni 
AMA  Delegate  D.  F.  Ward,  M.D.,  Dubuque  (re-elected) 


AMA  Alternate 

Delegate  E.  M.  Smith,  M.D.,  Eagle  Grove  (re- 

elected) 

Speaker  of  the 
House  of 

Delegates  . . . . L.  J.  Halpin,  M.D.,  Cedar  Rapids  (re- 
elected) 

Vice  Speaker  of 
the  House  of 

Delegates  . . . . P.  M.  Kersten,  M.D.,  Ft.  Dodge  (re- 
elected) 

Liaison 

Delegates  C.  P.  Hawkins,  M.D.,  Clarion 

R.  C.  Larimer,  M.D.,  Sioux  City 

Organizational  meetings  of  the  Board  of  Trus- 
tees and  the  Judicial  Council  were  held  immediate- 
ly following  adjournment  of  the  House  of  Del- 
egates. Dr.  S.  P.  Leinbach,  Belmond,  was  re-elect- 
ed chairman  of  the  Board,  and  Dr.  F.  G.  Ober, 
Burlington,  was  appointed  to  succeed  Dr.  J.  H. 
Sunderbruch,  Davenport,  as  Councilor  from  the 
Eighth  District. 

Dr.  C.  E.  Radcliffe,  Iowa  City,  was  re-elected 
chairman  of  the  Judicial  Council,  and  Dr.  K.  E. 
Lister,  Ottumwa,  was  elected  secretary  of  the 
Council. 


The  Clinical  Value  of 

Neuromuscular  Electrodiagnosis 


ROBERT  H.  JEBSEN,  M.D. 

Cedar  Rapids 

The  gradual  development  of  increasingly  sensitive 
equipment  and  new  technics  of  examination  has 
resulted  in  a markedly  increased  practical  value 
of  neuromuscular  electrodiagnosis.  This  paper  will 
survey  the  development  of  the  various  electro- 
diagnostic tests  with  particular  attention  to  electro- 
myography and  nerve  conduction  velocity  deter- 
mination and  to  the  value  of  these  technics  in  clin- 
ical practice.  Several  illustrative  case  studies  will 
be  presented. 

REACTION  OF  DEGENERATION2 

The  reaction  of  degeneration  test  depends  upon 
the  fact  that  nerve  tissue  is  approximately  seven 
times  more  sensitive  to  electrical  stimulation  than 
is  muscle  tissue.  A stimulating  electrode  is  applied 
to  the  skin  over  the  area  where  the  motor  nerve 
enters  the  muscle  (motor  point)  and  a short-dura- 
tion (faradic)  current  is  applied.  If  a functioning 
nerve  is  present,  the  nerve  will  be  stimulated  and 
will  in  turn  stimulate  the  muscle,  causing  a visible 
twitch.  However,  if  the  motor  nerve  is  not  func- 
tioning, this  short-duration  stimulus  will  be  insuf- 
ficient to  stimulate  the  muscle  directly  tdiie  to  the 
lesser  sensitivity  of  muscle  tissue),  and  no  con- 
traction will  be  noted.  A longer-duration  stimulus 
(galvanic)  is  then  applied,  and  a sluggish  contrac- 
tion due  to  direct  stimulation  of  the  muscle  will  be 
noted.  Thus,  if  a muscular  contraction  is  noted 
with  galvanic  stimulation  but  not  with  faradic, 
reaction  of  degeneration  is  said  to  be  present. 
Since  this  is  a very  gross  test  with  a limited  capac- 
ity for  determining  partial  denervation,  and  it  is 


of  no  value  in  diagnosing  primary  muscle-tissue 
disease,  it  should  be  considered  obsolete. 

RHEOBASE,  CHRONAXIE  AND  THE  STRENGTH- 
DURATION  CURVE2.  7 

The  use  of  rheobase,  chronaxie  and  the  strength- 
duration  curve  enables  the  examiner  to  detect 
complete  or  partial  denervation  and  to  detect 
reinnervation.  In  determining  the  rheobase,  the 
motor  point  is  stimulated  for  a prolonged  time  (300 
milliseconds),  and  the  rheobase  is  defined  as  the 
minimum  intensity  required  to  produce  a visible 
contraction  with  such  prolonged  stimulation.  This 
value  drops  when  a muscle  is  denervated. 

The  chronaxie  is  the  time  required  to  produce  a 
contraction  when  double  the  rheobase  intensity  is 
used.  This  value  is  normally  less  than  1 millisec- 


Figure  I.  The  Strength-Duration  Curve.  A — Normal  Curve, 
B — Partial  Denervation,  C — Complete  Denervation.  Strength 
is  in  milliamps;  Duration  in  milliseconds. 
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ond,  and  if  above  15  milliseconds,  it  usually  indi- 
cates complete  denervation. 

The  S-D  curve  is  merely  a series  of  determina- 
tions of  the  strength  of  stimulation  required  to 
produce  contraction  at  varying  durations  of  the 
stimulus.  The  normal  curve  appears  as  in  Figure 
1 A.  (Note  that  the  stronger  the  current,  the  short- 
er the  length  of  time  it  need  be  applied.)  Figure 
1 B,  shows  the  usual  pattern  with  partial  denerva- 
tion, and  Figure  1 C shows  the  pattern  of  complete 
denervation. 

The  S-D  curve  is  still  widely  used,  but  it  is  lim- 
ited in  application  to  cases  of  known  or  suspected 
lower  motor  neuron  disease,  and  is  not  helpful  in 
the  differential  diagnosis  of  myopathic  and  neuro- 
muscular junction  disease.  It  is  helpful  in  detect- 
ing very  early  denervation  or  very  slowly  progres- 
sive denervation. 

ELECTROMyOGRAPHy2-  6,  7,  8 

In  1929,  Adrian  and  Bronk1  first  inserted  needle 
electrodes  into  living  muscles,  and  discovered,  con- 
trary to  previous  theory,  that  there  is  no  electrical 
activity  when  the  muscle  is  at  rest.  Since  then,  the 
study  of  the  electrical  activity  of  muscle,  electro- 
myography, has  become  progressively  more  valu- 
able in  diagnosis.  With  this  refined  technic,  we  are 
able  to  evaluate  the  individual  components  of  the 


motor  unit:  the  anterior  horn  cell,  its  axon,  and  all 
the  muscle  fibers  it  supplies.  Thus  electromyog- 
raphy is  of  value  in  diagnosing  primary  muscle 
disease  and  myoneural  junction  disease  as  well  as 
neuropathies  (Figure  2).  It  is  important  to  realize, 
however,  that  the  test  is  of  no  value  in  diagnosing 
diseases  other  than  those  of  the  motor  unit — for 
example,  multiple  sclerosis  or  cerebellar  disease — 
except  in  a negative  sense. 

In  performing  the  test,  a fine  gauge  wire  coated 
with  plastic  is  inserted  into  the  muscle.  This  picks 
up  changes  in  electric  potential  as  do  the  electro- 
cardiograph and  electroencephalograph  electrodes. 
Only  a tiny  portion  of  the  metal  tip  is  exposed. 
This  electrode  surface  is  necessarily  small  to  pre- 
vent pickup  of  so  many  potentials  that  only  a blur 
would  be  recorded.  Potentials  from  approximately 
20  motor  units  can  be  detected  in  the  range  of 
sensitivity  of  the  electrode  tip.  After  amplification, 
the  potentials  are  then  projected  onto  an  oscillo- 
scope and  through  a loudspeaker  so  that  they  can 
be  both  seen  and  heard.  The  oscilloscope  is  used 
in  preference  to  a pen  recording  because  the  wave 
forms  appear  too  fast  for  a pen  to  follow. 

Normally,  there  are  four  steps  to  the  examina- 
tion, and  these  will  be  discussed  first  as  they  apply 
to  the  normal,  then  to  neuropathic  disease,  and 
finally  to  the  primary  muscle  diseases. 


THE  HQTOR  UNIT 


POLIO,  RLS 
CORD  TUMOR 
CORD  INJURY 


PE  RIPHER  RL  NEUROPRTHY 
PERIPHERAL  NERVE  TRRUMR 


HYESTHENIA  GRAVIS 


muscular  dystrophy 

POL  Y M Y OSIT  IS 
METRBOLIC  MYOPATHIES 


Figure  2.  The  Motor  Unit:  Its  component  parts  and  some  typical  diseases  of  each  part. 
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THE  NORMAL  ELECTROMyOGRAM 

Step  I:  The  needle  is  inserted  into  a resting  mus- 
cle. Normally  no  electrical  activity  is  noted  (Fig- 
ure 3 A) . 

Step  II:  The  needle  is  moved  about  slightly.  Nor- 
mally, movement  of  the  needle  produces  a burst  of 
electric  potentials  as  muscle  fiber  membranes  are 
disturbed;  however,  such  potentials  cease  as  soon 
as  needle  movement  stops  (Figure  3 B). 

Step  III:  The  patient  is  asked  to  produce  a slight 
contraction  of  the  muscle  being  tested.  Normally 
this  results  in  the  repetitive  discharge  of  one  or 
two  motor  units  in  the  area  of  the  exploring  elec- 
trode, each  firing  at  a rate  of  5-15  times  per  second 
(Figure  4 C).  These  normal  motor  unit  action 
potentials  are  (a)  diphasic  or  (b)  triphasic,  and 
are  usually  200-1000  microvolts  in  strength 
(height),  and  8-12  milliseconds  in  duration 


ft-STEP  I 


B-step  n 


NQRP1RL  EP1G 

Figure  3.  The  Normal  EMG.  A — Step  I — No  electrical 
activity  is  seen  when  the  muscle  is  relaxed.  B — Step  II — Poten- 
tials are  produced  as  the  needle  is  moved,  but  cease  as  soon 
as  needle  movement  stops. 

(width).  Each  potential  seen  represents  the  sum 
of  the  depolarization  potentials  of  all  the  muscle 
fibers  of  a single  motor  neuron. 

Step  IV:  The  patient  is  asked  gradually  to  in- 
crease the  strength  of  contraction  to  maximum.  As 
he  does  so,  the  rate  of  firing  of  each  motor  unit 
increases  to  about  40-50  times  per  second,  and  ad- 
ditional motor  units  begin  to  fire.  Normally  the 
smaller  motor  units — i.e.,  those  with  the  fewest 
muscle  fibers  per  neuron — are  used  in  weak  con- 
tractions, and  large  motor  units  are  used  for  strong 
contractions.  Thus,  with  maximum  contraction  we 
see  many  motor  units  firing  at  rapid  rates,  some 
units  having  1500-2500  microvolt  potentials.  This 
produces  a blur  on  the  screen  called  the  normal 
interference  pattern  (Figure  4 D). 

THE  ELECTROMYOGRAM  IN  DISEASES  OF  THE 
LOWER  MOTOR  NEURON 

Diseases  of  the  lower  motor  neuron — i.e.,  the 
anterior  horn  cell  or  axon — result  in  a functional 
loss  of  entire  motor  units.  The  muscle  fibers  sup- 
plied by  the  affected  neuron  are  no  longer  under 
voluntary  control.  When  actual  Wallerian  degen- 


NQRMRL  EMG 

Figure  4.  The  Normal  EMG.  C — Step  III — A few  normal 
triphasic  (a)  and  diphasic  (b)  voluntary  motor  unit  action 
potentials  are  produced  during  a minimal  effort.  D — Step 
IV — The  normal  interference  pattern  produced  during  a strong 
contraction;  note  the  calibration  in  microvolts. 

eration  has  occurred,  muscle  fibers  respond  to  such 
denervation  with  an  18-21  day  period  of  inactivity, 
followed  by  a prolonged  period  (often  years)  during 
which  they  contract  individually  in  response  to 
circulating  acetyl-choline,  mechanical  stimulation 
or  heat.  This  contraction  of  individual  denervated 
muscle  fibers  is  called  fibrillation.  Since  single 
muscle  fibers  are  involved,  such  contractions  are 
not  visible  through  the  skin.  (The  involuntary 
twitchings  of  muscles  that  are  visible  are  fascic- 
ulations.  These  represent  synchronous  discharges 
of  an  entire  motor  unit  due  to  various  causes  such 
as  irritation  of  the  nerve  trunk  or  increased  muscle 
irritability.) 

When  a denervated  muscle  is  tested,  the  fol- 
lowing are  noted: 

Step  I:  When  the  electrode  is  inserted  into  the 
resting  muscle  during  the  first  18-21  days  following 
Wallerian  degeneration,  no  electrical  activity  is 
seen.  However,  after  this  period  of  inactivity  the 
denervated  muscle  fibers  start  to  fibrillate.  These 
fibrillations  produce  tiny  (25-125  microvolt)  poten- 
tials of  very  short  duration  (Vi  to  2 milliseconds), 
which  occur  at  regular  intervals  2-10  times  per 
second  (Figure  5).  Because  of  their  short  duration, 
they  have  a high-pitched  crackling  sound  easily 
recognized  through  the  loudspeaker.  The  presence 
of  such  potentials  indicates  denervation. 

Step  II:  The  electrode  is  moved  slightly.  If  it  is 


FIBRILLATIONS  positive  wave  step  bz: 


NFUROPRTHIC  EHG 

Figure  5.  The  Neuropathic  EMG.  Typical  Positive  Wave  and 
Fibrillation  potentials  are  shown.  Note  the  calibration  of  the 
neuropathic  interference  pattern,  and  the  "spaces"  that  are 
not  filled  due  to  loss  of  neurons.  Compare  with  the  normal 
interference  pattern  in  Figure  4-D. 
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in  an  area  of  denervated  muscle,  this  mechanical 
stimulation  increases  the  amount  of  fibrillation  or 
causes  it  to  begin  if  none  is  “spontaneously”  occur- 
ring. Another  type  of  abnormal  potential  that  is 
frequently  induced  in  denervated  muscle  by  nee- 
dle movement  is  the  “positive  wave.”  This  consists 
of  a sharp  downward  (positive)  deflection  and  a 
shallow  negative  recovery  phase,  which  usually 
occur  in  series  (Figure  5).  These  are  indicative 
only  of  increased  muscle  irritability  and  are  a sign 
that  there  probably  is  pathology  present,  but  they 
are  not  diagnostic  of  any  particular  neuromuscu- 
lar disease.  Occasional  positive  waves  may  occur 
in  normal  muscle. 

Step  III:  Effort  by  the  patient  to  produce  a slight 
contraction  will  result  in  no  voluntary  motor  unit 
action  potentials  if  there  is  total  denervation,  as 
in  peripheral  nerve  severance,  for  example.  If 
there  is  partial  denervation,  this  step  will  be  nor- 
mal except  that  larger  motor  units  may  be  re- 
cruited early. 

Step  IV : If  complete  denervation  exists,  effort 
to  produce  a maximum  contraction  would  again 
result  in  no  motor  unit  action  potentials  being 
seen.  If  partial  denervation  exists,  a characteristic 
pattern  appears  (Figure  5).  The  interference  pat- 
tern shows  “holes”  or  spaces  between  potentials, 
in  comparison  with  the  normal  interference  pat- 
tern (compare  with  Figure  4).  This  occurs  be- 
cause fewer  than  the  normal  number  of  function- 
ing motor  units  are  present  in  the  area  of  the  elec- 
trode. Those  units  that  are  undamaged  discharge 
at  the  normal  rapid  rate  and  have  normal  config- 
urations. 

It  is  essential,  of  course,  to  test  various  muscles 
so  that  a pattern  of  involvement  is  established. 
For  example,  unilateral  involvement  of  the  biceps, 
deltoid,  supraspinatus  and  rhomboids  indicates  a 
fifth  cervical  nerve  root  lesion,  whereas  involve- 
ment of  the  deltoid  and  teres  minor  alone  would 
suggest  an  axillary  nerve  problem.  Thus  the  dis- 


STEP  III  STEP  IV 


nTOPRTHIC  EHG 

Figure  6.  The  Myopathic  EMG.  Step  III — Note  the  in- 
creased number  of  small  voluntary  motor  unit  action  poten- 
tials necessary  for  a minimal  effort.  Step  IV — Note  the  small 
size  of  the  voluntary  potentials  seen  during  a maximum  con- 
traction (the  myopathic  interference  pattern).  Note  that 
the  calibration  is  the  same  as  shown  for  the  normal  and 
neuropathic  interference  patterns  in  Figure  4-D  and  Figure  5. 


tribution  of  involvement  will  indicate  a diffuse 
disease  process  or  will  localize  it  to  peripheral 
nei'ves,  nerve  roots,  areas  of  the  plexuses,  etc.  and 
thus  be  of  great  assistance  in  diagnosis. 

In  cases  of  peripheral  nerve  injury  where  there 
is  a question  of  nerve  continuity,  electrodiagnosis 
can  be  of  help  by  detecting  minimal  voluntary  ac- 
tivity in  the  supplied  muscles  (indicating  continu- 
ity). Neuropraxia  can  often  be  differentiated  from 
Wallerian  degeneration  after  several  days  if  one 
stimulates  the  affected  nerve  distal  to  the  lesion, 
and  produces  a muscle  response  in  the  case  of 
neuropraxia.  Strength-duration  curves  are  also 
helpful  at  this  stage.  After  18-21  days,  fibrillation 
potentials  will  be  seen  in  the  case  of  Wallerian 
degeneration,  but  not  in  neuropraxia.  In  cases  of 
peripheral  nerve  regeneration,  early  regeneration 
potentials  can  usually  be  seen  on  the  electromyo- 
gram several  weeks  before  muscle  function  is  de- 
tectable clinically. 

THE  ELECTROMYOGRAM  IN  MUSCLE  FIBER  DISEASE 

In  primary  muscle  diseases  such  as  muscular 
dystrophy,  polymyositis,  dermatomyositis,  and  the 
metabolic  myopathies,  distinctly  different  results 
are  obtained,  for  the  pathology  consists  of  a loss  of 
muscle  fibers  rather  than  of  neurons.  Thus  the 
motor  units  become  “smaller.”  As  muscle  fibers 
die,  each  lower  motor  neuron  supplies  fewer  mus- 
cle fibers.  This  causes  the  potentials  to  become 
smaller — often  only  300-600  microvolts  in  height. 

When  the  needle  electrode  is  inserted  into  rest- 
ing muscle  (Step  I)  no  activity  is  noted. 

In  Step  II,  movement  of  the  needle  usually  is 
followed  by  electrical  silence,  as  in  normal  muscle. 
However,  positive  waves  are  noted  in  some  cases 
of  myopathy,  and  infrequently  a few  fibrillation 
potentials  may  be  elicited.  It  has  been  postulated 
that  these  fibrillation  potentials  are  due  to  func- 
tional denervation  produced  by  loss  of  the  neuro- 
muscular junction  as  the  first  step  in  muscle-fiber 
necrosis,  occurring  while  the  rest  of  the  fiber  is 
still  capable  of  contraction.  Fibrillation  potentials 
are  particularly  common  in  polymyositis. 

In  Step  III,  when  a minimal  voluntary  contrac- 
tion is  attempted,  we  find  that  an  inordinately  high 
number  of  motor  unit  action  potentials  appear 
(Figure  6).  This  characteristic  finding  occurs  be- 
cause the  loss  of  many  of  the  muscle  fibers  of  each 
motor  unit  necessitates  the  use  of  more  than  the 
normal  number  of  motor  units  for  a given  strength 
of  contraction. 

Attempts  at  strong  voluntary  contraction  result 
in  the  production  of  an  interference  pattern  char- 
acterized by  a decreased  height  of  all  potentials 
(loss  of  muscle  fibers  in  each  motor  unit)  with  a 
normal  number  of  motor  units  (no  loss  of  neurons). 
See  Figure  6,  and  compare  with  Figures  4 and  5. 

In  neuromuscular  junction  diseases  such  as  my- 
asthenia gravis,  the  electromyogram  will  show  ab- 
normalities typical  of  myopathy.  Using  a pickup 
electrode  over  an  affected  muscle  and  stimulating 
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Figure  7.  Motor  Nerve  Conduction  Velocity  Determination. 
The  ulnar  nerve  is  being  stimulated  at  the  elbow  with  the 
pickup  electrode  over  the  muscles  of  the  hypothenar  em- 
inence. 

its  motor  nerve  repetitively  at  3-10  times  per  sec- 
ond will  result  in  a gradual  decrease  in  the  height 
of  the  muscle  response  as  fibers  with  fatigued  myo- 
neural junctions  stop  responding. 

It  should  be  readily  appreciated  from  the  fore- 
going discussion  that  electromyography  is  by  far 
the  most  refined  technic  available  for  the  detection 
of  motor  unit  disease,  providing  information  that 
the  other  tests  cannot  give  regarding  the  differen- 
tial diagnosis  of  muscle  fiber  disease  from  lower 
motor-neuron  disease. 

The  test  should  be  performed  only  by  a physi- 
cian with  a background  of  neuromuscular  anatomy 
and  physiology  and  a knowledge  of  neuromuscular 
disease.  A prolonged  period  of  training  in  the  per- 
formance of  the  test  and  its  evaluation  is  a pre- 
requisite for  reliable  interpretation. 

MOTOR  NERVE  CONDUCTION  VELOCITY 
DETERMINATION5-  f 

None  of  the  previously  described  tests  is  capable 
of  differentiating  anterior  horn  cell  disease  from 
disease  of  the  axon.  Once  the  disease  is  localized 
to  the  lower  motor  neuron,  the  detection  of  a de- 
creased rate  of  impulse  propagation  along  periph- 


eral motor  nerve  trunks  can  localize  the  disease 
process  to  the  axon. 

In  performing  this  test,  one  fixes  a small  surface 
pickup  electrode  over  a distal  muscle  supplied  by 
the  nerve  to  be  tested.  For  example,  in  testing  the 
ulnar  nerve,  he  would  use  the  hypothenar  emi- 
nence (Figure  7).  A stimulating  electrode  is  then 
applied  to  the  nerve  trunk  proximally  (for  exam- 
ple at  the  elbow),  and  the  time  lapse  between 
stimulation  and  muscle  fiber  discharge  is  noted 
on  the  oscilloscope  (Figure  8 — upper  tracing).  This 


Figure  8.  Photograph  of  the  oscilloscope  tracings  obtained 
from  the  subject  in  Figure  7.  The  upper  tracing  is  the  result 
of  stimulating  the  ulnar  nerve  at  the  elbow.  Time  markers 
occur  every  ^ millisecond.  The  stimulus  artifact,  which  occurs 
at  the  time  of  nerve  stimulation,  is  seen  between  the  second 
and  third  time  markers  at  the  left  side  of  the  tracing,  and 
the  muscle  response  is  seen  as  a sharp  upward  deflection 
at  the  right.  Time  lapse,  stimulus  to  response  is  7.5  msec. 
Time  lapse  from  stimulus  at  the  wrist  (lower  tracing)  to 
response  is  3.0  msec.  Thus  4.5  msec.  (7.5  minus  3.0)  is  the 
time  the  impulse  takes  to  travel  from  the  elbow  site  of  stim- 
ulation to  wrist  site  of  stimulation.  This  distance  measures 
255  millimeters.  Thus  255  mm.  divided  by  4.5  msec,  will  give 
the  rate  of  impulse  propagation:  57  mm.  per  msec,  or  57 
meters  per  second  (Normal  is  45-70  M/sec.). 
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stimulus  is  then  applied  to  the  ulnar  nerve  at  the 
wrist,  and  the  time  lapse  from  stimulation  to  mus- 
cle response  is  again  noted.  It  is  of  course  shorter, 
since  less  distance  is  traveled.  If  we  then  subtract 
this  time  lapse  from  the  first  time  lapse,  we  obtain 
the  time  the  impulse  took  to  travel  from  the  prox- 
imal point  of  stimulation  to  the  distal  point  of 
stimulation.  In  order  to  get  the  actual  rate  of  con- 
duction, we  then  measure  the  distance  between 
these  two  points  and  divide  it  by  the  time  lapse, 
getting  an  answer  in  millimeters  per  millisecond  or 
meters  per  second. 

The  normal  rate  of  conduction  for  the  peroneal, 
median  and  posterior  tibial  nerves  is  40-65  meters 
per  second,  and  for  the  ulnar  it  is  45-70  meters 
per  second.  These  rates  of  conduction  are  normally 
reached  by  two  years  of  age.5 

It  has  been  shown  that  the  rates  of  conduction 
are  normal  in  anterior  horn  cell  diseases  such  as 
polio,  amyotrophic  lateral  sclerosis  or  syringomy- 
elia, but  are  decreased  in  peripheral  neuropathies 
such  as  Guillain-Barre,  Charcot-Marie-Tooth,  dia- 
betic neuropathy,  median-nerve  compression  in 
the  carpal  tunnel,  etc. 

ILLUSTRATIVE  CASE  STUDIES 

1.  A nine-year-old  boy  was  seen  in  the  ortho- 
pedic clinic  for  an  acute,  mild  left-lateral  ankle 
sprain.  On  questioning,  it  was  found  that  he  had 
“turned”  both  ankles  several  times  in  the  past. 
After  his  sprain  healed,  it  was  found  that  there 
was  mild  hvpesthesia  of  the  dorsum  of  the  right 
foot.  The  left  peroneal  muscles  were  slightly  weak- 
er than  the  right,  although  strength  was  fair-plus 
to  good  bilaterally. 

The  electromyogram  showed  positive  waves  in 
the  left  peroneal  muscles.  The  nerve  conduction 
velocity  in  the  peroneal  nerve  was  29  meters  per 
second  on  the  left,  and  19  meters  per  second  on 
the  right  (Normal:  40-65  meters  per  second),  in- 
dicating axonal  disease. 

There  was  no  evidence  of  diabetes,  vitamin  de- 
ficiency or  heavy-metal  poisoning,  nor  was  there 
a family  history  suggestive  of  Charcot-Marie-Tooth 
disease.  It  was  therefore  felt  that  the  patient  prob- 
ably had  had  a mild  infectious  polyneuritis  in  early 
childhood.  One-eighth-inch  lateral  sole  wedges 
were  prescribed  to  place  his  ankles  in  a more  sta- 
ble position. 

2.  A 42-year-old  man  was  seen  because  of  a 
gradual  weight  loss  of  20  pounds  in  six  months,  as- 
sociated with  mild  weakness  of  the  arms  and  an 
unsteady  gait.  He  was  found  to  have  mild,  gener- 
alized muscle  weakness,  but  an  otherwise  normal 
neurologic  examination.  Electromyography  dis- 
closed that  the  voluntary  motor  unit  action  poten- 
tials were  of  short  duration  and  low  amplitude  (a 
myopathic  interference  pattern).  There  were  many 
polyphasic  potentials,  and  many  muscles  showed 
fibrillation  potentials.  These  findings  were  most 
marked  in  the  sacrospinalis,  deltoids,  and  gluteal 
muscles.  Biopsy  of  the  deltoid  revealed  primary 


muscle  degeneration  with  phagocytosis.  A diagno- 
sis of  polymyositis  was  made.  No  evidence  of  ma- 
lignancy was  found  (polymyositis  is  frequently 
associated  with  carcinoma).  The  patient  was  treat- 
ed with  prednisone,  and  experienced  slight  im- 
provement over  the  next  six  months. 

3.  A 32-year-old  truck  driver  was  seen  because 
of  persistent  total  loss  of  muscle  function  and  sen- 
sation in  the  left  forearm  and  hand  since  his  truck 
overturned  in  an  accident  five  weeks  before  exam- 
ination. In  addition  there  was  mild  but  varying 
weakness  of  the  upper  arm  and  shoulder  muscles. 
Reflexes  were  depressed. 

Electromyography  showed  a few  normal-appear- 
ing motor  units  in  each  of  the  eight  muscles  tested 
in  the  left  forearm  and  hand,  with  no  positive 
waves  or  fibrillation  potentials.  Electric  stimulation 
of  the  median  and  ulnar  nerves  produced  prompt 
contraction  in  the  appropriate  muscles  of  the  hand 
and  forearm. 

The  diagnosis  of  conversion  reaction  or  malin- 
gering was  made. 

4.  A 29-year-old  male  complained  of  almost  con- 
stant mid-line  and  right  low  back  pain  with  occa- 
sional sciatic  radiation  for  two  months.  Deep-ten- 
don reflexes  and  sensation  were  normal.  There  was 
questionable  weakness  of  the  right  gastrocnemius- 
soleus.  Straight-leg-raising  was  80  degrees  on  the 
left  and  70  degrees  on  the  right. 

The  electromyogram  demonstrated  positive 
waves  and/or  1+  fibrillation  potentials  in  the  right 
extensor  digitorum  brevis,  in  the  right  medial  gas- 
trocnemius and  in  the  right  sacrospinalis  at  the 
fifth  lumbar  and  first  sacral  levels.  The  diagnosis 
of  right  fifth  lumbar  nerve-root  irritation  was 
made.  Laminectomy  revealed  a herniated  disc  with 
root  compression  at  that  level. 

5.  A 19-month-old  male  infant  was  seen  because 
he  did  not  sit  or  stand.  He  had  generalized  hypo- 
tonia and  only  traces  of  deep-tendon  reflexes.  All 
lower-extremity  muscles  were  weak.  The  shoulder 
muscles  were  not  anti-gravity,  but  the  hand  and 
forearm  muscles  were  functional.  No  contractures 
were  noted. 

The  electromyogram  showed  2+  to  3+  fibrillation 
potentials  in  most  upper-  and  lower-extremity 
muscles,  with  a neuropathic  interference  pattern. 
Nerve-conduction  velocity  was  normal,  indicating 
anterior  horn  cell  disease.  The  diagnosis  of  pro- 
gressive spinal  atrophy  of  infancy  (Werding-Hoff- 
mann  disease)  was  made.  At  the  age  of  45  months, 
a tracheostomy  was  necessary  because  he  had  dif- 
ficulty handling  secretions,  and  his  muscle  power 
continued  to  decline.  He  died  at  age  5. 

SUMMARY 

Electrodiagnosis  can  aid  the  clinician  in  the  dif- 
ferential diagnosis  of  diseases  of  the  motor  unit  by 
localizing  the  disease  process  to  the  anterior  horn 
cell,  axon,  neuro-muscular  junction  or  muscle 
fiber. 

The  disease  can  be  further  determined  to  be 
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generalized  (for  example,  amyotrophic  lateral 
sclerosis,  Guillain-Barre,  muscular  dystrophy)  or 
localized  (for  example,  root-compression  syn- 
dromes or  peripheral-nerve  lesions). 

These  technics  are  applicable  to  infants  and  chil- 
dren as  well  as  to  adults,  and  in  fact  are  of  great 
help  in  young  patients  in  whom  adequate  clinical 
evaluation  is  more  difficult.3’  4 

Such  studies  may  be  indicated  whenever  muscle 
weakness  is  found  or  nerve  damage  is  suspected 
and  the  diagnosis  is  in  doubt. 

REFERENCES 

1.  Adrain,  E.  D.  and  Bronk,  D.  W.::  Discharge  of  impulses 
in  motor  nerve  fibers.  J.  Physiol.,  67:119-151,  (Mar.)  1929. 

2.  Licht,  Sidney,  editor:  Some  Clinical  Applications  of 


Electroneurophysiology,  Especially  Electrodiagnosis  and  Elec- 
tromyography (Physical  Medicine  Library  Vol.  I),  New 
Haven,  Conn.  Elizabeth  Licht,  Pub.,  1956. 

3.  Jebsen,  R.  H.,  Johnson,  E.  W.,  Knobloch,  H.,  and  Grant, 
D.  K.:  Differential  diagnosis  of  infantile  hypotonia.  AMA  J. 
Dis.  Child.,  101:8-17,  (Jan.)  1961. 

4.  Johnson,  E.  W.:  Examination  for  muscle  weakness  in 
infants  and  small  children.  J.A.M.A.,  16S:  1306-1313,  (Nov.  8) 
1958. 

5.  Johnson,  E.  W.  and  Olsen,  K.  J.:  Clinical  value  of  motor 
nerve  conduction  velocity  determination.  J.A.M.A.,  172:2030- 
2035,  (Apr.)  1960. 

6.  Johnson,  E.  W.:  Practical  value  of  electromyography. 
Ohio  State  Med.  J.,  57:641-644,  (June)  1961. 

7.  Clinical  Examinations  in  Neurology,  by  Members  of 
Sections  of  Neurology  and  Section  of  Physiology,  Mayo 
Clinic  and  Mayo  Foundation  for  Medical  Education  and 
Research.  Philadelphia.  W.  B.  Saunders  Company,  1956. 

8.  Shea,  P.  A.  and  Woods,  W.  W.:  Diagnostic  value  of  elec- 
tromyograph. Brit.  J.  Phys.  Med.,  19:36-43,  (Feb.)  1956. 


A check  for  $15,375.50  was  given  to  the  State  University  of  Iowa  College  of  Medicine  by  the  American  Medical  Associa- 
tion Educational  Research  Foundation  at  the  IMS  annual  meeting  in  April.  Dr.  S.  P.  Leinbach  (left),  chairman  of  the  Soci- 
ety's board  of  trustees,  is  shown  here  as  he  made  the  presentation  to  Dean  Robert  C.  Hardin,  who  accepted  the  gift  on 
behalf  of  the  College  of  Medicine.  Most  of  the  money  was  contributed  by  Iowa  physicians.  (Dr.  R.  F.  Birge,  secretary  of 
the  Society,  is  seated  at  the  far  right.) 


Some  Background  Material  for  an  Understanding  of  the 

Serologic  Test  for  Syphilis  and  the 
Biologic  False  Positive* 


SOLOMON  GREENHILL,  M.D. 
Des  Moines 


I was  stimulated  to  select  this  subject  for  presen- 
tation when  my  help  was  asked  in  evaluating  an 
ambiguous  serology  report  on  a patient.  A battery 
of  tests  indicated  inconsistent  findings.  One  test 
was  reactive,  but  another  test  was  not.  Did  the  pa- 
tient have  syphilis,  or  didn’t  he?  Was  treatment 
indicated?  Were  we  confronted  with  a so-called 
“biologic  false  positive”?  If  so,  what  did  it  por- 
tend? 

To  interpret  these  findings — to  understand  the 
seeming  vagaries  of  these  tests — it  is  necessary  to 
recall  some  basic  immunologic  facts  and  hypoth- 
eses.1 Bacteria  are  bundles  of  antigens.1  The  abil- 
ity of  an  antigen  to  stimulate  antibody  produc- 
tion depends  upon  its  mass,  its  chemistry,  its  spa- 
tial configuration  and  other  factors.  Substances 
may  become  antigenic  when  combined  with  hap- 
tens, and  the  resulting  antibody  will  react  with  the 
hapten  itself.  Some  antigens  are  good  stimulators, 
and  others  within  the  same  bacterium  are  poor 
stimulators  of  antibody  production.  Some  antigens 
repress  others. 

We  once  thought  that  it  was  antigen  from  an 
exogenous  source  which  stimulated  antibody  for- 
mation in  a host.  In  some  experiments,  however, 
it  has  been  shown  that  after  a prenatal  acquaint- 
ance with  a foreign  antigen,  an  animal  may  fail  to 
react  to  this  foreign  antigen  postnatally.  There 
are  also  auto-immune  phenomena,  with  the  de- 
velopment of  auto-immune  antibodies.  The  hypoth- 
esis of  self-recognition — that  an  individual  will 
not  react  against  substances  indigenous  to  him — is 
no  longer  tenable.  Experiments  have  shown,  and 
certain  diseases  such  as  chronic  thyroiditis  now  in- 
dicate, that  under  certain  conditions  autologous 
antigens  may  be  so  altered  that  an  individual  will 
react  against  his  own  lens,  his  own  testicles,  thy- 
roid, and  adrenal.2  There  are  species-specific  anti- 
gens, and  there  are  antigens  common  to  many 

* Read  before  the  Medical  Study  Club,  Des  Moines,  Oct.  15, 
1962. 


species.  In  the  Treponema  pallidum  for  example, 
among  other  antigens3  two  have  been  clearly  dif- 
ferentiated. The  soluble  protein  fraction  is  the 
species-specific  antigen.  This  one,  when  injected 
into  a suitable  animal,  stimulates  the  development 
of  antibodies  which  are  to  some  degree  protective. 
Parenthetically,  although  there  are  the  usual  anti- 
bodies which  destroy  the  activity  of  the  antigen, 
there  are  others  which  will  react  with  the  antigen 
but  will  not  destroy  its  activity  at  all.  The  other 
antigen  in  the  spirochete — a common  antigen — is 
the  lipoidal  one.  This  lipoidal  antigen  is  found  in 
other  bacteria,  in  the  living  tissue  of  animals  and 
in  some  plants.  It  stimulates  the  production  of  anti- 
bodies in  man,  but  since  these  are  non-specific, 
they  have  been  called  reagins  to  distinguish  them 
from  specific  antibodies.  Recall  that  reagins  in  low 
titer  are  found  in  normal  human  beings.  They  are 
increased  in  titer  in  the  course  of  many  diseases 
other  than  syphilis — in  malaria,  in  leprosy,  in 
febrile  conditions,  following  smallpox  vaccination, 
in  pregnancy,  in  narcotic  addiction  and  in  any  dis- 
turbed metabolic  condition.4 

These  reactions  are  all  biologic  phenomena — re- 
actions of  the  host  to  the  antigen.  They  indicate 
presence  or  absence  of  reagin,  not  presence  or 
absence  of  syphilis.  Yet  in  these  tests  it  has  be- 
come the  custom  to  speak  of  the  reaction  to  an- 
tigens other  than  syphilis  as  “biological  false  posi- 
tive (BFP).”  There  may  be  no  syphilis,  but  there 
is  nothing  false  about  the  reaction.  It  is  just  that 
the  BFP  reactor  produces  a substance  similar  to 
or  identical  with  the  reagin  produced  by  syphilis. 

When  the  reagin  disappears  spontaneously  with- 
in three  to  six  months,  in  the  above-mentioned 
conditions  other  than  syphilis,  the  reaction  is 
termed  “an  acute  BFP”;  and  as  in  systemic  lupus 
erythematosus,  where  the  reagin  may  remain  long- 
er than  six  months  or  even  for  life,  the  reaction 
is  called  “a  chronic  BFP.” 

In  syphilis,  it  is  hypothesized  that  the  spirochete 
damages  the  tissues  of  the  host,  releases  the  lipoid 
phospholipid,  which  is  a stubstance  identical  with 
a fraction  of  the  spirochete  itself,  and  combines 
with  this  lipoidal  substance,  as  hapten,  to  stim- 
ulate reagin  production.  Many  different  antibodies 
or  reagins  follow  infection  with  syphilis.  The  an- 
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tigen  in  each  test  for  syphilis  evokes  an  antibody 
responsive  to  it. 

Slight  differences  in  chemistry  arouse  differ- 
ences in  antibody  response.  This  is  one  reason  for 
the  differences  in  readings  that  result  from  differ- 
ent tests  on  the  same  blood  serum  sample.  If  one 
is  to  compare  tests,  therefore,  each  test  must  be 
very  accurately  standardized.  The  standard  tests 
detect  reagin  within  three  to  six  weeks  after  infec- 
tion; the  treponemal  tests  reveal  the  antibody 
after  six  to  ten  weeks.  The  patterns  of  develop- 
ment vary  from  antibody  to  antibody.  The  ability 
to  detect  antibody  or  reagin  in  syphilis  depends 
not  only  upon  the  test  used  and  upon  how  long 
the  infection  has  persisted  when  the  test  is  per- 
formed, but  also  upon  whether  or  not  the  patient 
has  been  treated,  upon  the  time  during  the  course 
of  the  infection  when  the  treatment  was  admin- 
istered, and  upon  the  amount  of  treatment  he  was 
given.  Electrophoresis1  demonstrates  that  the  Was- 
sermann  reagin  is  concentrated  in  the  slow-mov- 
ing gamma  globulin;  that  the  Treponema  pallidum 
immobilization  antibody  is  found  in  the  fast-mov- 
ing gamma  globulin;  and  that  the  agglutination 
antibody  is  distributed  in  more  than  one  fraction, 
suggesting  more  than  one  antibody.  Except  for 
their  ability  to  react  with  specific  antigens,  anti- 
body globulins  show  no  chemically  recognizable 
differences  from  normal  globulins. 

Let  us  not  forget,  therefore,  that  these  tests  are 
laboratory  procedures,  of  greater  or  lesser  difficul- 
ty of  performance,  and  subject  to  more  or  less  er- 
ror.5 The  test  may  be  performed  on  an  individual 
before  antibodies  have  had  time  to  develop,  or 
after  his  antibodies  have  vanished.  The  laboratory 
procedure  is  an  aid  to  diagnosis,  and  not  a sub- 
stitute for  all  the  factors  involved  in  making  a 
diagnosis.  Since  normal  individuals  sometimes 
have  reagin  autochthonously,  the  fact  that  an 
animal  or  man  has  antibodies  which  react  with  a 
specific  organism  merely  suggests  that  the  host 
may  have  been  infected  by  that  agent. 

A SPECIFIC  TEST  HASN'T  YET  BEEN  DEVISED 

Bordet  and  Gengou1  discovered  the  complement 
fixation  reaction  in  about  1898.  Wassermann,  Neis- 
ser  and  BruckG  applied  it  to  syphilis,  using  the 
extract  of  syphilitic  livers  of  stillborn  infants.  At 
the  time,  it  was  thought  to  be  a specific  test — i.e., 
those  who  reacted  to  it  had  syphilis,  and  those 
who  did  not,  did  not  have  syphilis.  This  concept 
was  negated  when  Marie  and  Levaditi  found  that 
extracts  of  normal  livers  were  equally  good  anti- 
gens for  determining  the  presence  of  syphilis  in 
the  serums  of  patients.  They  were  followed  by 
Poges  and  Meier,  who  showed  that  beef  heart  was 
a good  source  of  antigen.  Thus  it  was  discovered 
that  the  tests  were  not  specific  ones,  as  performed 
up  to  that  time,  and  that  the  tests  had  the  seed  of 
the  so-called  “biologic  false  positive”  reaction. 

Along  with  these  observations,  individuals  were 
found,  as  stated  before,  who  though  free  of  syph- 


ilis, produced  reactive  test  results.  Since  a specific 
treponemal  test  was  not  available,  increasing  ef- 
forts were  exerted  to  develop  a more  sensitive 
reagin  test,  to  include  all  individuals  with  syphilis, 
while  at  the  same  time  remaining  specific7 — i.e., 
excluding  all  those  who  did  not  have  syphilis. 
They  culminated  in  1942,  when  Pangborn6  intro- 
duced the  phospholipid  cardiolipin  additionally 
sensitized  with  cholesterol  and  lecithin  as  antigen. 
This  is  the  antigen  used  in  the  VDRL  test,  which 
is  the  most  commonly  used  test  today,  and  which 
has  a very  high  index  of  specificity  and  sensitivity. 

Other  complement  fixation  procedures  such  as 
flocculation,  and  agglutination  had  been  developed. 
In  this  procession7  you  will  recall  the  names  of 
Kolmer,  Kline,  Hinton,  Mazzini,  Rein-Bozzak  and 
Eagle.  These  tests  are  all  non-specific.  They  meas- 
ure a reagin  which  is  not  a protective  antibody, 
produced  by  an  antigen  which  is  not  a specific  an- 
tigen; yet  this  reagin  is  produced  by  practically 
every  patient  who  becomes  infected  with  syphilis, 
so  that  paradoxically  a reactive  serology  indicates 
syphilis  with  a very  high  degree  of  accuracy. 

With  the  advent  of  penicillin  and  the  seeming 
conquest  of  syphilis,  the  finding  of  a positive  serol- 
ogy took  on  an  increased  importance.  With  a 
smaller  incidence  of  primary  and  secondary  syph- 
ilis, the  ratio  of  BFP’s  to  latent  syphilis  cases  in- 
creased. Theoretically  a treponemal  antigen  could 
solve  the  problem. 

In  1947,  while  attempting  to  culture  the  Trep- 
onema pallidum  in  vitro , Nelson7  discovered  the 
immobilizing  antibody,  and  devised  the  Trepone- 
ma pallidum  immobilization  test8  (TPI).  In  this 
test,  the  antigen  is  the  etiologic  agent  itself,  and 
the  antibody  is  a specific  one  which  reacts  with 
the  etiologic  agent.  But  even  that  test  does  not 
solve  the  problem.  It  not  only  gives  cross  reactions 
with  other  spirochetal  diseases  but  also  has  some 
other  shortcomings.  The  antibodies  do  not  appear 
in  the  serum  until  about  six  weeks  after  infection; 
antibodies  may  be  present  for  six  months  in  the 
blood  of  an  infant  who  has  been  uninfected  by  its 
adequately-treated  mother;  and  no  antibodies  have 
been  found  in  a number  of  cases  of  late  tabes 
dorsalis. 

The  TPI  test  requires  living  organisms;  it  is 
very  difficult  to  perform;  and  it  is  very  expensive. 
Other  tests  have  been  devised  which  circumvent 
these  objections.9  Reiter  developed  a non-virulent 
treponeme  which  is  easily  grown  in  vitro.  From 
this,  D’Allesandro  extracted  an  antigen  which  is 
used  in  the  Reiter  protein  complement  fixation 
test  (RPCF).10  The  multiplicity  of  tests  which 
have  evolved  is  quite  confusing.9  Yet  I should 
mention  two  more  which  may  be  destined  to  be- 
come prominent:  the  fluorescent  treponemal  anti- 
body test  (FTA),11  following  the  work  of  Coons, 
of  Harvard;  and  the  rapid  plasma  reagin  test 
(RPR),12  by  Portnoy-Bossak.  The  latter  utilizes 
unheated  serum  or  plasma,  which  was  not  possible 
previously;  it  decreases  time,  personnel,  and  tech- 
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nical  equipment  requirements;  and  the  test  results 
are  available  in  ten  minutes.  It  is  more  sensitive 
than  the  standard  reagin  tests  (VDRL),  but  it 
loses  none  of  their  specificity. 

Note  that  reagin,  and  the  TPI  and  RPCF  test 
antibodies  are  all  different  immunologic  host  re- 
sponses. There  is  a variability  in  the  time  of  ap- 
pearance of  these  antibodies  after  infection,  and 
in  their  course  during  the  natural  history  of  syph- 
ilis. The  VDRL  test  becomes  positive  about  four  to 
six  weeks  after  infection;  the  TPI  test  in  six  to 
10  weeks.  If  treatment  is  instituted  early,  the  pa- 
tient may  never  become  sero-positive  to  either 
test.  If  treatment  is  given  late,  the  reagin  test 
usually  declines  gradually,  but  may  remain  at  a 
low  titer,  and  the  TPI  remains  positive  for  a long 
time,  although  it  too  may  ultimately  become  nega- 
tive. This  may  happen  also  without  any  treatment. 
The  incubation  period  for  an  acute  BFP,  in  a 
disease  or  illness  which  may  give  rise  to  it,  is 
often  seven  to  21  days;  it  becomes  negative  in 
about  three  to  six  months.  Drugs13  may  give  rise 
to  a BFP.  At  this  point,  it  is  well  to  recall  that 
during  therapy  for  essential  hypertension  with 
hydralazine  hydrochloride  ( Apresoline),4  this  drug 
causes  not  only  a positive  L.E.  test,  but  also  a 
BFP.  Finally,  a “chronic  BFP,”  as  in  L.E.,  may  in- 
dicate an  abnormality  of  the  immunologic  ap- 
paratus, perhaps  an  auto-immune  disease.  Con- 
sidering the  above  variables,  the  conclusion  is  in- 
evitable that  these  tests  indicate  the  immunolog- 
ic status  of  the  individual  with  special  regard 
to  the  response  to  the  antigen  used  in  the  test. 

There  has  been  a recrudescence9’  14>  15’  23  of 
syphilis  in  the  last  few  years  (since  1955-56).  The 
use  of  penicillin  for  gonorrhea  and  other  diseases 
has  camouflaged  but  has  not  eliminated  many  cases 
of  syphilis.  Making  an  accurate  diagnosis,  there- 
fore, is  increasingly  important. 

The  Serology  Evaluation  and  Research  Assem- 
bly (SERA),5’17  in  which  38  laboratories  partic- 
ipated, concluded:  “The  results  of  the  evaluation 
do  not  support  the  assumption  that  treponemal 
and  Reiter  protein  tests  are  especially  valuable  in 
distinguishing  a syphilitic  specimen  from  a BFP, 
or  that  they  are  much  better  for  this  purpose  than 
the  non-treponemal  test.” 

SOME  PRACTICAL  SUGGESTIONS 

What  procedures,  then,  offer  a practical  method 
of  differentiating  between  syphilis  and  a BFP? 
Carpenter  and  Miller  in  the  new  England  jour- 
nal,18 and  Knox  and  Moore  in  the  southern  med- 
ical journal19  have  proposed  similar  methods. 
The  first  determination  is  made  with  a standard 
reagin  test,  e.g.,  the  VDRL.20  If  this  is  non-reac- 
tive, is  excludes  syphilis  as  well  as  any  serologic 
test  can  do  it.  In  patients  in  whom  the  clinical 
and  epidemiologic  findings  do  not  oppose  the 
diagnosis  of  syphilis,  this  test  indicates  syphilis 
with  a high  degree  of  reliability.  If  the  patient  is 
reactive  when  clinical  and  epidemiologic  considera- 


tions do  oppose  the  diagnosis,  the  physician  should 
perform  whichever  treponemal  antigen  test  is 
most  readily  available  and  least  expensive,  such  as 
the  RPCF.  If  they  both  produce  reactions,  then 
syphilis,  past  or  present,  is  indicated.  If  the  VDRL 
test  is  positive  and  the  RPCF  is  negative,  the  pa- 
tient has  either  a BFP  or  a case  of  very  early 
syphilis,  previously  treated  syphilis,  or  syphilis  of 
long  duration.  Then  one  should  have  a PTI  done. 
A reactive  test  usually  indicates  past  or  present, 
syphilis,  and  a non-reactive  test  indicates  either 
that  syphilis  is  not  present,  that  the  previous  test 
result  was  a BFP,  or  that  the  patient  has  very 
early  syphilis. 

SUMMARY 

To  summarize:  No  serologic  test  is  pathogno- 
monic for  syphilis.21  There  is  no  single  serologic 
test  for  syphilis  that  is  sufficiently  sensitive  to  de- 
tect every  stage  of  the  disease  and  which  is,  at  the 
same  time,  specific  for  syphilis.  Therefore,  one  is 
misguided  if  he  thinks  that  a positive  PTI  means 
syphilis  and  that  a negative  TPI  means  no  syphilis. 
Rather,  such  findings  inform  us  of  the  immunolog- 
ic status  of  the  patient  in  relation  to  the  antibody 
being  tested. 

The  laboratory  cannot  substitute  for  knowledge. 
The  physician  must  know  syphilis.  He  must  take 
a good  history,  and  do  a complete  physical  exam- 
ination and  he  must  check  both  against  the  ep- 
idemiologic background. 

He  must  understand  the  limitations  of  the  sero- 
logic tests  that  have  been  done.  A darkfield  is  still 
the  best  test  for  establishing  primary  syphilis,  and 
yet,  the  serologic  test  for  syphilis  is  unchallenged 
as  the  most  effective  device  in  screening  for  syph- 
ilis. 

The  STS,  although  a non-specific  test,  paradox- 
ically is  still  one  of  the  most  accurate  laboratory 
procedures  in  its  ability  to  indicate  the  presence 
of  syphilis.  It  is  unjustifiable,  however,  to  make  a 
diagnosis  of  syphilis  on  the  basis  of  a single  speci- 
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men.- 

Because  of  the  reversal  of  the  downward  trend 
in  syphilis,  we  must  think  first  of  syphilis  if  there 
is  a reactive  serology.  Whereas  it  used  to  be  easy 
to  diagnose  syphilis  but  very  difficult  to  treat  it, 
now  it  is  hard  to  diagnose,  but  easy  to  treat  the 
disease.6  If  the  decision  is  a BFP,  it  indicates  con- 
ditions in  which  prognosis  is  more  grave,  often 
necessitating  lengthy,  detailed,  and  repeated  in- 
vestigation to  arrive  at  a diagnosis. 
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Four  of  the  fourteen  Iowa  physicians  who  were  honored,  in  April,  for  50  or  more  years  of  practice,  attended  the  annual 
banquet  and  are  shown  here  after  they  were  awarded  life  memberships  in  the  Society.  Standing,  left  to  right  front,  are: 
Harold  A.  Spilman,  M.D.,  Ottumwa;  Gerald  V.  Caughlan,  M.D.,  Council  Bluffs;  Thomas  L.  Vineyard,  M.D.,  Ottumwa;  and 
T,  F.  Thornton,  Sr.,  M.D.,  Waterloo.  Also  honored,  but  not  pictured,  were  Clyde  E.  Thomas,  M.D.,  Keystone;  Carl  L.  Brad- 
ley, M.D.,  Newhall;  Thomas  R.  Campbell,  M.D.,  Sioux  Rapids;  Ezra  L.  Wurtzer,  M.D.,  Clear  Lake;  Jesse  L.  Saar,  M.D.,  Don- 
nellson;  William  E.  Ash,  M.D.,  Council  Bluffs;  David  R.  Ingraham,  M.D.,  Sewal;  John  R.  Christensen,  M.D.,  Eagle  Grove; 
and  Drs.  Albert  J.  Joynt  and  Ralph  E.  Russell,  both  of  Waterloo.  (Also  shown  in  the  picture  are  Earl  Nightingale  (far  left), 
the  banquet  speaker;  G.  H.  Scanlon,  M.D.  (center),  immediate  past-president;  and  Dr.  S.  P.  Leinbach  (far  right)). 


The  Miniature  X-Ray 

As  A Case-Finding  Technic 

For  Heart  Disease  and  Carcinoma  of  the  Lung  in  Iowa 


JASON  B.  LIPKIND,  M.D. 
Des  Moines 


In  the  February,  1961,  issue  of  the  journal  of 
chronic  diseases,  W.  B.  Thompson,  M.D.,  and  as- 
sociates* * reported  on  a study  of  cardiovascular- 
disease  screening  by  means  of  miniature  x-rays, 
and  reviewed  the  literature  on  that  subject.  They 
came  to  the  conclusion  that  the  chest  x-ray  can 
be  used  effectively  for  case  finding  of  cardiovas- 
cular disease  in  adult  populations. 

The  Iowa  State  Department  of  Health  and  the 
Iowa  Tuberculosis  and  Health  Association  main- 
tain three  mobile  x-ray  units,  which  take  about 
70,000  photofluorograms  a year.  Besides  facilitat- 
ing the  follow-up  of  all  persons  in  whom  tuber- 
culosis is  suspected,  these  agencies  send  letters 
to  all  persons  whose  films  are  suspicious  either 
for  heart  diease  or  for  carcinoma  of  the  lung, 
urging  that  they  report  to  their  physicians  for 
further  diagnostic  testing.  The  physician,  in  each 
instance,  is  likewise  notified  of  the  findings. 

To  ascertain  the  value  of  the  photofluorogram 
in  detecting  heart  disease  and  lung  cancer  here 
in  Iowa,  all  of  the  people  whose  films,  between 
March  1,  1961,  and  February  28,  1962,  had  sug- 
gested heart  disease  or  lung  cancer  were  made 
the  subjects  of  a study.  A questionnaire  was  sent 
to  the  physician  to  whom  each  of  them  had  been 
referred,  asking  (1)  whether  the  patient  had 
come  to  him  for  further  studies,  and  (2)  what 
had  been  his  findings. 

This  study  was  not  meant  to  be  an  evaluation 
of  the  photofluorogram  program  as  a whole,  for  it 
did  not  cover  the  follow-up  of  patients  with  re- 
ported tuberculosis  in  various  stages,  hilar  node 
calcification,  pneumonitis,  increased  bronchovas- 

Dr.  Lipkind  is  director  of  the  Division  of  Gerontology 
and  Chronic  Diseases  in  the  Iowa  State  Department  of 
Health,  and  on  loan  from  the  U.  S.  Public  Health  Service. 

* Thompson,  W.  B.,  Hudnut,  H.  B.,  Jr.,  Russo,  P.  E., 
Brown,  F.  R.,  and  Mosley,  K.  T.:  Study  of  cardiovascular 
disease  screening  with  miniature  chest  x-ray.  j.  chron. 
dis.,  13:148-160,  (Feb.)  1961. 


cular  markings,  emphysema  or  abnormal  aortas, 
all  of  which  are  reported  to  the  respective  pa- 
tients’ physicians. 

FOLLOW-UP  OF  SUSPECTED  HEART  DISEASE 

From  March  1,  1961,  through  February  28,  1962, 
a total  of  70,640  photofluorograms  had  been  taken, 
and  in  the  opinion  of  the  radiologist  who  read  the 
x-rays,  942  (1.3  per  cent)  of  them  had  contained 
evidence  of  heart  abnormalities.  Nine  hundred 
thirty-three  questionnaires  were  sent  out  regard- 
ing those  942  patients,  and  738  (79  per  cent)  of 
them  have  been  returned.  However,  108  of  the 
returned  questionnaires  have  indicated  no  follow- 
up by  the  patient.  Thus,  only  630  (67  per  cent) 
of  the  942  persons  tentatively  diagnosed  as  having 
abnormal  heart  conditions  had  been  followed  up. 

TABLE  I 

PHYSICIANS'  REPLIES  TO  QUESTIONNAIRE 
REGARDING  PERSONS  REFERRED  FOR  STUDY 
OF  SUSPECTED  HEART  ABNORMALITIES 


Patients 

Number  Per  Cent 


No  follow-up  questionnaire  sent  

Questionnaire  sent  but  not  returned  by  doc- 
tor   

Questionnaire  reported  that  patient  did  not 
have  follow-up 

Questionnaire  was  returned  with  follow-up  in- 
formation . . 

Totals 


9 

1 

195 

21 

108 

1 1 

630 

67 

942 

100 

Of  those  630  patients  who  had  follow-up,  487  (77 
per  cent)  had  previously-recognized  heart  disease 
without  evidence  of  deterioration;  43  (7  per  cent) 
were  diagnosed  as  heart-disease  cases  for  the  first 
time  as  a result  of  referral  from  the  x-ray  program; 
31  (5  per  cent)  showed  first  evidence  of  deteriora- 
tion of  a previously -known  heart  condition;  and 
69  (11  per  cent)  were  reported  as  having  no  heart 
disease. 
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TABLE  2 

REPORTED  RESULTS  OF  HEART  DISEASE 
FOLLOW-UP  STUDIES 


Patients 

Number  Per  Cent 

Heart  disease  not  confirmed  

69  II 

Heart  disease  confirmed 

561  89 

Totals  

630  100 

TABLE  3 

BREAK-DOWN  OF  CONFIRMED 

HEART-DISEASE 

CASES 

Patients 

Number  Per  Cent 

Known  heart-disease  condition  unchanged  487  77 

Known  heart-disease  condition  deteriorated  31  5 

New  heart  disease 43  7 


Known  heart-disease  condition  unchanged  487  77 

Known  heart-disease  condition  deteriorated  31  5 

New  heart  disease 43  7 

Totals  . 561  89 


Table  1 shows  that  312  patients  were  lost  to 
follow-up.  If  one  can  assume  that  the  follow-up 
findings  in  that  group  would  have  been  propor- 
tional to  the  actual  follow-up  findings  reported  in 
Table  3,  then  there  would  have  been  47  cases  with 
first  evidence  of  deteriorated  known  disease,  and 
66  new  cases  among  the  942  whose  x-rays  were 
interpreted  as  showing  abnormal  hearts. 

With  these  figures,  the  case-finding  percentages 
would  have  been: 

-A6g6^„  = .094  per  cent  (94  cases  per  100,000  x-rays) 

70,640 

— new  cases 

^^  = .066  per  cent  (66  cases  per  100,000  x-rays) 
— deteriorated  cases. 

FOLLOW-UP  OF  SUSPECTED  LUNG  CANCER 

Possible  malignancy,  coin  lesions  or  mediastinal 

TABLE  4 

PHYSICIANS'  REPLIES  TO  GUESTIONNAIRES 
REGARDING  PERSONS  REFERRED  FOR  STUDY  OF 
SUSPECTED  LUNG  CANCER 


Patients 

Number  Per  Cent 


Questionnaire  sent  but  not  returned  ...  20  15 

Questionnaire  reported  that  patient  did  not 

have  a lollow-up  18  13 

Questionnaire  was  returned  with  follow-up  in- 
formation   97  72 

Totals  ..  135  100 


masses  had  been  suspected  in  the  lungs  of  135 
people,  on  the  basis  of  the  x-rays  taken  during  the 
study  period.  Of  the  questionnaires  mailed  regard- 
ing these  135  people,  a total  of  115  (85  per  cent) 
have  been  returned.  Of  the  115  returned  ques- 
tionnaires, 18  have  indicated  no  follow-up.  Thus, 
97  persons  were  followed  up;  28  of  them  (29  per 

TABLE  5 

REPORTED  RESULTS  OF  FOLLOW-UP  OF 
POSSIBLE  LUNG  CANCER  CASES 


Patients 

Number  Per  Cent 

Abnormal  findings  not  confirmed  14  14 

Abnormal  findings  confirmed  83  86 

Totals  Y7  100 


cent)  had  new  disease;  and  14  (14  per  cent)  were 
reported  as  having  no  disease  (Tables  4,  5 and  6). 

Besides  lung  carcinoma,  the  new  diagnoses  that 
the  physicians  had  made  included  one  lymphoma, 
two  substernal  goiters,  one  neurofibroma,  one 
ganglioneuroma,  one  aneurysm,  one  ‘‘fibroid  tu- 

TABLE  6 

BREAK-DOWN  OF  CONFIRMED  LESIONS 
IN  PATIENTS  WITH  X-RAY  EVIDENCE 
SUGGESTING  CANCER  OF  THE  LUNG 


Patients 

Number  Per  Cent 


Known  abnormality  (benign)  54  56 

New  diagnosis  other  than  carcinoma  23  24 

New  lung  carcinoma  6 6 

Totals  83  86 


mor,”  and  15  benign  “coin  lesions.”  In  one  case,  the 
physician  wasn’t  yet  ready  to  commit  himself. 

SUMMARY 

A survey  was  made  to  determine  the  effective- 
ness of  the  photofluorogram  program  as  a case- 
finding technic  for  heart  disease  and  lung  cancer. 

In  a one-year  period,  during  which  70,640  x-rays 
were  taken,  942  patients  were  referred  to  phy- 
sicians for  suspected  heart  disease,  and  630  of  them 
were  followed  up.  Forty-three  of  them  had  new 
heart  disease,  and  31  had  the  first  evidence  of  de- 
terioration of  known  heart  disease. 

Of  135  having  possible  evidence  of  lung  carci- 
noma, on  the  basis  of  x-ray  findings,  97  were  fol- 
lowed up,  and  six  were  newly  diagnosed  as  having 
cancer  of  the  lung. 


Histoplasmin  Skin  Testing  at 
An  Iowa  Mental  Hospital 


HANS  S.  FRENKEL,  M.D. 

Clarinda 

Numerous  histoplasmin  skin-testing  programs 
have  been  reported  during  the  past  several  years. 
The  percentage  of  positive  skin  reactions  to  his- 
toplasmosis has  varied  in  different  areas,  from  21 
per  cent  found  by  Furcolow  in  Missouri  to  as  high 
as  85.6  per  cent  found  by  Zeidberg  in  a Tennessee 
survey.  Recent  studies  have  shown  that  histoplas- 
mosis is  as  common  in  the  Middle  Atlantic  states 
as  in  the  Middle  Western  United  States,  where  it 
is  known  to  be  endemic. 

A recheck  of  some  of  the  old  inmates  of  the  Cla- 
rinda Mental  Health  Institute — ones  who  sup- 
posedly had  had  tuberculosis  at  one  time  or  an- 
other— revealed  that  a considerable  number  had 
roentgenologic  evidence  of  pulmonary  calcification 
compatible  with  histoplasmosis.  Since  the  litera- 
ture provided  no  information  on  the  incidence  of 
histoplasmin  reactions  in  a mental  institute  either 
in  Iowa  or  elsewhere  in  the  United  States,  it  was 
decided  to  skin  test  the  population  of  the  Clarinda 
hospital  in  toto.  The  patients  at  this  institution 
come  from  the  southwestern  counties  of  Iowa,  in- 
cluding the  City  of  Des  Moines  and  the  rest  of 
Polk  County.  Many  of  them  have  been  in  the  in- 
stitution for  the  greater  part  of  their  lives. 

At  the  time  of  the  testing  program,  there  were 
1,131  patients  in  the  hospital,  and  of  these  680 
were  females  and  451  were  males.  To  each  patient, 
0.1  ml.  of  freshly-prepared  histoplasmin  was  ad- 
ministered intracutaneously,  by  means  of  a new 
tuberculin  syringe  and  disposable  needle,  into  the 
flexor  side  of  the  forearm.  The  skin  reactions  were 
read  48  hrs.  later,  and  were  recorded  in  mil- 
limeters. Of  the  1,131  patients  tested,  458  (40.4  per 
cent)  showed  positive  reactions.  The  451  male  pa- 
tients included  208  positive  reactors  (46.1  per 
cent),  and  the  680  female  patients  included  250 
positive  reactors  (36.7  per  cent). 

The  positive  reactors  were  given  complement 
fixation  tests  for  histoplasmosis,  and  four  of  the 
total  group  had  positive  reactions  in  dilutions 


Dr.  Frenkel  is  a private  practitioner,  and  a medical  con- 
sultant at  the  Clarinda  Mental  Health  Institute. 


from  1:8  to  1:64.  The  patient  with  the  reaction  of 
1:64  was  R.  J.,  a 64-year-old  male  who  was  em- 
ployed in  the  farm  operation  at  the  institution. 
He  had  no  clinical  evidence  of  histoplasmosis,  but 
on  x-ray  showed  a soft  coin  lesion  in  the  lower  left 
lobe.  Without  any  treatment,  this  lesion  disap- 
peared over  a period  of  six  months,  and  the  com- 
plement fixation  then  returned  to  a negative  re- 
action. The  other  three  patients  did  not  show  any 
clinical  symptoms  of  histoplasmosis  in  addition  to 
the  radiologic  evidence.  The  complement  fixation 
tests  returned  to  normal  within  a six-month  period 
in  their  cases,  too. 

It  was  impossible  to  find  an  accurate  explana- 
tion for  the  higher  percentage  of  positive  skin  re- 
actions in  the  male  population  of  the  institution, 
but  it  must  be  assumed  that  because  of  their  out- 
side activities,  the  males  have  greater  numbers  of 
exposures  to  histoplasmosis  than  do  the  females. 

SUMMARY 

A survey  of  the  total  population  of  the  Clarinda 
Mental  Health  Institute  for  histoplasmin  sensitivity 
was  carried  out.  Of  the  1,131  patients  tested,  40.4 
per  cent  showed  positive  reactions.  The  female 
population  had  a lower  percentage  of  reactors 
than  did  the  male.  Four  patients  showed  activity, 
as  evidenced  by  positive  complement  fixations. 
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New  Staph  Types  Double 
After  Antibiotics 

Antibiotic  therapy  has  been  shown  to  have  a 
significant  influence  on  the  subsequent  acquisition 
of  staphylococci,  bacteria  normally  harbored  by 
the  body  but  which  can  cause  disease. 

A study  involving  373  children  living  in  a rural 
community  in  upstate  New  York  revealed  that  the 
acquisition  rates  of  new  strains  of  staph  doubled 
after  antibiotic  therapy,  according  to  a report  in 
the  March  30  issue  of  j.a.m.a. 

The  study,  which  extended  over  an  eight-month 
period,  also  revealed  significant  increases  in  pen- 
icillin-resistant strains  after  antibiotic  therapy, 
Drs.  Malcolm  I.  Page,  Clinton  Van  Zandt  Hawn, 
and  Joe  H.  Cannon,  Cooperstown,  N.  Y.,  said. 

The  presence  of  staph  in  the  nose  was  deter- 
mined prior  to  the  use  of  antibiotics,  primarily 
penicillin,  during  their  use  and  for  three  months 
after  their  use,  the  researchers  said. 

The  net  effect  of  antibiotic  therapy  on  nose  car- 
riers of  staph  was  “a  sharp  reduction  in  the  num- 
ber of  carriers  of  sensitive  strains  during  therapy 
with  a significant  increase  in  carriers  of  resistant 
strains  following  therapy.”  Of  3,909  attempts  to  re- 


cover staph  from  children  independent  of  anti- 
biotic therapy,  260  acquisitions  were  made,  or  an 
acquisition  rate  of  6.7  per  100  possibilities.  Fol- 
lowing antibiotic  therapy,  there  were  55  acquisi- 
tions out  of  415  attempts,  or  a rate  of  13.3  per  100 
possibilities. 

Of  the  total  strains  acquired  after  antibiotic 
therapy,  approximately  70  per  cent  were  resistant, 
the  researchers  said.  However,  of  260  strains 
acquired  independent  of  antibiotic  therapy,  only 
109,  or  42  per  cent,  were  resistant,  they  said. 

No  sensitive  strain  of  staph  was  observed  to  be- 
come resistant  either  during  or  after  antibiotic 
therapy,  according  to  the  report. 

The  study  also  showed  that  new  strains  acquired 
by  these  children  during  the  study  did  not  come 
from  members  of  their  immediate  household  nor 
from  the  hospital  in  Cooperstown,  the  physicians 
said.  One  of  the  main  reasons  why  the  hospital  was 
implicated  undoubtedly  was  the  absence  of  ep- 
idemic staph  disease  within  the  institution,  they 
said. 

Staphylococci  are  the  cause  of  most  of  the  super- 
ficial pus-forming  infections  in  man.  They  have 
become  of  increasing  importance  in  recent  years 
because  of  their  capacity  to  develop  resistance  to 
antibacterial  drugs. 


Pictured,  as  they  gathered  at  the  1963  annual  banquet,  are  IMS  past  presidents,  from  left  to  right,  Harold  A.  Spilman,  M.D., 
Ottumwa;  Thomas  F.  Thornton,  M.D.,  Waterloo;  Gerald  V.  Caughlan,  M.D.,  Council  Bluffs;  Walter  D.  Abbott,  M.D.,  Des 
Moines;  Robert  N.  Larimer,  M.D.,  Sioux  City;  George  H.  Scanlon,  M.D.,  Iowa  City;  Otto  N.  Glesne,  M.D.,  Fort  Dodge; 
Wendell  L.  Downing,  M.D.,  LeMars;  John  W.  Billingsley,  M.D.,  Newton;  Ben  T.  Whitaker,  M.D.,  Boone;  and  Robert  L.  Park- 
er, M.D.,  Des  Moines. 
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SUMMARY  OF  CLINICAL  FINDINGS 

A 59-year-old  white  man  was  admitted  to  Univer- 
sity Hospitals  with  the  chief  complaint  of  severe 
leg  pain  of  three  weeks’  duration.  Twenty  years 
before  admission,  he  had  undergone  an  appendec- 
tomy. Thirteen  years  later  (seven  years  before 
admission),  following  an  attack  of  severe  pain  in 
the  chest  and  left  arm,  he  was  told  that  he  had 
experienced  a myocardial  infarction,  and  was  hos- 
pitalized for  two  weeks.  Since  that  time,  he  had 
been  a victim  of  angina  pectoris.  One  year  later 
(six  years  before  his  coming  here),  he  was  admit- 
ted to  a hospital  with  severe  pain  in  the  chest, 
and  was  told  that  he  had  had  another  myocardial 
infarction.  He  was  informed  that  the  subsequent 
electrocardiograms  did  not  suggest  permanent 
heart  damage,  however. 

Thenceforth,  except  for  occasional  angina,  he 
had  remained  well  and  had  been  able  to  do  his 
work  as  a factory  laborer  until  five  months  before 
his  admission  here,  when  he  noted  some  mild 
numbness  in  his  left  hand.  This  persisted,  but  did 
not  become  worse.  Three  months  before  admission, 
he  began  to  note  a swelling  of  the  feet,  which  dis- 
appeared after  a night’s  rest.  The  swelling  became 
progressively  worse,  and  he  began  to  note  weak- 
ness in  both  legs.  About  six  weeks  before  his  ad- 
mission to  Univei’sity  Hospitals,  he  began  to  have 
pain  in  both  calves  and  in  the  region  of  the  Achil- 
les tendon.  He  described  it  as  a dull,  continuous, 
aching  pain,  which  was  unrelated  to  exercise.  The 
pain  became  progressively  more  severe,  and  re- 
quired narcotics  for  relief.  There  was  neither  pain 
in  the  back,  nor  radiation  of  pain  into  the  posterior 
thighs.  Three  days  before  his  admission,  he  devel- 
oped a severe,  steady,  constant  pain  that  tended 
to  be  localized  in  the  right  lower  quadrant  of  the 
abdomen.  He  had  no  complaints  referable  to  the 
gastrointestinal  or  central  nervous  systems.  He 
had  no  past  history  of  renal  disease.  He  had  not 
observed  cloudy  or  dark  urine  and  had  no  symp- 
toms referable  to  the  urinary  tract. 

Physical  examination  on  admission  revealed  a 
blood  pressure  of  160/90  mm.  Hg.  The  pulse  was 
92/min.  and  regular,  and  the  temperature  was 
101. 4°F.  The  patient  looked  acutely  and  chronically 
ill,  having  severe  low-back,  abdominal  and  leg 


pain  at  the  time  of  the  examination.  The  head,  nose 
and  throat  were  normal,  and  there  was  no  lymph- 
adenopathy.  Examination  of  the  ocular  fundi 
showed  grade  II  hypertensive  changes  and  an  old 
occlusion  of  a small  vessel  in  the  left  eye,  accom- 
panied by  surrounding  neovascularization.  Exam- 
ination of  the  lungs  revealed  decreased  breath 
sounds,  but  no  rales.  The  heart  was  neither  en- 
larged nor  overactive.  There  were  no  murmurs. 
The  abdomen  was  soft  except  for  some  mild  guard- 
ing and  tenderness  in  the  right  lower  quadrant. 
The  liver,  spleen  and  kidneys  could  not  be  felt. 
The  bowel  sounds  were  hypoactive.  Rectal  exam- 
ination was  normal.  Pulses  in  the  lower  extremi- 
ties were  present  in  both  posterior  tibials  and  dor- 
sal pedis.  The  right  leg  was  strong,  but  there  was 
some  tenderness  posteriorly  over  the  region  of  the 
sciatic  nerve.  Examination  of  the  left  leg  showed 
some  weakness  in  the  hamstrings  and  quadriceps, 
but  more  pronounced  weakness  on  dorsal  flexion 
or  plantar  flexion  of  the  foot  and  toes.  There  was 
generalized  atrophy  of  the  muscles  of  the  left 
leg.  The  knee  and  ankle  jerks  were  slightly  hyper- 
active, and  there  was  a positive  Babinski  sign  bi- 
laterally. Sensory  examination  revealed  a marked 
loss  of  pain  sensation  in  the  distribution  of  L5 
and  SI  roots  on  the  left. 

Admission  laboratory  studies  showed  a hemo- 
globin of  12.0  Gm.  per  cent.  The  white  blood  count 
was  20,500/cu.  mm.,  with  a differential  smear 
showing  64  per  cent  segmented  polymorphonu- 
clear leukocytes,  35  per  cent  lymphocytes  and  2 
per  cent  monocytes.  The  urine  contained  2+  pro- 
tein, and  gave  a 4+  reaction  for  blood.  Microscopic 
examination  of  the  urine  revealed  18  to  20  red 
blood  cells  per  high-power  field,  and  2 to  4 white 
blood  cells  per  high-power  field.  There  were  occa- 
sional granular  casts.  A chemical  test  for  blood  in 
the  stool  was  2+  positive.  The  erythrocyte  sedi- 
mentation rate  was  80  mm. /hr.  (Westergren) . 
The  Kolmer  complement  fixation  test  was  nega- 
tive. The  blood  urea  nitrogen  was  60  mg.  and  the 
creatinine  was  3.6  mg./lOO  ml.  The  total  serum 
protein  was  6.5  Gm./lOO  ml.,  with  albumin  3.4  and 
globulin  3.1  Gm.  A lupus  erythematosus  prepara- 
tion was  negative.  Roentgen  examination  of  the 
chest  was  interpreted  as  normal  except  for  some 
scarring  in  both  apices.  Intravenous  pyelograms 
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were  attempted,  but  were  unsuccessful.  The  elec- 
trocardiogram suggested  the  possibility  of  an  old 
posterior  myocardial  infarction. 

Soon  after  his  admission  to  the  hospital,  the 
patient  was  cystoscoped.  It  was  observed  that  both 
ureters  effluxed  cloudy,  reddish  urine.  A left  retro- 
grade pyelogram  was  thought  to  be  normal. 

The  patient  gradually  became  more  seriously  ill. 
He  continued  to  have  a fever  that  spiked  to  102 °F. 
daily.  Penicillin  and  streptomycin  were  started 
eight  days  before  his  death,  and  hydrocortisone  in 
a dose  of  200  mg.  daily  was  started  six  days  before 
his  death.  After  this  therapy  was  begun,  his  body 
temperature  returned  to  normal,  but  he  had  severe 
nausea  and  vomiting,  and  loss  of  appetite. 

At  no  time  did  he  have  gross  gastrointestinal 
bleeding,  but  his  stool  was  frequently  positive 
for  blood.  A lumbar  puncture  revealed  an  opening 
pressure  of  130  mm.  H..O,  with  a protein  of  43  mg. 
per  cent.  A Pandy  test  was  interpreted  as  negative. 
A week  before  his  death,  his  blood  urea  nitrogen 
was  110  mg./lOO  ml.,  and  his  sodium  was  127,  his 
potassium  5.6,  and  his  carbon  dioxide  combining 
power  11.7  mEq./L.  Six  days  later,  the  blood  urea 
nitrogen  was  145  mg.  per  cent,  the  creatinine  14.5 
mg.  per  cent,  and  the  potassium  8.1  mEq./L.  Re- 
peated urinalyses  showed  from  2 to  4+  proteinuria, 
and  many  showers  of  red  and  white  blood  cells. 
Oliguria,  which  began  the  week  before  his  death, 
progressed  to  anuria  in  the  next  five  days.  The 
pain  in  his  legs  and  abdomen,  which  had  been  so 
prominent  at  first  as  to  require  narcotics,  sub- 
sided. Progressive  mental  confusion  developed. 
The  patient  died  13  days  after  his  admission  to  the 
hospital. 

CLINICAL  DISCUSSION 

Dr.  E.  O.  Theilen,  Internal  Medicine:  Mr.  Jones 
will  discuss  the  case  as  the  student  representative. 

Mr.  Charles  Jones,  junior  ward  clerk:  The  pa- 
tient under  discussion  had  an  attack  of  pain  in  his 
chest  and  left  arm  seven  years  prior  to  admission. 
One  year  later,  he  had  a similar  attack.  During 
the  next  5 ¥2  years  he  had  occasional  angina.  Myo- 
cardial infarction  and  coronary  artery  insufficiency 
seem  to  have  been  the  most  likely  causes  for  these 
symptoms.  Five  months  prior  to  admission,  he  de- 
veloped persistent  numbness  in  his  left  hand,  for 
which  the  possible  causes  are  Raynaud’s  phenom- 
enon, tabes  dorsalis,  pernicious  anemia  or  ulnar- 
nerve  trauma  of  the  elbow.  Two  months  later,  he 
began  to  have  progressive  swelling  of  the  feet  and 
weakness  of  both  legs.  These  symptoms  could  have 
been  due  to  any  one  of  many  conditions,  among 
them  alcoholic  neuritis,  glomerulonephritis,  lupus, 
polyarteritis  and  congestive  heart  failure.  Pain  in 
the  calves  and  Achilles  tendons  could  possibly 
have  been  caused  by  tabes  dorsalis,  one  of  the  col- 
lagen vascular  diseases  or  acute  intermittent  por- 
phyria. Three  days  before  his  admission,  the  onset 
of  constant  lower  abdominal  pain  made  us  con- 
sider an  acute  abdominal  inflammatory  condition, 


referred  pain  from  myocardial  infarction,  por- 
phyria or  visceral  ischemia. 

The  admission  blood  pressure  was  160/90  mm. 
Hg,  and  there  were  grade  II  hypertensive  changes. 
The  heart  was  not  enlarged,  and  we  interpreted 
this  finding  to  mean  that  congestive  failure  was  not 
present  upon  admission.  The  soft  abdomen,  with 
mild  guarding  and  tenderness  in  the  lower  right 
quadrant,  without  rigidity,  suggests  bowel  in- 
farction. 

The  neurologic  findings  in  the  lower  extremities 
are  indicative  of  both  upper  and  lower  motor- 
neuron  lesions.  These  findings  can  be  encountered 
in  collagen  vascular  diseases,  tabes  dorsalis  and 
uremia. 

The  urine  had  2+  protein  and  granular  casts, 
indicating  a renal  abnormality  and  tubular  degen- 
eration. The  elevated  sedimentation  rate,  negative 
Kolmer  complement  fixation  test  and  negative  LE 
prep  are  interpreted  as  non-specific  of  any  partic- 
ular disease.  The  LE  prep  is  positive  in  80  per  cent 
of  lupus  cases,  and  thus  the  possibility  of  lupus  is 
still  present.  Cystoscopy  revealed  both  ureters 
effluxing  red  urine,  and  this  indicated  a renal 
origin  for  the  hematuria.  The  possible  causes  of 
hematuria  that  we  considered  are  allergic  purpura, 
acute  glomerulonephritis,  collagen  vascular  dis- 
ease and  blood  dyscrasias. 

The  patient  did  not  respond  well,  he  progressed 
to  acute  renal  failure  consistent  with  the  blood 
chemistries,  and  died  13  days  after  admission,  pre- 
sumably of  complications  secondary  to  uremia. 

In  summary,  the  patient  had  many  diffuse  signs 
and  symptoms  which  at  first  did  not  appear  in- 
dicative of  any  specific  disease  entity.  Thus  we 
were  led  to  consider  a collagen  vascular  disease, 
primarily.  Polyarteritis  nodosa  is  our  final  diag- 
nosis, since  it  is  the  best  explanation  of  the  ab- 
dominal pain,  neuropathy,  fever,  leukocytosis  and 
acute  renal  failure.  Also  to  be  considered  are  sys- 
temic lupus  erythematosus  and  acute  glomerulo- 
nephritis. The  final  cause  of  death,  in  our  opinion, 
was  acute  renal  failure. 

Dr.  Theilen:  Dr.  Clifton  has  agreed  to  discuss 
this  case  as  an  unknown. 

Dr.  James  A.  Clifton,  Internal  Medicine:  Our 
patient  was  a man  in  his  fifties  who  had  what  was 
interpreted  as  a myocardial  infarction.  There  is 
certainly  nothing  unusual  about  that.  He  apparent- 
ly had  some  angina  and  subsequently  had  another 
myocardial  infarction.  One  might  wonder  why  his 
electrocardiogram  did  not  show  evidence  of  dis- 
ease, but  the  changes  that  were  present  were  those 
of  an  old  posterior  infarction,  and  as  you  know, 
it  is  sometimes  difficult  to  demonstrate  a posterior 
infarct  on  a routine  electrocardiogram. 

Then  something  happened  to  him  besides  this 
rather  routine  history  of  myocardial  disease.  He 
developed  numbness  in  the  hand.  We  are  told  no 
more  about  this — whether  there  was  motor  dys- 
function or  other  disability.  He  then  developed 
pain  in  his  leg,  and  it  eventually  led  him  to  seek 
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admission  to  the  hospital.  In  one  paragraph  of  the 
protocol  we  are  told  that  he  did  not  have  pain  in 
the  back,  and  in  the  next  we  are  told  that  he  did. 
So  we  don’t  really  know  about  his  back  pain. 

The  pain  in  his  abdomen  was  non-specific  in 
nature,  and  he  did  not  have  any  urinary-tract 
symptoms,  in  spite  of  the  marked  abnormalities  in 
his  urinalysis.  He  had  mild  hypertension,  slight 
tachycardia  and  some  fever,  and  he  appeared  ill. 
There  were  some  changes  in  his  eyegrounds  and 
a little  guarding  in  the  abdomen,  and  the  fact  that 
pulses  in  the  lower  extremities  were  present  might 
have  some  significance  for  those  of  us  who  have 
been  thinking  of  vascular  disease. 

Then  we  come  to  the  changes  in  the  neurologic 
examination.  When  I am  faced  with  a situation 
about  which  I have  some  doubts,  I usually  ask 
someone  more  familiar  with  such  matters,  and  Dr. 
Bell  has  agreed  to  be  my  neurologic  consultant. 
I should  like  to  ask  him  to  come  up  here  and  share 
this  podium  with  me. 

In  the  first  place,  Dr.  Bell,  did  this  man  have 
sciatica? 

Dr.  William  E.  Bell,  Neurology:  My  answer 
would  have  to  depend  upon  what  you  mean  by 
the  term  sciatica.  From  the  protocol,  we  can  state 
without  any  hesitation  that  there  was  evidence 
of  involvement  of  the  sciatic  nerve  in  this  patient, 
and  the  evidence  of  involvement  included  tender- 
ness over  the  nerve  trunk  and  tenderness  in  the 
calf  musculature.  Both  of  these  are  manifestations 
of  sciatic-nerve  involvement,  but  strictly  speaking 
they  aren’t  what  we  ordinarily  call  “sciatica.”  Spe- 
cifically, the  term  sciatica  designates  herniated- 
disc  disease  in  the  low  back,  and  there  is  nothing 
in  this  patient’s  history  to  suggest  that  he  had  any- 
thing of  that  sort.  In  the  old  literature  an  entity 
was  referred  to  as  idiopathic  sciatic  neuritis,  and 
more  and  more  people  are  coming  to  believe  there 
is  such  an  entity  as  sciatic  neuritis  or  isolated  in- 
volvement of  the  sciatic  nerve  without  a compres- 
sion syndrome.  In  answer  to  your  question,  then, 
I don’t  think  this  patient  had  what  we  think  of  as 
sciatic  neuritis,  but  he  did  have  some  variety  of 
involvement  of  the  sciatic  nerve. 

Dr.  Clifton:  Does  the  tenderness  over  the  area 
of  the  right  sciatic  nerve  have  any  bearing  on  the 
differential  diagnosis  of  cord  lesion  versus  periph- 
eral neuritis? 

Dr.  Bell:  Up  to  a point,  it  does.  Tenderness  over 
the  nerve  trunk,  if  it  is  actually  over  the  nerve 
trunk  itself  and  if  it  is  a reliable  physical  finding, 
can  usually  be  taken  as  an  indication  of  a periph- 
eral involvement  of  the  nerve,  as  opposed  to  a 
central  involvement.  An  individual  can  have  com- 
bined cord  disease  and  peripheral  nerve  disease. 
At  least  if  you  find  tenderness  over  the  nerve,  in- 
volvement of  a peripheral  nerve  is  suggested.  Such 
a finding  doesn’t  necessarily  differentiate  between 
a compressive  process  such  as  a herniated  disc  or 
neoplasm  in  the  low  part  of  the  canal,  as  opposed 
to  a peripheral  involvement.  It  is  more  in  keeping 
with  a peripheral  neuropathy,  however. 


Dr.  Clifton:  In  considering  the  possibility  of 
peripheral  neuritis  in  this  man,  what  significance 
should  we  give  to  the  hyperactive  knee  and  ankle 
jerks,  and  the  positive  Babinski  signs? 

Dr.  Bell:  I think  that  the  answer  to  that  question 
will  be  more  apparent  after  you  have  committed 
yourself  a little  further,  for  one  needs  to  discuss 
the  pathogenesis  of  the  basic  disease  before  he  can 
describe  what  actually  happened  here.  These  find- 
ings are  not  incompatible,  and  according  to  the 
protocol  they  actually  occurred.  However,  one 
must  implicate  more  than  just  peripheral-nerve  in- 
volvement when  he  starts  talking  in  terms  of 
hyper-reflexia  and  extensor  plantar  responses. 
This,  then,  carries  one  into  the  spinal  cord,  or  at 
least  into  the  central  nervous  system.  When  these 
findings  occur  in  addition  to  those  of  peripheral 
nerve  disease,  then  disease  simply  must  be  postu- 
lated in  more  than  one  place  in  the  nervous  sys- 
tem. 

Dr.  Clifton:  In  other  words,  these  reflex  changes 
are  not  those  that  one  sees  with  peripheral  neuritis 
alone? 

Dr.  Bell:  That  is  correct.  In  peripheral  neuritis, 
if  there  is  any  change  in  reflex  function,  there 
initially  will  be  a diminution  and  eventually  a 
total  loss.  Early  in  the  course,  however,  you  may 
have  minimal  reflex  change. 

Dr.  Clifton:  What  do  you  think  about  his  signs 
of  weakness  in  the  leg — muscle  wasting  and  the 
loss  of  pain  sensation?  Do  they  fit  with  peripheral 
neuritis? 

Dr.  Bell:  Yes,  these  are  compatible  with  a periph- 
eral neuropathy  in  the  majority  of  instances. 
The  majority  of  peripheral  neuropathies  are  a 
mixed  variety  when  both  sensory  and  motor  def- 
icits occur.  The  individual  has  some  abnormalities 
on  both  sides  of  the  sphere — motor  as  well  as  sen- 
sory. Pain  can  be  assumed  to  indicate  involvement 
of  the  sensory  side. 

Dr.  Clifton:  Since  we  apparently  must  look  a 
little  higher  than  the  peripheral  nerve,  the  possible 
diagnosis  of  cord  tumor  arises.  Usually,  we  read  in 
the  textbooks  that  in  cord  tumor,  the  loss  of  pain 
will  be  on  the  side  opposite  to  the  motor  changes. 
In  this  man,  it  was  on  the  same  side.  Would  you 
care  to  say  something  about  that  point? 

Dr.  Bell:  Considering  that  possibility  would  get 
us  into  a detailed  discussion  of  the  anatomy  of  the 
cord.  Actually,  the  fact  that  the  weakness,  the 
sensory  deficit  and  the  pain  were  all  in  the  same 
extremity  suggests  that  the  problem  in  this  in- 
stance was  a peripheral  involvement.  We  had 
better  say  nothing  about  the  spinal  cord  in  at- 
tempting to  explain  this  particular  individual’s 
sensory  deficit. 

What  you  have  said  about  sensory  loss  and 
motor  deficits  in  spinal  cord  tumors  is  true.  They 
are  usually  crossed. 

Dr.  Clifton:  As  I said  before,  we  don’t  know 
about  the  numbness  of  the  patient’s  hand.  If  one 
regards  it  as  a paresthesia  that  developed  and  per- 
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sisted,  then  it  too  might  indicate  involvement  of 
the  nervous  system,  but  at  a different  level. 

Dr.  Bell:  We  have  assumed  that  what  has  been 
described  was  peripheral,  and  involved  the  lower 
extremities.  The  numbness  in  the  hand,  then, 
probably  was  also  a peripheral  manifestation,  and 
was  on  the  same  side  as  the  weakness. 

Dr.  Clifton:  Dr.  Bell,  would  you  care  to  make 
any  comments  of  your  own  about  this  case? 

Dr.  Bell:  I think  you  have  already  alluded  to  the 
vascular  aspect  of  the  disease  in  general,  and  have 
already  talked  of  the  findings  that  suggested  a 
vascular  disorder  to  you.  You  have  spoken  about 
the  involvement  of  multiple  organ  systems.  One 
of  the  interesting  items  about  the  neurologic  dis- 
order, I think,  can  be  gleaned  from  the  protocol. 
It  was  the  spotty  occurrence  of  a peripheral  type 
of  involvement,  as  opposed  to  the  relatively  sym- 
metrical occurrence  of  many  peripheral  neurop- 
athies. As  one  reads  the  protocol,  he  finds  that 
the  neuropathy  occurred  as  multiple  involvements 
of  single  nerves.  One  might  refer  to  this  as  a mono- 
neuritis multiplex,  in  that  it  involved  multiple 
areas  and  appeared  to  involve  virtual  twigs  of 
nerves  in  different  extremities.  This  finding,  in  it- 
self, is  of  some  help  to  us  in  relating  the  lesion  to 
a vascular  problem  affecting  the  nerves.  Dr.  Clif- 
ton has  already  talked  of  vascular  problems  affect- 
ing other  viscera.  Things  tend  to  tie  up  very  close- 
ly, from  the  standpoint  of  nervous-system  involve- 
ment and  general  visceral  involvement,  cardiac  in- 
volvement, etc. 

Dr.  Clifton:  Thank  you  very  much,  Dr.  Bell. 

I have  written  on  the  blackboard  a list  of  the 
organ  systems  that  were  involved  in  this  man’s 
clinical  picture.  I have  drawn  a line  under  “heart” 
because  it  is  entirely  possible  that  his  was  a routine 
story  of  coronary  atherosclerosis,  and  had  nothing 
to  do  with  his  final  illness.  It  could  be  that  the  two 
were  related,  as  we  shall  see  in  a moment. 

Since  several  body  systems  were  involved,  one 
must  look  at  the  clinical  picture  in  broad  cate- 
gories as  he  searches  for  the  etiology.  Perhaps 
some  toxic  material  that  the  patient  ingested 
either  inadvertently  or  on  purpose  was  respon- 
sible. I am  unable  to  find  a specific  toxic  sub- 
stance that  would  produce  this  entire  clinical  pic- 
ture, however.  Arsenic  exposure  does  not  produce 
the  urinary  findings  that  were  reported  in  this 
case.  Chronic  lead  and  bismuth  intoxication  will 
produce  hematuria,  proteinuria  and  casts  in  the 
urine.  However,  both  of  these  poisonings  are  as- 
sociated with  mental  changes.  A metabolic  disturb- 
ance such  as  porphyria  must  be  considered. 

Could  an  infectious  process  have  been  respon- 
sible? Tuberculosis  affects  the  kidneys  and  can 
produce  neurologic  lesions  by  virtue  of  its  local- 
ization in  the  spine.  The  roentgenograms  of  the 
chest  were  said  to  show  thickening  in  the  apices, 
perhaps  indicating  old  tuberculosis.  Are  those 
films  available? 

Dr.  Theilen:  Our  radiologist  isn’t  here,  but  I can 


give  you  the  report.  There  was  scarring  in  both 
apices  on  the  postero-anterior  view  of  the  chest. 
Otherwise  the  lung  fields  were  clear;  there  was  no 
pleural  pathology.  Cardiac  and  aortic  contours 
were  within  normal  limits. 

Dr.  Clifton:  In  the  interpretation  of  the  retro- 
grade intravenous  pyelograms,  was  anything  said 
about  the  lumbar  spine? 

Dr.  Theilen:  No  comment  was  made  about  that. 
It  was  a normal  left  retrograde  pyelogram. 

Dr.  Clifton:  It  would  be  most  unusual  for  tuber- 
culosis of  the  kidneys  to  produce  this  much  change 
in  renal  function  and  still  not  affect  the  pyelogram. 

I do  not  believe  that  a neoplasm  could  have  ac- 
counted for  this  whole  clinical  picture.  Therefore, 
since  I have  eliminated  toxic,  metabolic,  infectious 
and  neoplastic  diseases,  I am  down  to  what  I be- 
lieve is  the  best  possibility,  namely  a vascular 
disease. 

Any  of  the  primary  diseases  of  the  arterial  sys- 
tem would  produce  this  widespread  pleomorphic 
picture.  Of  these,  polyarteritis  nodosa  or  essential 
polyangiitis  or  whatever  you  wish  to  call  it  would 
be  the  most  likely  one.  In  going  through  the  litera- 
ture, I have  noted  that  60  to  70  per  cent  of  patients 
with  polyarteritis  nodosa  have  increased  white 
blood  cell  counts,  fever,  abnormal  urinalyses  and 
hypertension.  The  patient  under  discussion  had 
all  of  these.  About  60  per  cent  have  anemia,  weight 
loss,  musculoskeletal  disturbances  and  abdominal 
pain.  Our  patient  had  these,  although  his  anemia 
was  quite  mild.  About  40  per  cent  have  weakness, 
gastrointestinal  symptoms,  tachycardia,  peripheral 
neuritis  and  edema.  About  30  per  cent  have  azo- 
temia, and  20  per  cent  have  central  nervous  system 
symptoms.  It  seems  to  me  that  the  whole  picture  in 
the  present  case  can  best  be  explained  by  a diag- 
nosis of  polyarteritis  nodosa. 

I think  it  possible  that  the  cardiac  lesion  may 
not  have  been  the  result  of  this  disease.  The  in- 
terval from  the  onset  of  the  patient’s  myocardial 
infarction  to  his  final  episode  is  quite  long  for 
polyarteritis,  although  it  is  not  absolutely  incom- 
patible with  that  disease.  Furthermore,  angina 
pectoris  is  unusual  in  patients  who  have  polyar- 
teritis that  involves  the  heart  and  produces  symp- 
toms. 

Dr.  John  W.  Eckstein,  Internal  Medicine:  Isn’t 
the  age  of  59  unusual  for  polyarteritis? 

Dr.  Clifton:  The  age  span  of  this  disease  is  any- 
where from  childhood  to  the  eighth  decade.  It  is 
true  that  the  bulk  of  patients  are  somewhat  young- 
er than  this  man  was,  but  I think  his  age  in  no  way 
militated  against  the  diagnosis. 

Dr.  D.  S.  Longnecker,  Pathology:  The  most 
characteristic  finding  of  the  principal  disease  proc- 
ess in  this  case  was  a widespread,  segmental, 
necrotizing  vasculitis  involving  small  muscular 
arteries  and  arterioles.  The  disease  involved  short 
segments  of  arteries  in  many  organs.  There  were 
entirely  uninvolved  segments  adjacent  to  the  areas 
in  which  there  was  intense  acute  angiitis  (Figure 
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1).  The  sites  in  which  we  found  this  process  were 
the  kidneys,  the  peripheral  nerves,  the  spleen,  re- 
troperitoneal fat  about  the  adrenals,  the  muscularis 
of  the  bladder,  the  prostate,  spermatic  cord,  ad- 
ventitia of  the  aorta,  the  liver,  and  probably  the 
heart.  The  majority  of  lesions  appeared  to  be 
acute  or  in  an  early  healing  stage,  but  a very  few 
of  the  lesions  showed  evidence  of  more  mature 
scarring  and  healing.  The  most  severely  involved 
organs  were  the  kidneys.  There  was  extensive  ar- 
teritis, as  well  as  widespread  glomerulitis,  within 
the  kidneys. 

In  the  microscopic  sections,  small  muscular 
arteries  and  arterioles  showed  evidence  of  well- 
developed  fibrinoid  necrosis  involving  the  intima 
and  the  inner  layers  of  muscularis,  and  frequently 
there  was  an  intense  leukocytic  infiltration  of  the 
outer  layers  of  the  muscularis  and  the  surrounding 
adventitia.  The  leukocytic  infiltrates  included  poly- 
morphs, mononuclear  cells  and  also  a conspicuous 
number  of  plasma  cells  (Figure  2). 

In  a section  from  the  left  sciatic  nerve,  there 
was  a vessel  which  had  progressed  to  a more  ad- 
vanced stage.  There  was  somewhat  less  leukocytic 
infiltrate  than  is  seen  in  the  acute  phase,  and  the 
lumen  of  the  vessel  had  been  replaced  by  imma- 


ture fibrous  tissue  which  I suppose  had  resulted 
from  organization  of  an  area  of  fibrinoid  necrosis. 
Such  a vessel  might  have  healed  with  a very  small 
lumen,  or  it  might  have  gone  on  to  complete  ob- 
literation. 

Sections  of  kidney  demonstrated  severe  glomeru- 
litis. In  early  stages,  the  glomerular  tufts  showed 
some  epithelial  proliferation,  and  in  the  glomerular 
space  there  were  red  blood  cells  and  some  pre- 
cipitated protein  material.  In  a more  advanced 
stage,  there  were  large  masses  of  leukocytes  as 
well  as  red  cells  and  precipitated  protein  material 
in  the  glomerular  spaces  and  a slightly  greater 
degree  of  proliferation  of  the  glomerular  tuft.  In 
glomeruli  which  showed  the  most  advanced  lesions, 
there  was  a greater  degree  of  cellularity,  and  pro- 
liferating cells  had  almost  completely  obliterated 
the  glomerular  space.  This  represented  the  great- 
est degree  of  advancement  of  the  renal  lesion, 
probably  because  the  further  development  of  the 
glomerulitis  had  been  interrupted  by  death. 

In  sections  of  lung,  we  found  extensive  intra- 
alveolar  hemorrhage  and  pulmonary  edema.  These 
changes  were  probably  the  result  of  uremia.  Vas- 
cular lesions  in  the  spleen  had  resulted  in  multiple 
splenic  infarcts.  There  was  evidence  of  hyperten- 


Figure  I.  Small  muscular  artery  in  periadrenal  fat  (tangential  section).  At  one  edge  of  the  photograph  there  is  uninvolved 
arterial  wall,  and  at  the  opposite  edge  the  vessel  is  dilated,  inflamed  and  partially  occluded  by  fibrous  tissue. 
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sion  as  the  pathologist  detects  it,  in  that  we  saw 
left  ventricular  cardiac  enlargement  in  the  ab- 
sence of  valvular  disease.  Vascular  changes  in  the 
eyegrounds  were  pointed  out  in  the  clinical  pro- 
tocol. 

We  saw  no  evidence  of  involvement  of  any  ves- 
sels in  the  sections  of  skeletal  muscle,  and  we 
therefore  assume  that  a muscle  biopsy  would  have 
been  negative  in  this  case.  A few  words  about 
diagnosis  of  polyarteritis  by  muscle  biopsy.  It 
would  seem  wise  to  biopsy  over  a tender  muscle, 
if  there  is  one,  in  the  hope  that  the  tenderness  is 
due  to  inflammation  or  vasculitis.  It  is  recom- 
mended that  a muscle  biopsy  be  fairly  large,  for 
the  disease  may  be  focal  or  segmental.  If  the  pa- 
thologist receives  the  wrong  segment  of  an  in- 
volved vessel,  he  fails  to  see  a lesion.  It  follows 
that  the  pathologist  should  very  thoroughly  ex- 
amine the  biopsy  that  he  receives,  making  multiple 
sections  through  the  block  in  order  not  to  miss  a 
focal  area  of  involvement.  While  we  are  on  the 
subject  of  muscle  biopsy,  I might  mention  that  in 
order  to  prevent  distortion  by  contraction  of  the 
very  irritable,  freshly-excised  muscle,  it  is  recom- 
mended that  the  muscle  be  allowed  to  sit  at  room 
temperature  in  a moist  atmosphere  for  a period  of 


20-30  minutes  before  fixation,  so  that  it  loses  its 
ability  to  contract  before  it  is  exposed  to  formalin. 
Moreover,  it  would  be  preferable  to  used  buffered 
formalin. 

I think  we  can  say  that  we  have  a typical  case 
of  polyarteritis  nodosa,  but  since  this  is  a multi- 
systemic  disease  that  has  a very  wide  variety  of 
manifestations,  it  probably  is  not  really  fair  to  re- 
fer to  any  case  of  it  as  typical.  It  might  be  better  to 
say  that  the  case  fits  into  the  broad  boundaries  of 
polyarteritis.  The  relationship  of  the  disease  to  the 
various  clinical  findings  has  already  been  dis- 
cussed. The  extensive  involvement  of  the  periph- 
eral nerves  explains  many  of  the  clinical  find- 
ings. The  renal  involvement  was  also  striking,  and 
we  too  ascribe  death  to  acute  renal  failure.  There 
was  a rapid  terminal  rise  in  blood  urea  nitrogen 
and  creatinine.  The  BUN  which  we  obtained  at 
autopsy  was  170  mg.  per  cent,  and  the  creatinine 
was  15.5  mg.  per  cent.  We  have  a situation  in  which 
the  therapy  may  have  contributed  to  the  rapidity 
of  development  of  renal  failure.  Those  who  have 
treated  patients  with  polyarteritis  report  that 
sometimes  there  appears  to  be  an  acceleration  in 
the  process  of  renal  failure  when  treatment  with 
adrenal  corticosteroids  is  instituted.1  The  patient 
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Figure  2.  Cross  section  of  arteriole  from  the  right  sciatic  nerve.  The  vessel  wall  has  been  destroyed  by  inflammation  and 
central  fibrinoid  necrosis  which  forms  a homogenous  gray  ring.  The  lumen  of  the  vessel  is  occluded  by  leukocytes. 
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was  on  hydrocortisone  for  the  last  six  days  of  life. 
We  can’t  say  with  certainty  that  this  therapy 
affected  the  renal  lesion,  but  perhaps  it  accelerated 
the  terminal  course. 

Thus  we  have  a diagnosis  of  polyarteritis  which 
is  more  a matter  of  comfort  than  of  usefulness. 
This  diagnosis  does  not  tell  us  the  etiology,  and 
therefore  does  not  suggest  an  effective  treatment. 
Ever  since  1925  there  has  been  a growing  suspicion 
that  this  disease  may  be  a manifestation  of  hyper- 
sensitivity in  vessels.  A number  of  clinical  observa- 
tions have  led  to  this  suspicion,  and  we  can  sum- 
marize the  types  of  observation  which  led  to  this 
point  of  view  as  follows.  Cases  of  polyarteritis  or 
of  a morphologically  similar  disorder  have  been 
observed  in  patients  who  died  during  the  course 
of  sei’um  sickness.2  Polyarteritis  was  associated 
with  asthma  in  18  per  cent  of  cases  in  one  large 
polyarteritis  series.3  Similar  lesions  are  noted  in 
other  diseases  such  as  rheumatic  fever  and  rheu- 
matoid arthritis,  which  are  thought  to  be  man- 
ifestations of  hypersensitivity.  Last,  there  have 
been  cases  in  which  a necrotizing  arteritis  has 
apparently  resulted  from  sensitization  to  drugs 
such  as  the  sulfas,  penicillin,  iodine  and  Dilantin.3 
These  observations  have  led  to  animal  experi- 
ments that  have  supplied  supporting  data.  Nec- 
rotizing angiitis  can  be  induced  by  injecting 
multiple  small  doses  of  horse  serum  into  rabbits, 
or  it  can  be  induced  by  injecting  a single  large 
dose  which  results  in  experimental  serum  sick- 
ness.4, 5 Injection  of  other  substances  which  seem 
to  combine  with  body  proteins  to  form  antigens 
may  result  in  necrotizing  angiitis  in  animals.  4'- 
Fluoro-10-methyl  benzanthracene  is  a compound 
which  may  fit  into  this  category.3 

These  clinical  observations  and  experimental 
findings  have  been  reviewed  and  evaluated,  and 
the  result  has  been  the  emergence  of  two  points  of 
view.  Some  authorities,  proposing  that  all  cases  of 
necrotizing  angiitis  have  very  similar  etiologies, 
would  like  to  lump  them  all  into  one  disease  group. 
Others  would  subclassify  necrotizing  angiitis  into 
a number  of  categories  such  as  hypersensitivity  an- 
giitis, allergic  granulomatous  angiitis,  rheumatic 
arteritis,  periarteritis  nodosa  and  temporal  arte- 
ritis.5 Those  who  like  to  subclassify  would  put 
drug-sensitivity  and  serum-sickness  angiitis  into 
the  hypersensitivity  group  and  set  these  apart 
from  other  inflammatory  processes  in  vessels. 

There  are  two  points  of  view,  then,  regarding 
the  relationship  of  polyarteritis  to  hypersensitivity 
angiitis.  The  view  of  those  who  do  not  equate  the 
two  processes  can  be  summarized  in  a quotation 
from  Zeek:5  “There  is  lack  of  unanimity,  however, 
in  regard  to  claims  that  the  two  conditions  are 
identical.  Some  of  the  reasons  for  dissent  are  as 
follows:  (1)  Cases  of  classical  periarteritis  nodosa 
frequently  present  no  clinical  evidence  of  allergy. 
(2)  Lesions  of  the  macroscopic  nodular  type  have 
been  produced  experimentally  by  various  pro- 
cedures, which  have  not  caused  hypersensitivity 


but  in  which  the  common  factor  has  been  the  pro- 
duction of  hypertension,  usually  by  some  method 
involving  renal  ischemia.  (3)  Certain  differences 
in  the  morphology  and  distribution  of  the  lesions 
have  been  observed  with  a constancy  too  great  to 
be  insignificant.” 

The  opposite  viewpoint  is  held  by  Angevine,3 
who  thinks  that  all  these  diseases  are  closely  re- 
lated. “Since  1925  the  concept  that  the  disease  is 
a hypersensitive  reaction  to  some  non-toxic  agent 
has  increased  and  is  now  almost  universally  ac- 
cepted; however,  the  offending  antigen  frequently 
remains  obscure  or  cannot  be  identified.  Although 
I am  personally  inclined  to  associate  all  types  of 
polyarteritis  with  hypersensitivity,  it  must  be  ad- 
mitted that  on  the  basis  of  the  available  evidence 
such  a sweeping  assumption  may  not  be  entirely 
justified.” 

Dr.  William  B.  Bean,  Internal  Medicine:  Was 
there  an  old  infarct,  Dr.  Longnecker,  and  were 
there  any  coronary  lesions  of  polyarteritis? 

Dr.  Longnecker:  The  coronary  arteries  had  mild 
arteriosclerosis,  with  no  evidence  of  stenosis  or 
occlusion.  There  was  no  evidence  of  a large,  old 
infarct.  There  was  a small,  recent  (healing)  in- 
farct in  the  left  ventricle,  and  there  was  some 
evidence  of  inflammation  of  the  vessels  in  that 
area,  but  it  could  not  unequivocally  be  recognized 
as  involvement  by  polyarteritis.  I think  that  we 
don’t  really  know  what  caused  the  cardiac  symp- 
toms earlier  in  the  patient’s  clinical  course. 

Dr.  Bean:  You  describe  this  as  an  angiitis.  Were 
there  lesions  in  little  veins? 

Dr.  Longnecker:  There  were  lesions  in  vessels 
which  were  so  small  that  I couldn’t  identify  them 
as  arterioles  or  venules. 

Unidentified  questioner:  Would  you  recommend 
any  site  other  than  muscle  for  biopsy? 

Dr.  Longnecker : Since  80  per  cent  of  cases  are 
said  to  have  renal  involvement,  a needle  biopsy  of 
the  kidney  might  reveal  evidence  of  the  disease  in 
some  instances. 

Dr.  Theilen:  Would  you  make  a few  comments 
about  this  disease  process,  Dr.  Bean? 

Dr.  Bean:  I had  the  pleasure  and  opportunity  of 
working  in  Cincinnati  when  Zeek  and  Blanken- 
horn  were  working  on  the  pathologic  and  clinical 
aspects  of  these  diseases — or  of  this  disease,  de- 
pending upon  which  point  of  view  you  wish  to  take. 
They  took  the  view  that  these  were  diseases, 
rather  than  a single  disease.  Clinically,  there  is 
some  justification  for  separating  what  we  used  to 
call  either  periarteritis  nodosa  or  polyarteritis 
from  a sensitivity  angiitis.  They  differ  in  this  re- 
spect. The  polyarteritis  nodosa,  as  a general  rule, 
is  related  to  arterial  hypertension.  Lesions  are 
widely  scattered  throughout  the  body,  and  they 
may  be  segmental,  or  may  exist  in  only  one,  two 
or  three  single  arteries  or  arterioles.  The  clinical 
pattern  is  much  slower  in  its  evolution,  although 
most  people  are  dead  within  a year  after  the  first 
symptoms.  Classically,  patients  have  polyneuritis 
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and  abdominal  symptoms.  They  tend  to  die  of 
complications  such  as  uremia.  In  many  of  them, 
the  polyarteritis  or  periarteritis  is  a casual,  often 
unsuspected  finding. 

Sensitivity  angiitis  tends  to  occur  in  people 
who  have  been  taking  one  drug  or  another  for  a 
considerable  period  of  time.  The  sulfa  drugs  are 
the  commonest  culprits.  In  the  collection  that 
Blankenhorn,  Zeek  and  Knowles  made,  accord- 
ing to  my  recollection,  none  of  the  patients  who 
had  this  form  of  acute  necrotizing  angiitis  of  little 
blood  vessels  survived  more  than  32  days.  It  is 
a fulminating,  acute,  necrotizing  vasculitis,  and 
it  is  generally  quite  widespread.  Yet,  again,  it 
may  be  segmental  and,  though  widespread,  may 
not  affect  the  vessels  uniformly.  Clinically  there 
may  be  a useful  distinction  between  these  two 
types. 

We  have  the  same  problem  with  polyarteritis 
or  periarteritis  as  with  other  collagen  diseases. 
Is  there  a single  discrete  mechanism — i.e.,  is  there 
a series  of  etiologic  events  that  must  come  in  1, 
2,  3 order — or  is  the  disease  what  it  is  because 
blood  vessels  have  only  a few  ways  of  reacting? 
The  connective  tissue  of  blood  vessels  has  very 
few  responses — hyaline  changes,  fibrinoid  changes, 
necrosis  and  the  repair  that  comes  with  the  pro- 
duction of  fibrous  tissue.  The  question  is  whether 
there  is  a limited  responsiveness  to  many  causes, 
or  whether  there  is  a single  cause  producing  dif- 
ferent effects  because  various  blood  vessels  are 
different  to  some  extent  in  their  functions  and 
structures.  This  perhaps  is  really  the  reductio  ad 
absurdum  of  academic  speculation,  for  as  Dr. 
Longnecker  has  pointed  out,  we  seem  very  happy 
and  very  content  in  having  made  the  diagnosis, 
but  now  that  we  have  made  it,  neither  we  nor  the 


patient  is  really  any  better  off.  We  may  feel  some- 
what better,  but  the  patient  is  dead.  Here  is  a 
field  of  endeavor  for  a bright  young  student! 

ANATOMIC  DIAGNOSES 

Polyarteritis  nodosa 
Azotemia 

Severe  pulmonary  congestion  and  edema,  bi- 
lateral 

Multiple  old  and  recent  infarcts,  spleen 
Focal  healed  myocardial  infarct 
Generalized  arteriosclerosis 

STUDENTS'  DIAGNOSES 

Polyarteritis  nodosa 
Acute  renal  failure 

(also  considered) 

Systemic  lupus  erythematosus 
Acute  glomerulonephritis 

DR.  CLIFTON'S  DIAGNOSES 

Polyarteritis  nodosa 
Possible  myocardial  infarction 
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Department  of  Anesthesia  Approved  for  S.U.I . 


Establishment  of  a separate  Department  of  Anesthesia  within  the  State  University 
of  Iowa  College  of  Medicine  was  approved  by  the  State  Board  of  Regents  on  April 
11.  The  new  department  replaces  the  Division  of  Anesthesiology  in  the  Department 
of  Surgery.  Dr.  William  K.  Hamilton,  who  is  now  chairman  of  the  division  of 
anesthesiology,  was  named  acting  head  of  the  Department  of  Anesthesia,  effective 
July  1. 

Noting  that  the  change  will  encourage  growth  and  advancement  in  the  field  of 
anesthesiology  at  S.U.I. , University  officials  told  the  Regents  that  it  will  lead  to  the 
development  of  a more  comprehensive  program  of  undergraduate  study  in  that  area. 
They  also  pointed  out  that  it  will  provide  for  establishment  of  programs  of  postgrad- 
uate and  postdoctoral  study  leading  to  a board  certificate  for  a medical  specialty  or 
to  a graduate  degree. 


May  3-4 
May  8-9 
May  16 

June  10-14 

May  6-8 
May  6-9 
May  6-10 
May  8 

May  8-10 
May  9-10 

May  9-11 
May  9-11 
May  10-11 

May  12 
May  12-15 

May  12-16 
May  13-15 
May  13-15 

May  13-16 
May  13-17 
May  18-19 
May  20-22 
May  20-23 
May  20-23 
May  20-24 

May  21-25 
May  23 

May  23-24 
May  23-25 
May  24-25 


Coming  Meetings 


IOWA 

Iowa  Eye  Association.  State  University  of 
Iowa,  Iowa  City 

Industrial  Safety  Association  of  Iowa.  Hotel 
Savery,  Des  Moines 

Northwest  Iowa  Postgraduate  Conference 
(Iowa  Chapter  of  AAGP  and  the  Education 
Division  of  Lederle  Laboratories).  Sheraton- 
Warrior  Motor  Inn,  Sioux  City 
Current  Topics  in  Internal  Medicine  (Amer- 
ican College  of  Physicians).  State  University 
of  Iowa,  Iowa  City 

CONTINENTAL  U.  S. 

Annual  Meeting  of  the  State  Medical  Society 
of  Wisconsin.  Milwaukee 

National  Geriatrics  Society.  Royal  Orleans 
Hotel,  New  Orleans 

American  Psychiatric  Association.  Chase-Park 
Plaza,  St.  Louis 

Semi-annual  Scientific  Meeting  of  the  Society 
of  Cosmetic  Chemists,  sponsored  jointly  with 
the  AMA  Committee  on  Cosmetics.  Biltmore 
Hotel,  New  York  City 

American  Association  of  Genitourinary  Sur- 
geons. Drake  Oak  Brook  Hotel,  Chicago 
Nutrition  and  Atherosclerosis — a symposium 
sponsored  by  Minnesota  Heart  Association  and 
General  Mills.  Minneapolis 

American  Thyroid  Association.  Drake  Hotel, 
Chicago 

American  Association  for  Cleft  Palate  Reha- 
bilitation. Shoreham  Hotel,  Washington,  D.  C. 

pH,  Acid-Base  and  Metabolic  Problems  in  An- 
esthesia. Third  Connecticut  Postgraduate  An- 
esthesia Seminar.  Hunt  Memorial  Hartford 
Medical  Society  Building,  230  Scarborough 
Street,  Hartford 

Society  for  Pediatric  Urology.  St.  Louis. 

Nebraska  State  Medical  Association,  95th  An- 
nual Meeting.  Sheraton-Fontenelle  Hotel, 
Omaha 

Illinois  State  Medical  Society  Annual  Meet- 
ing. Sherman  House,  Chicago 

American  Gynecological  Society.  Roosevelt 
Hotel,  New  Orleans 

Annual  Meeting  of  American  Thoracic  Society 
in  conjunction  with  the  59th  Annual  Meeting 
of  the  National  Tuberculosis  Association.  Den- 
ver 

American  Urological  Association.  Sheraton- 
Jefferson  Hotel,  St.  Louis 

1963  National  League  for  Nursing  Convention. 
Atlantic  City  Convention  Hall,  Atlantic  City 

Orthopedic  Problems  in  Childhood.  University 
of  California,  San  Francisco 
Annual  Meeting  of  the  Minnesota  State  Med- 
ical Association.  Duluth  Hotel,  Duluth 
American  Proctologic  Society.  St.  Francis 
Hotel,  San  Francisco 

Surgery.  University  of  Kansas  School  of  Med- 
icine, Kansas  City,  Kansas 

Physiological  Aspects  of  Cardio-Pulmonary 
Disease  (American  College  of  Physicians). 
Indiana  University  Medical  Center,  Indian- 
apolis 

American  Association  of  Mental  Deficiency. 
Portland-Hilton  Hotel,  Portland,  Oregon 
Fourteenth  Annual  Dr.  F.  G.  Thompson,  Sr., 
Lectureship  (Thompson,  Brumm  and  Knepper 
Clinic).  Clinic  Building,  902  Edmond  Street, 
St.  Joseph,  Missouri 

Thirteenth  Annual  Colorado  Intern-Resident 
Clinic.  University  of  Colorado  Medical  Cen- 
ter, Denver 

Fifty-fourth  Annual  Meeting  of  the  American 
Association  for  Cancer  Research.  Royal  York 
Hotel,  Toronto,  Canada 

Fifteenth  Annual  Clinical  Conference  of  the 
Chicago  Ophthalmological  Society.  Drake  Ho- 
tel, Chicago 


May 

25-26 

Law  in  the  Practice  of  Medicine.  University 
of  California,  San  Francisco 

May  27-29 

American  Ophthalmological  Society.  Home- 
stead, Hot  Springs,  Virginia 

May 

27-29 

Recent  Advances  in  Gastroenterology.  Uni- 
versity of  California,  San  Francisco 

May  29 

American  Society  for  Gastrointestinal  Endos- 
copy. Fairmont  Hotel,  San  Francisco 

May 

30-June  1 

American  Gastroenterological  Association. 
Fairmont  Hotel,  San  Francisco 

June 

3-7 

Technics  of  Rehabilitation.  University  of  Kan- 
sas Medical  Center,  Kansas  City,  Kansas 

June 

3-7 

Internal  Medicine:  Current  Physiological  Con- 
cepts in  Diagnosis  and  Treatment  (American 
College  of  Physicians).  University  of  Cin- 
cinnati College  of  Medicine,  Cincinnati 

June 

3-21 

Forty-eighth  Session  of  the  Trudeau  School  of 
Tuberculosis  and  Other  Pulmonary  Diseases. 

Saranac  Lake,  New  York 

June 

4-18 

World  Food  Congress.  Washington,  D.  C. 

June 

6-8 

American  Geriatrics  Society.  Queen  Elizabeth 
Hotel,  Montreal,  Canada 

June 

7-9 

Society  of  Biological  Psychiatry.  Claridge  Ho- 
tel, Atlantic  City 

June 

8-9 

American  Association  of  Neuropathologists. 
Dennis  Hotel,  Atlantic  City 

June 

9-15 

Traineeships  for  the  General  Practitioner. 

University  of  Nebraska  College  of  Medicine, 
Omaha 

June 

10-12 

American  Neurological  Association.  Claridge 
Hotel,  Atlantic  City 

June 

10-13 

Forty-eighth  Annual  Convention  of  the  Cath- 
olic Hospital  Association.  Conrad  Hilton  Ho- 
tel, Chicago 

June 

10-14  & 

Histochemistry.  University  of  Kansas  Medical 

June  17-22 

Center,  Kansas  City,  Kansas 

June 

13-14 

American  Rheumatism  Association.  Claridge 
Hotel,  Atlantic  City 

June 

13-15 

Endocrine  Society.  Chalfonte-Haddon  Hall, 
Atlantic  City 

June 

13-16 

American  Therapeutic  Society.  Shelburne  Ho- 
tel, Atlantic  City 

June 

13-16 

American  College  of  Angiology.  President 
Hotel,  Atlantic  City 

June 

13-17 

Twenty-ninth  Annual  Meeting  of  the  Amer- 
ican College  of  Chest  Physicians.  Ambassador 
Hotel,  Atlantic  City 

June 

14-15 

Pediatric  Ophthalmology.  University  of  Cal- 
ifornia, Los  Angeles 

June 

14-16 

Congress  of  Scientists  on  Survival.  Biltmore 
Hotel,  New  York  City 

June 

15 

Eleventh  Annual  Conference  on  Disaster  Med- 
ical Care  (AMA  Council  on  National  Security). 

Tray  more  Hotel,  Atlantic  City 

June 

15 

American  Academy  of  Tuberculosis  Phy- 
sicians. Ritz-Carlton  Hotel,  Atlantic  City 

June 

15 

American  Association  for  the  Study  of  Head- 
ache. Claridge  Hotel,  Atlantic  City 

June 

15-16 

American  Diabetes  Association.  Chalfonte- 
Haddon  Hall,  Atlantic  City 

June 

15-16 

Anxiety  and  Depression  (Academy  of  Psycho- 
somatic Medicine).  Marlborough  Blenheim  Ho- 
tel, Atlantic  City 

June 

16 

Society  for  Vascular  Surgery.  Atlantic  City 

June 

16 

Society  for  Surgery  of  the  Alimentary  Tract. 
Shelburne  Hotel,  Atlantic  City 

June 

16-20 

Annual  Meeting  of  the  American  Medical  As- 
sociation. Convention  Hall  and  Traymore  Ho- 
tel, Atlantic  City 

June 

16-20 

Society  for  Adolescent  Psychiatry.  Atlantic 
City 

June 

17-20 

Society  for  Investigative  Dermatology.  Atlan- 
tic City 

June 

17-29 

Association  for  Research  in  Ophthalmology. 
Atlantic  City 

June 

21-22 

Diseases  of  the  Kidney.  University  of  Califor- 
nia, Los  Angeles 

June 

23-29 

Ninth  Annual  General  Practice  Review  (Uni- 
versity of  Colorado  School  of  Medicine).  Den- 
ver 

June 

24-27 

American  Orthopedic  Association.  Homestead, 

Hot  Springs,  Virginia 
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June  24-28 

June  26-29 

June  28-29 
June  30-July  4 
June  30-July  5 

June  2-5 
June  9-15 

June  14-16 
June  23-28 

June  23-28 

June  27-29 

June  27-29 

June  28-30 
July  2-4 
July  14-27 

July  21-25 

July  22-26 
July  23-27 

July  28-Aug.  1 
Aug.  9-15 
Aug.  11-16 

Aug.  25-28 
Aug.  26-30 

Aug.  26-30 

Sept.  1-7 
Sept.  2-6 

Sept.  2-10 


The  Psychosomatic  Illnesses  (American  Col- 
lege of  Physicians).  University  of  Colorado 
Medical  Center,  Denver 

Tenth  Annual  Meeting  of  the  Society  of  Nu- 
clear Medicine.  Queen  Elizabeth  Hotel,  Mon- 
treal, Canada 

Minor  Surgery.  University  of  California,  Los 
Angeles 

International  College  of  Surgeons.  Bretton 
Woods,  New  Hampshire 
Ophthalmology.  Colorado  Springs 

ABROAD 


Canadian  Ophthalmological  Society.  Royal 
York  Hotel,  Toronto 

International  Hospital  Congress.  Paris.  Write: 
J.  C.  J.  Burkens,  M.D.,  International  Hospital 
Federations,  24/6  London  Bridge  Street,  Lon- 
don, SE1 

Society  of  Obstetricians  and  Gynaecologists 
of  Canada.  Delawana  Inn,  Ontario 

World  Commission  on  Cerebral  Palsy.  Copen- 
hagen. Write:  P.  Hoeg  Albrethsen,  Samfundet 
for  Vanfore,  Esplanaden  34,  Copenhagen  K 

International  Society  for  Rehabilitation  of  the 
Disabled.  Copenhagen.  Write  the  Society,  701 
First  Avenue,  New  York  City 

International  Congress  on  Alimentary  and  Di- 
gestive Allergy.  Vichy,  France.  Write:  Pierre 
Lignon,  24  boul  des  Capucines,  Paris  9 

Neurosurgical  Society  of  America.  London. 
Write:  Courtland  H.  Davis,  Jr.,  M.D.,  Bowman 
Gray  School  of  Medicine,  Winston-Salem, 
N.  C. 

International  Congress  on  Food  and  Digestive 
Allergy.  Vichy,  France.  Write  Pierre  Lignon, 
24  boul  des  Capucines,  Paris,  9e 
Ciba  Foundation  Symposium  on  Cellular  In- 
jury. London.  Write:  Ciba  Foundation,  41 
Portland  Place,  London  W1 
Fifth  International  Postgraduate  Course  in 
Reconstructive  Surgery  of  the  Nasal  Septum 
and  External  Pyramid.  University  of  Leiden, 
The  Netherlands.  Write:  Prof.  Dr.  H.  A.  E.  van 
Dishoeck,  University  of  Leiden,  Academisch 
Ziekenhuis,  Leiden,  The  Netherlands.  Or 
American  Rhinologic  Society,  530  Hawthorne 
Place,  Chicago  13 

Third  International  Congress  of  Group  Psy- 
chotherapy. Milan,  Italy.  Write  J.  L.  Moreno, 
M.D.,  Box  311,  Beacon,  New  York 
World  Federation  for  Mental  Health.  Amster- 
dam. Write:  19  Manchester  Street,  London  W1 

International  Society  of  Chemotherapy.  Stutt- 
gart, Germany.  Write:  Clemens  A.  Hockethat, 
VA  Hospital,  13th  and  Harrison  Streets,  Oak- 
land, California 

International  Psycho-Analytical  Congress. 
Stockholm.  Write  L.  Borge  Lofgren,  M.D., 
Narvavagen  25,  Stockholm 

International  Congress  on  Nutrition.  Edin- 
burgh, Scotland.  Write:  Alexander  Adler,  30 
Park  Avenue,  New  York  16 

Sixth  International  Congress  of  Gerontology. 
Copenhagen.  Write:  P.  From  Hansen,  M.D., 
D.I.S.  Congress  Service,  19  Sankt  Peders 
Straede,  Copenhagen 

Fifth  European  Congress  on  Rheumatic  Dis- 
eases. Stockholm.  Write:  Olle  Lovgren,  M.D., 
St.  Eriks  Sjukhus,  Stockholm 

International  Congress  of  Nephrology.  Prague, 
Czechoslovakia.  Write:  V.  Fencl,  M.D.,  In- 
stitute of  Cardiovascular  Research,  Prague 
4-Krc 

International  Symposium  on  Radiological 
Health  and  Safety.  Vienna.  Write:  Interna- 
tional Atomic  Energy  Agency,  11  Kartner 
Ring,  Vienna  1 

International  Congress  on  Orthopaedic  Sur- 
gery and  Traumatology.  Vienna.  Write:  Karl 
Chiari,  Grillparzerstrasse  14,  Vienna  1 

International  Congress  on  Clinical  Pathology. 
Mexico  City.  Write:  E.  Cervera  B.,  M.D., 
Asociacion  Mexicana  de  Laboratorio  Clinico, 
Durango  213,  Mexico  7,  D.F. 

International  Congress  of  Genetics.  The  Hague, 
Netherlands.  Write:  S.  J.  Geerts,  14  de  Mon- 
chyplein,  The  Hague 


Sept.  15-21 


Sept.  16-20 


Sept.  19-21 


International  Congress  on  Occupational  Health. 
Madrid.  Write:  D.  P.  Sangro  Torres,  M.D.,  In- 
stitute Nacional  de  Medicina  y Seguridad  del 
Trabajo,  Ciudad  Universitaria,  Madrid 

Ciba  Foundation  Guest  Symposium  on  Mother- 
Infant  Interaction.  London.  Write:  Ciba  Foun- 
dation, 41  Portland  Place,  London  W1 

Congress  of  the  International  Society  of  Car- 
diovascular Surgery.  Rome,  Italy.  Write:  H. 
Haimovici,  M.D.,  862  Park  Avenue,  New  York 
21 


Sept.  19-22 


Sept.  26-28 


Oct. 


Nov.  5-13 


Fifth  International  Congress  of  General  Prac- 
tice. Salzburg,  Germany.  Write:  K.  Engel- 
meier,  M.D.,  Internationale  Gesellschaft  fur 
Praktisch  Angewandte  Medizin,  Langestrasse 
21,  Oelde,  Westf.  West  Germany 

International  Congress  of  Therapy.  Brussels. 
Write:  Dr.  Bauduin,  Faculte  de  Medicine,  115 
boul  de  Waterloo,  Brussels 

American  Society  of  Plastic  and  Reconstruc- 
tive Surgery.  Hawaiian  Village  Hotel,  Hono- 
lulu. Write:  T.  Ray  Broadbent,  M.D.,  Secre- 
tary, 508  E.  South  Temple,  Salt  Lake  City 

Ninth  Congress  of  the  Pan-Pacific  Surgical 
Association.  Honolulu.  Write:  F.  J.  Pinkerton, 
M.D.,  Director  General,  Pan-Pacific  Surgical 
Association,  Suite  236,  Alexander  Young  Build- 
ing, Honolulu  13,  Hawaii 


Nov.  13-Dec.  10  First  Pan-Pacific  Mobile  Educational  Lecture 
Seminar.  New  Zealand,  Australia,  Thailand, 
the  Philippines,  Hong  Kong  and  Japan.  Write 
Dr.  F.  J.  Pinkerton,  Director  General,  Pan- 
Pacific  Surgical  Association,  Suite  236,  Alex- 
ander Young  Building,  Honolulu  13 


Rocky  Mountain  Cancer  Conference 

Dr.  Edward  R.  Annis,  president-elect  of  the 
American  Medical  Association,  will  be  one  of  the 
principal  speakers  at  the  17th  Annual  Rocky 
Mountain  Cancer  Conference,  July  12-13,  at  the 
Brown  Palace  Hotel  in  Denver. 

The  annual  conference  is  co-sponsored  by  the 
Colorado  Division  of  the  American  Cancer  Soci- 
ety and  the  Colorado  Medical  Society. 

Among  the  speakers  at  the  two-day  scientific 
program  will  be:  James  C.  Doyle,  M.D.  (Ob-Gyn), 
Beverly  Hills;  Edward  A.  Gall,  M.D.,  Director  De- 
partment of  Pathology,  Cincinnati  General  Hos- 
pital and  Editor  in  Chief  of  the  American  journal 
of  pathology;  Olaf  H.  Pearson,  M.D.,  Associate 
Professor  of  Laboratory  Medicine,  Western  Re- 
serve Medical  School;  Henry  L.  Jaffee,  M.D.,  Di- 
rector Division  of  Radiation  Therapy  and  Nuclear 
Medicine,  Cedars  of  Lebanon  Hospital;  Howard  R. 
Mahorner,  M.D.  (Surgeon),  New  Orleans;  Mur- 
ray M.  Copeland,  M.D.,  Professor  of  Oncology, 
University  of  Texas  Postgraduate  School  of  Med- 
icine, Houston. 

The  first  day  of  the  Conference  will  be  devoted 
to  scientific  papers  presented  by  the  guest  speak- 
ers. A panel  discussion  featuring  the  guest  speak- 
ers and  entitled  “Available  Methods  in  the  Treat- 
ment of  Persistent  Cancer,”  will  highlight  the 
morning  session  of  the  second  day.  A Round-Table 
Forum  will  follow  the  panel  in  the  afternoon. 

Application  has  been  made  for  A.A.G.P.  accred- 
itation of  the  Conference.  Further  information  may 
be  obtained  by  writing  Rocky  Mountain  Cancer 
Conference,  1809  East  18th  Avenue,  Denver  18, 
Colorado. 


An  Analeptic  for  the  Comatose 
Patient 

Suicide  has  become  an  all-too-frequent  cause  of 
death,  and  attempted  suicide  has  become  an  in- 
creasingly frequent  occasion  for  admissions  to  our 
hospitals.  One  of  the  commonest  methods  em- 
ployed in  attempted  suicide  is  the  ingestion  of 
large  amounts  of  barbiturates  or  other  depressant 
drugs,  and  many  of  the  patients  are  admitted  in 
coma.  The  addition  of  any  new  mode  of  treatment 
which  will  accelerate  the  return  of  these  unfor- 
tunate patients  to  consciousness  is  a welcome  ad- 
dition to  the  physician’s  armamentarium. 

The  use  of  analeptics  has  been  in  disrepute,  and 
numerous  articles  in  the  literature  have  opposed 
the  use  of  such  drugs  in  the  treatment  of  coma 
on  the  grounds  that  they  were  too  dangerous,  be- 
cause they  induced  vomiting  and  a consequent 
aspiration  of  vomitus,  and  because  in  some  cases 
they  produced  convulsions.  A recent  report  by 
Hoagland  and  McCarthy*  describes  the  successful 
use  of  a new  analeptic  which  often  restored  con- 
sciousness in  cases  of  barbiturate  poisoning,  and 
which,  with  the  method  that  they  employed,  pro- 
duced no  ill  effects. 

The  drug  is  methylphenidate,  available  as  Rita- 
lin (Ciba)  in  ampules  containing  100  mg.  In  animal 
experiments,  the  drug  was  found  to  nullify  the 
hypnotic  effects  of  pentobarbital,  when  the  two 
were  given  simultaneously,  and  it  was  antagonistic 
to  the  central  effects  of  reserpine  and  chlorprom- 
azine.  It  also  elevated  the  blood  pressure,  which 
may  be  an  advantageous  effect  in  the  treatment 
of  the  comatose  patient.  An  additional  effect  was 
the  stimulation  of  respiration  if  the  respiratory 
center  had  been  depressed  by  morphine-like  drugs. 
It  was  found  to  enhance  the  effect  of  norepineph- 
rine, but  to  be  antagonistic  to  the  hypertensive 
effects  of  amphetamine  or  ephedrine.  Thus,  the 
di’Ug  was  considered  to  be  an  analeptic  with  both 
cortical  and  subcortical  action.  It  was  found  to  be 
relatively  safe.  The  LD  50  dose  for  rats  was  367 
mg./Kg.,  orally,  and  50  mg./Kg.,  intravenously. 

Clinically,  the  authors  used  the  drug  in  patients 
with  barbiturate  poisoning  to  restore  consciousness 
as  rapidly  as  possible.  Coma  was  defined  as  a pro- 
found state  of  unconsciousness,  from  which  the 
patient  could  not  be  aroused  by  verbal  command 
or  by  any  kind  of  manual  stimulation.  The  drug 

* Hoagland,  R.  J.,  and  McCarthy,  R.  J.:  Treatment  of  drug- 
induced  coma:  effectiveness  of  methylphenidate.  am.  j.  med. 
sci.,  2 42:189-197,  (Feb.)  1963. 


was  employed  in  all  stuporous  patients,  as  well  as 
comatose  ones,  for  it  is  difficult  to  know  accurately 
how  much  barbiturate  has  been  taken,  when  it  was 
taken,  or  whether  the  effects  will  increase  or  di- 
minish. 

Methylphenidate  was  injected  through  the  tub- 
ing of  the  intravenous  infusion.  The  initial  dose 
recommended  was  10  to  20  mg.  for  the  treatment 
of  the  comatose  adult.  If  the  patient  did  not  im- 
prove, 10  to  20  mg.  was  given  every  five  to  10  min- 
utes, depending  on  the  degree  of  depression.  If 
consciousness  waned,  the  dose  was  repeated.  In 
some  patients,  the  drug  was  given  by  continuous 
infusion  in  a dose  of  at  least  10  mg./hr.  If  a total 
of  1.0  Gm.  had  been  given  without  effect,  its  con- 
tinuation was  regarded  as  useless. 

According  to  the  authors,  the  intravenous  doses 
of  methylphenidate  employed  were  not  dangerous. 
They  found  that  doses  up  to  920  mg.  in  12  hrs.  had 
no  ill  effect,  and  they  quoted  Tickton  as  saying  he 
had  given  doses  as  large  as  900  mg.  in  a one-hour 
period  without  ill  effect,  and  that  he  had  given  up 
to  1,400  mg.  in  treating  20  patients  with  bar- 
biturate poisoning  without  observing  any  unde- 
sirable effects.  If  the  patient  has  been  receiving  a 
vasopressor  drug,  it  may  be  possible  to  discontinue 
the  drug  or  to  reduce  the  dose. 

From  their  experience  with  methylphenidate  in 
the  treatment  of  16  cases,  Hoagland  and  McCarthy 
observed  that  the  drug  can  abolish  the  effect  of 
barbiturates.  They  often  noted  a shortening  of 
the  period  of  unconsciousness,  and  this  is  impor- 
tant in  the  management  of  the  comatose  patient. 
An  early  return  to  consciousness  permits  the  pa- 
tient to  swallow  saliva  and  to  cough  up  sputum 
and  mucus,  and  it  reduces  the  number  of  attend- 
ants needed,  permits  interrogation,  and  makes  the 
use  of  a urinary  catheter  unnecessary. 

The  authors  conclude  that  the  long-held  belief 
that  analeptics  are  valueless  in  the  treatment  of 
coma  should  be  discarded.  The  fact  that  these 
drugs  had  undesirable  effects  when  used  several 
decades  ago  is  of  historical  interest  only,  and 
should  not  be  made  the  basis  for  depriving  patients 
of  the  benefits  of  modern  drugs  which  have  proved 
safe  and  effective. 


Surgery  for  Bronchogenic  Carcinoma 

A recent  report  by  Ehrenhaft  and  associates,* 
at  University  Hospitals,  Iowa  City,  on  the  results 
of  the  surgical  treatment  of  bronchogenic  car- 
cinoma should  be  of  great  interest  to  the  physicians 
of  this  state.  The  study  covered  an  11-year  period 
from  July  1,  1949,  to  June  30,  1960,  and  summarized 
their  experience  with  pathologically  proved  lesions 
in  1,097  patients. 

Excluded  from  the  study  were  patients  with 
pulmonary  cancer  that  was  considered  metastatic, 

* Sensinig,  D.  M.,  Rossi,  N.  P.,  and  Ehrenhaft,  J.  L.:  Re- 
sults of  surgical  treatment  of  bronchongenic  carcinoma. 
surg.,  gynec.  & obst.,  116:279-284,  (Mar.)  1963. 
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with  pulmonary  adenoma,  and  with  alveolar  or 
bronchiolar  carcinoma.  The  latter  were  excluded 
because  the  origins  of  their  lesions  were  too  con- 
troversial to  permit  their  inclusion  in  a study  of 
surgical  results  in  bronchogenic  carcinoma. 

All  patients  were  evaluated  by  the  taking  of  a 
complete  history,  by  physical  examination,  by  rou- 
tine laboratory  studies,  by  electrocardiography,  by 
bronchoscopy,  and  by  bronchograms  if  the  neo- 
plasm could  not  be  visualized  at  bronchoscopy.  Bi- 
opsies of  the  supraclavicular  fat  pad  were  made 
only  in  cases  in  which  a node  was  palpable,  or  in 
order  that  a diagnosis  could  be  made  in  a poor- 
risk  patient. 

If  the  carcinoma  had  invaded  the  chest  wall  or 
the  trachea,  or  if  a vocal  cord  were  paralyzed,  re- 
section was  not  attempted.  The  presence  of  fluid 
in  the  pleural  cavity  was  not  a contraindication  to 
operation  unless  the  pathologic  diagnosis  was  clear- 
ly cancer.  This  condition  was  infrequent.  Upon 
cytologic  study  it  was  found  that  the  reaction  of 
the  mesothelial  cells  often  simulated  a neoplasm. 

Most  explorations  were  done  with  a view  to  re- 
section unless  the  neoplasm  was  too  extensive, 
and  few  patients  were  refused  the  benefit  of  opera- 
tion because  of  infirmity.  A standard  pneumonec- 
tomy was  the  resection  of  choice,  and  at  times 
superior  mediastinal  lymph  nodes  were  dissected 
or  intrapericardial  vessels  were  ligated  when 
necessary  to  remove  the  cancer.  Lobectomy  was 
done  in  patients  of  advanced  age,  in  patients  with 
emphysema,  and  in  those  in  poor  physical  condi- 
tion, if  the  lesion  was  located  peripherally  and  the 
lymph  nodes  did  not  appear  to  be  involved.  As  the 
surgeons’  experience  increased  and  as  they  recog- 
nized that  lobectomy  was  a satisfactory  and  accept- 
ed operation  for  localized  lesions,  they  performed 
this  procedure  more  frequently. 

Of  the  1,097  patients  seen  in  the  11-year  period, 
624  were  subjected  to  operation.  In  32  per  cent  of 
the  patients,  the  bronchogenic  carcinoma  was  re- 
sected. Most  of  the  patients  were  between  50  and 
69  years  of  age,  and  6.4  times  as  many  men  as 
women  were  operated  upon.  Pneumonectomy  was 
performed  in  283  patients,  lobectomy  in  60,  wedge 
resection  in  two,  and  segmental  resection  in  three. 
There  were  275  patients  who  underwent  thoracot- 
omy in  whom  the  lesions  were  found  to  be  unre- 
sectable. 

Of  the  group  of  patients  who  were  subjected  to 
pulmonary  resection,  the  pathologic  diagnosis  was 
epidermoid  carcinoma  in  224;  adenocarcinoma  in 
47;  mixed  epidermoid  carcinoma  and  adenocarci- 
noma in  three;  and  anaplastic  carcinoma  in  75.  In 
contrast  with  those  in  whom  resectable  lesions 
were  found,  the  following  are  the  findings  in  those 
on  whom  exploratory  operations  were  done  but  re- 
section was  not  carried  out:  adenocarcinoma,  55; 
epidermoid  carcinoma,  96;  and  anaplastic  carci- 
noma, 103  cases.  Thus,  21  per  cent  of  the  tumors 
resected  were  anaplastic,  but  41  per  cent  of  the 
non-resectable  lesions  were  anaplastic. 


Any  patient  who  died  within  30  days  after  opera- 
tion was  considered  a surgical  death.  In  the  group 
of  283  pneumonectomies,  there  were  31  deaths 
(11.0  per  cent) , and  40  per  cent  of  the  deaths  were 
due  to  cardiovascular  complications.  In  the  group 
of  66  patients  who  had  lobectomies  or  lesser  resec- 
tions, there  were  14  deaths  (21  per  cent).  Forty- 
three  per  cent  of  those  14  died  from  respiratory 
complications,  and  28  per  cent  died  from  cardio- 
vascular causes.  In  the  patients  more  than  69  years 
of  age  who  were  subjected  to  pneumonectomy, 
there  was  a mortality  of  17  per  cent,  in  contrast  to 
a mortality  of  just  8 per  cent  in  patients  in  the 
same  age  group  who  had  lobectomies.  The  30-day 
mortality  in  the  unresected  group  of  patients  was 
15  per  cent. 

The  most  common  early  postoperative  compli- 
cations were  cardiac  arrhythmia,  infection  or  cor 
pulmonale,  whereas  the  most  frequent  late  com- 
plications were  infection  and  cor  pulmonale.  Post- 
operative empyema  occurred  in  seven  patients  in 
the  pneumonectomy  group,  and  in  one  of  the  66 
patients  subjected  to  a lesser  operation. 

The  5-year  survival  rate  in  the  patients  who  had 
undergone  pneumonectomy  was  22  per  cent,  and 
in  those  who  had  been  subjected  to  lobectomy  it 
was  23  per  cent.  Of  the  patients  who  had  explora- 
tion only,  just  two  survived  five  years.  Of  those 
who  had  pneumonectomy  for  epidermoid  carcino- 
ma, 24  per  cent  survived  five  years;  for  adenocar- 
cinoma 17  per  cent;  and  for  anaplastic  carcinoma 
20  per  cent.  Of  the  patients  who  survived  five  years 
or  more  after  pneumonectomy,  lymph  nodes  were 
positive  in  the  resected  specimen  in  36  per  cent. 

Of  unusual  interest  was  the  observation  that 
among  those  patients  who  developed  empyema 
postoperatively,  three  of  the  seven  had  survived 
five  or  more  years  at  the  time  of  the  study,  and 
four  of  the  seven  were  without  known  disease. 
Experimental  studies  have  indicated  that  both 
gram-positive  and  gram-negative  bacteria  produce 
anti-tumor  substances.  The  relatively  high  survival 
rate  in  the  patients  who  developed  empyema  sug- 
gests that  this  subject  deserves  further  investiga- 
tion. 


Attend  the 
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Anginal  Pain 

Smith  and  Papp,  from  Charing  Cross  and  Lon- 
don Chest  Hospitals,*  have  emphasized  that  there 
are  a considerable  number  of  patients  who  experi- 
ence paroxysms  of  angina  at  intervals  over  periods 
of  months  or  years,  by  day  or  night,  but  never  in 
relation  to  effort.  They  point  out  that  the  wary 
clinician  should  consider  thoracic  pain  at  rest  as 
possibly  coronary  in  origin,  even  if  there  is  no 
effort  pain,  and  that  the  association  of  coronary 
heart  disease  with  non-cardiac  disorders  may  lead 
to  confusion  and  to  errors  in  diagnosis. 

According  to  these  men,  anginal  pain  has  been 
classified  into  two  broad  categories:  first,  a repeti- 
tive, paroxysmal  type  related  to  effort;  and  second, 
pains  unrelated  to  effort  that  were  recurrent  and 
more  and  more  persistent  as  a prelude  to  cardiac 
infarction.  The  diagnosis  in  these  two  forms  did 
not  generally  remain  long  in  doubt,  and  in  those 
patients  with  anginal  pain  independent  of  effort,  a 
sufficient  grade  of  effort — locomotion — would  sure- 
ly provoke  it. 

Smith  and  Papp  propose  a third  variety  of  angina 
which  is  clinically  separate  from  effort  angina  and 
from  the  worsening  angina  that  terminates  in  car- 
diac infarction:  “We  now  bring  together  as  a group 
those  syndromes  in  which  pain  proceeds  to  ema- 
nate from  the  heart,  occurs  sporadically,  often 
without  provocation  and  sometimes  concerned  with 
posture.  In  this  group  the  recurrent  pains  may 
appear  at  long  intervals  and  without  deterioration 
of  effort  tolerance  for  years.  Sometimes  attacks 
are  related  to  cold  or  to  emotional  causes;  at  times 
they  develop  only  in  recumbency;  and  at  times 
they  are  closely  related  with  a disorder  that  is  not 
related  to  the  coronary  system  or  the  heart  at  all, 
such  as  gallbladder  disease,  cervical  spondylitis 
and  gastro-esophageal  disorders.”  This  group  did 
not  include  any  syndrome  which  could  not  be 
shown  at  once  or  in  time  to  have  been  caused  by 
coronary  artery  disease.  This  was  determined  by 
cardiography,  either  in  or  out  of  the  attack,  by  the 
cardiographic  effort  test  or  by  the  ultimate  devel- 
opment of  cardiac  infarction. 

The  authors  proposed  the  following  classification 
of  angina  independent  of  effort: 

1.  Episodic  angina 

2.  Postural  angina 

3.  Linked  angina 

4.  Status  anginosus. 

Episodic  angina  is  a syndrome  in  which  the  pain 
is  of  the  same  character  as  in  angina  of  effort,  and 
occurs  at  longer  or  shorter  intervals.  Each  attack 
is  similar  to  the  others,  but  the  initial  one  may  be 
more  severe.  Smith  and  Papp  say  that  this  disorder 
may  recur  over  a course  of  10  or  15  years,  and  the 
patient  continues  to  have  a good  effort  tolerance, 
not  limited  by  pain.  Some  of  the  people  in  this 
group,  though  they  have  anginal  episodes  at  rest, 

* Smith,  K.  S.,  and  Papp,  C.:  Episodic,  postural  and  linked 
angina.  British  m.  j.,  2:1425-1430,  (Dec.  1)  1962. 


are  able  to  lead  full,  active  lives,  engaging  in  ac- 
tivities such  as  walking  and  climbing,  playing  golf 
and  gardening,  with  freedom  from  thoracic  pain. 
The  pain  in  episodic  angina  is  ordinarily  as  severe 
as  the  pain  in  effort  angina,  it  is  more  prolonged, 
and  it  may  be  relieved  by  glyceryl  trinitrate.  It 
may  radiate  to  the  back,  to  the  shoulders  and 
elbows,  and  to  the  jaws.  The  resting  electrocardio- 
gram may  be  normal  or  abnormal.  If  normal,  repe- 
tition after  exercise  may  show  changes  typical  of 
myocardial  ischemia.  The  true  diagnosis  may  con- 
tinue in  doubt  until  one  of  the  attacks  is  unusually 
prolonged,  and  it  is  then  recognized  as  a proved 
cardiac  infarction. 

Postural  angina  occurs  in  two  forms:  nocturnal 
or  decubitus  angina;  and  angina  in  relation  to  cer- 
tain postures  such  as  stooping.  The  authors  prefer 
the  term  nocturnal  angina,  for  in  most  of  their  pa- 
tients it  is  in  lying  down  and  sleeping  that  the 
seizures  occur.  It  is  postulated  that  the  increased 
return  to  the  heart  during  the  night,  due  to  the  re- 
absorption of  fluid  which  has  accumulated  in  the 
tissue  spaces  during  the  day,  may  be  responsible 
for  this  particular  syndrome.  The  cause  may  be 
similar  to  that  of  cardiac  asthma,  and  the  two  con- 
ditions are  occasionally  associated  and  may  benefit 
from  the  use  of  diuretics.  Dreaming  may  explain 
some  of  these  attacks,  and  it  is  possible  that  mental 
strain  and  emotion  may  be  factors  in  precipitating 
nocturnal  pain.  Angina  of  stooping  is  not  uncom- 
mon in  patients  with  deficient  coronary  circula- 
tions. Precordial  pain  which  comes  on  when  the 
patient  is  tying  his  shoes  is  typical  of  this  condi- 
tion. Stooping  is  said  to  produce  a rise  in  both 
systolic  and  diastolic  pressures. 

Linked  angina  is  the  association  of  the  anginal 
syndrome  with  non-cardiac  disorders  that  trigger 
bouts  of  thoracic  pain.  Too  often,  the  possibility  of 
coronary  artery  disease  is  forgotten,  and  anginal 
pain  centered  at  the  lower  end  of  the  sternum  may 
falsely  be  attributed  to  gallbladder  disease.  Car- 
diac pain  referred  to  the  shoulder  and  arm  may  be 
thought  to  be  rheumatic  in  origin.  Angina  may  be 
linked  with  spinal  arthritis,  with  hiatus  hernia, 
with  gastric  and  duodenal  ulcer,  and  with  left 
mammary  pain.  The  principles  of  referred  pain  are 
based  on  the  anatomical  fact  that  afferent  paths 
from  somatic  regions  and  from  visceral  sources 
enter  the  spinal  cord  at  levels  and  by  pathways 
which  correspond  closely  to  the  afferent  pathways 
for  cardiac  pain.  According  to  the  authors,  when- 
ever there  is  any  doubt  about  whether  the  pain  is 
of  coronary  origin  or  from  disease  of  another  or- 
gan, it  is  probable  that  both  systems  are  involved. 
However  in  linked  angina,  the  coronary  element 
is  the  major  one. 

Status  anginosus  is  included  in  the  group  of 
anginas  independent  of  effort  for  completeness. 
Ordinarily,  patients  who  fall  into  this  category 
have  angina  of  effort,  but  in  addition  they  have  the 
most  severe  form  of  decubital  angina,  and  it  fre- 
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quently  terminates  in  cardiac  infarction,  though 
this  may  be  delayed  for  months  or  years. 

The  authors  conclude  with  the  statement: 
“There  should  be  less  reluctance  to  consider  tho- 
racic pains  at  rest  as  possibly  coronary,  even  if 
there  is  no  effort  pain.  If  the  physician  is  asking 
himself  whether  it  is  angina  or,  say,  gallbladder 
disease,  he  should  be  considering  the  likelihood 
that  both  disorders  exist.” 


Lumbar  Sympathectomy  for 
Arteriosclerosis  Obliterans 

Because  the  number  of  aged  people  in  the  gen- 
eral population  is  increasing,  the  problem  of  man- 
agement of  serious  disturbances  of  the  circulation 
of  the  lower  extremities  confronts  the  clinician 
with  greater  and  greater  frequency.  In  a recent 
article  by  Alexander  Blain  and  associates,*  it  is 
pointed  out  that  the  glamor  of  the  new  surgical 
attack  on  symptomatic  arteriosclerosis  obliterans 
has  resulted  in  a neglect  of  basic  surgical  principles 
in  its  management. 

According  to  this  Detroit  group,  the  basic  prin- 
ciple in  the  management  of  arteriosclerosis  ob- 
literans is  the  need  on  the  part  of  the  physician  or 
surgeon  to  differentiate  between  diabetic  gangrene 
in  a patient  with  absent  femoral  pulses  due  to  ar- 
teriosclerosis, and  arteriosclerotic  gangrene  of  a 
toe  in  a patient  with  concomitant  diabetes  mellitus. 

In  the  former,  incision  and  drainage  of  an  in- 
fected area  may  be  the  only  operation  necessary. 
In  the  experience  of  the  authors,  all  too  frequently 
transmetatarsal  amputation  of  the  uninvolved  as 
well  as  of  the  involved  toes  has  been  performed  in 
both  situations,  and  in  some  cases  even  supra- 
condylar amputation  has  been  done.  This  has  oc- 
curred particularly  in  patients  in  whom  surgical 
operation  on  the  arteries  did  not  appear  to  be  indi- 
cated. It  is  this  group  of  patients  in  whom  bilateral 
sympathectomy  is  considered  the  operation  of 
choice  by  Blain  and  his  associates,  if  certain  other 
conditions  do  not  contraindicate  operation. 

Adequate  examination  of  the  peripheral  and 
central  cardiovascular  status,  including  a detailed 
history,  is  essential.  Case  selection  demands  an 
assessment  of  the  need  for  an  operation,  and  the 
feasibility  of  any  surgical  intervention.  If  surgery 
is  considered  feasible,  then  the  surgeon  must  weigh 
the  possible  effects  of  both  lumbar  sympathectomy 
and  direct  operative  attack  upon  the  obstruction. 

The  judgment  of  the  authors  is  based  on  the  per- 
formance of  lumbar  sympathectomy  on  more  than 
400  patients  during  a period  of  15  years.  Most  of 
this  experience  was  at  the  Alexander  Blain  Hos- 
pital, in  Detroit,  where  a series  of  357  operations 
were  done  on  196  patients  who  were  followed  for 
from  one  to  15  years.  Approximately  one-third  of 
the  patients  were  followed  for  over  10  years,  and 

* Blain,  A.,  Ill,  Zadeh,  A.  T.,  Teves,  M.  L.,  and  Bing,  R.  J.: 
Lumbar  sympathectomy  for  arteriosclerosis  obliterans,  sun- 
geby,  53:164-171,  (Feb.)  1963. 


two-thirds  for  over  five  years.  Excluded  from  the 
study  were  patients  who  underwent  endarterec- 
tomy, bypass  and  grafting  procedures,  or  who  had 
initial  supracondylar  amputations.  Patients  operat- 
ed upon  for  Raynaud’s  disease  and  for  thrombo- 
angiitis obliterans  were  also  excluded. 

Of  the  196  patients  operated  upon  at  the  Alex- 
ander Blain  Hospital,  101  were  over  60  years  of 
age,  and  24  were  under  45  years  of  age,  the  ex- 
tremes being  26  and  80  years.  There  were  140 
males  and  56  females.  All  had  symptomatic  arterio- 
sclerosis obliterans  with  a total  loss  of  at  least  the 
pedal  pulses.  Seventy-eight  of  the  group  had  an  as- 
sociated hypertension.  Fifty-four  patients  had  dia- 
betes, and  contrary  to  the  experience  of  others,  the 
results  in  them  were  as  good  as  or  better  than  the 
results  in  the  cases  of  the  162  non-diabetics. 

The  indications  for  lumbar  sympathectomy  in 
90  of  the  group  were  intermittent  claudication  and 
calf  pain  which  interfered  with  their  vocations 
or  avocations.  In  76  of  these  90  patients,  there  was 
definite  improvement  following  operation,  and  they 
were  able  to  walk  much  longer  distances  without 
pain.  Forty  patients  had  ulcers  of  the  legs  or  toes 
which,  without  exception,  healed  after  operation. 
Twenty-six  of  the  series  had  gangrenous  toes.  Eight 
of  these  patients  lost  only  the  involved  toes,  and  in 
10  the  gangrene  was  superficial,  and  this  tissue 
sloughed  following  the  operation  and  was  replaced 
by  scar  tissue  and  viable  skin.  Eighteen  patients 
in  the  entire  series  underwent  supracondylar 
amputation,  and  in  three  of  them  it  was  bilateral. 

The  sympathectomy  was  bilateral  in  161  patients, 
and  unilateral  in  35.  The  operation  in  156  of  the 
series  included  L-2,  L-3  and  usually  L-4  ganglia, 
and  in  40  patients  L-l  was  also  removed  (bilateral 
in  18).  The  results  were  considered  excellent  in  79, 
good  in  46,  fair  in  26  and  poor  in  26,  and  supra- 
condylar amputation  was  necessary  in  18  patients. 

According  to  Dr.  Blain,  no  patient  who  is  seri- 
ously ill  because  of  other  manifestations  of  arterio- 
sclerosis should  be  considered  for  operation.  It 
should  be  remembered  by  everyone  concerned  that 
the  operation  is  palliative  only,  and  that  no  patients 
are  cured  by  lumbar  sympathectomy.  It  is  only  by 
a thorough  and  painstaking  examination  of  the 
vascular  status  of  a patient  with  arteriosclerosis 
obliterans  that  a physician  can  make  an  intelligent 
decision  concerning  management  of  the  case.  Dr. 
Blain  is  emphatic  in  his  declaration  that  a gener- 
ation of  surgeons  is  being  trained  to  use  vascular 
grafts,  but  not  to  perform  adequate  peripheral  ex- 
aminations. The  Detroit  group  found  that  about  20 
per  cent  of  the  patients  in  their  series  had  no  pe- 
ripheral pulses,  including  the  femoral.  Angiograms 
showed  a localized  block,  with  a good  outflow  tract, 
in  less  than  one  third  of  them,  and  lumbar  sympa- 
thectomy is  the  only  feasible  operation  and  it  may 
prevent  amputation.  A large  proportion  of  the 
patients  had  4+  femoral  pulses  and  perhaps  a 2 + 
popliteal  pulse  on  the  right,  with  absent  left  poplit- 
eal and  posterior  tibial  and  dorsalis  pedis  pulses. 


298 


Journal  of  Iowa  Medical  Society 


May,  1963 


It  was  their  practice  to  use  femoral  arteriography 
in  those  patients  who  had  femoral  pulses  but  no 
popliteal  or  pedal  pulses.  In  their  experience  with 
occlusion  of  the  aorta  and  iliac  arteries,  endarterec- 
tomy, grafts  and  bypass  procedures  were  successful 
in  about  75  per  cent  of  the  cases.  In  femoropopliteal 
occlusions,  on  the  other  hand,  not  more  than  50 
per  cent  of  direct  operations  were  successful  one  to 
two  years  postoperatively.  Sympathectomy  as  an 
adjunct  or  as  a preliminary  operation  may  forestall 
amputation. 

Blain  and  his  associates  say  that  there  are  cer- 
tain factors  which,  if  present,  argue  against  the 
performance  of  a sympathectomy:  marked  atrophy 
of  an  extremity  with  loss  of  subcutaneous  tissue 
and  consequent  diminution  of  available  vascular 
bed;  rapid  onset  of  symptoms;  rapidly  progressive 
vascular  lesion;  or  constant  intractable  pain  which 
is  not  relieved  by  sympathetic  block. 

The  indications  for  lumbar  sympathectomy  in 
symptomatic  arteriosclerosis,  as  outlined  by  the 
Detroit  group,  are  as  follows: 

1.  Absent  pedal  pulses  in  the  presence  of  pal- 
pable femoral  and  popliteal  pulses. 


IMS  Cooperating  on  Radio  Programs 

The  Iowa  Medical  Society,  through  its  Commit- 
tee on  Health  Education,  is  currently  cooperating 
with  Station  WOI,  Ames,  in  the  production  of  two 
weekly  health  education  programs. 

The  first  is  titled  “60-plus”  and  is  devoted  to  the 
presentation  of  news  and  information  of  special  in- 
terest to  Iowa’s  350,000  retirees.  The  various  health 
problems  of  older  people  are  discussed  each  week 
in  a five  minute  interview  with  a Society  rep- 
resentative. 

The  Society  also  cooperates  in  the  production  of 
a 25  minute  weekly  radio  program  titled  “House 
Call.”  A guest  physician  discusses  a general  health 
subject  and  answers  questions  mailed  to  the  sta- 
tion in  advance  of  the  program,  as  well  as  inquiries 
telephoned  to  the  station  during  the  broadcast 
period.  It  is  anticipated  that  these  programs  will 
continue  for  several  months,  and  the  Health  Ed- 
ucation Committee  plans  to  invite  physicians  from 
all  parts  of  the  state  to  take  part  in  them.  Anyone 
interested  in  discussing  a specific  health  subject  is 
urged  to  contact  the  Committee  chairman,  Dr. 
C.  D.  Ellyson,  in  care  of  the  Society  office. 


Film  on  Mouth  Protectors 
for  Athletes 

“Block  That  Kick!  In  the  Teeth”  is  a film  on 
mouth  protectors  for  athletes  that  was  released  on 
April  5 by  the  H.E.W.  Department.  The  16-minute, 
color  and  sound  film  was  produced  by  the  Division 
of  Accident  Prevention  of  the  U.S.P.H.S.,  in  co- 


2. Absent  pedal  pulses  in  the  presence  of  palpa- 
ble femoral  pulses  when  arteriography  shows  no 
direct  operable  segmentation  of  the  occlusive  proc- 
ess or  an  inadequate  outflow  tract,  and  also  in  the 
absence  of  all  peripheral  pulses  with  the  same 
arteriographic  findings. 

3.  Loss  of  any  of  the  three  pulses  in  the  very 
aged  or  infirm  patient  in  whom  lumbar  sympathec- 
tomy would  be  easily  tolerated  and  in  whom  direct 
surgical  attack  would  be  too  hazardous. 

4.  As  a adjunct  before  or  after  direct  surgical 
approach  to  the  obstruction. 

5.  In  all  patients  with  symptomatic  arteriosclero- 
sis obliterans  in  communities  and  hospitals  where 
required  radiologic  and  other  diagnostic  and  thera- 
peutic technics  are  not  available. 

From  their  experience  with  over  400  operations, 
Blain  and  associates  conclude  with  the  definite 
assertion:  “Lumbar  sympathectomy  remains  the 
most  widely  applicable  and  effective  surgical  meas- 
ure for  the  management  of  peripheral  arterio- 
sclerosis obliterans.” 


operation  with  the  American  Dental  Association 
and  the  National  Federation  of  State  High  School 
Athletic  Associations,  and  it  shows  how  loss  of 
teeth,  other  dental  injuries  and  concussions  can 
be  prevented  by  mouth  protectors. 

It  is  intended  primarily  for  audiences  of  den- 
tists, team  physicians,  trainers,  parents,  players 
and  coaches. 

Preview  copies  are  available  from  Mr.  John  H. 
Hove,  Regional  Accident  Prevention  Consultant, 
U.S.P.H.S.,  560  Westport  Road,  Kansas  City  11, 
Missouri. 


School  Health  Education  Workshops 

Three  school  health  education  workshops  will 
be  held  during  the  summer  months,  as  follows: 


June  17-28  State  College  of  Iowa 

July  8-19  State  University  of  Iowa 

July  22-Aug.  2 Drake  University 


These  workshops,  developed  by  the  State  De- 
partment of  Health  and  the  State  Department  of 
Public  Instruction,  are  two-week  sessions  which 
offer  three  hours  of  graduate  or  undergraduate 
credit,  and  are  open  to  elementary  or  secondary 
teachers,  supervisors,  administrators,  and  nurses 
who  are  junior,  senior  or  graduate  students  and 
are  now  teaching  or  concerned  with  health  or  re- 
lated subjects. 

The  Iowa  Medical  Society  is  cooperating  in  this 
project  by  providing  scholarships  for  two  teachers 
and  by  arranging  for  guest  speakers. 


A Report  on  the  First  National  Rural 
Safety  Conference 

Held  at  the  Drake  Hotel,  Chicago,  April  5-6,  1963 


Somewhere  in  the  neighborhood  of  100  to  150  peo- 
ple representing  the  medical  profession,  the  Na- 
tional Safety  Council,  various  levels  of  govern- 
ment and  several  farm  organizations,  and  coming 
from  all  parts  of  the  United  States,  met  at  the 
Drake  Hotel,  in  Chicago,  on  April  5 and  6,  to  ex- 
change ideas  on  the  causes  of  farm  and  home  acci- 
dents of  all  sorts,  and  on  methods  for  preventing 
them. 

In  his  welcoming  remarks,  George  M.  Fister, 
M.D.,  president  of  the  AMA,  said  that  as  regards 
accidents  that  kill  or  maim  so  many  people  each 
year,  the  physician  is  like  the  man  who  sees  some- 
one at  the  top  of  a building  a block  or  more  away, 
ready  to  jump.  He  would  like  to  keep  him  from 
jumping,  but  is  hardly  in  a position  to  prevent  his 
doing  so. 

The  approaches  to  accident  prevention  that  Dr. 
Fister  suggested  were  (1)  safety  education  at  the 
primary  and  secondary  school  levels;  (2)  specific 
safety  suggestions  as  regular  features  in  all  coun- 
try newspapers;  (3)  radio  and  TV  spot  announce- 
ments regarding  safety.  Besides,  he  suggested  that 
commercial  firms  might  be  persuaded  to  introduce 
warnings  or  slogans  of  various  sorts  into  their 
radio  and  TV  ads. 

DO  WE  CARE  ENOUGH? 

Mr.  Howard  Pyle,  an  ex-governor  of  Arizona 
and  now  president  of  the  National  Safety  Council, 
speculated  that  the  reason  for  our  high  accident 
rate  on  farms  and  in  homes  may  be  a consequence 
of  our  not  caring  enough.  After  pointing  out  that 
our  laws  designed  to  protect  the  public  against 
speeders,  drunken  drivers  and  other  traffic  hazards 
are  not  so  strong  as  they  might  and  should  be,  he 
told  his  audience  that  industrial  accidents  now 
constitute  no  more  than  14  per  cent  of  the  national 
problem,  whereas  they  once  were  a major  factor. 
Safety  programs  for  industry  began  in  1912,  he 
said,  but  farm-safety  programs  didn’t  begin  until 
1944.  Considerable  progress  has  been  made  in  cut- 
ting down  the  numbers  of  farm  accidents  in  some 
states,  however.  Wisconsin  cut  its  toll  in  half  with- 
in 13  years. 

As  technics  for  preventing  farm  accidents,  he 
proposed:  (1)  more  specialists  to  study  the  vari- 
ous aspects  of  the  problem;  (2)  more  effort;  (3) 


more  leaflets  and  other  materials;  and  (4)  more 
guidance  for  youth  groups. 

Raymond  L.  White,  M.D.,  director  of  the  AMA’s 
Division  of  Environmental  Medicine,  was  to  have 
participated  in  the  conference,  but  illness  pre- 
vented him  from  attending.  In  his  absence,  W.  W. 
Washburn,  M.D.,  of  the  AMA  Rural  Health  Coun- 
cil, said  little  more  than  that  the  AMA  has  set  up 
its  Division  of  Environmental  Medicine  to  partici- 
pate in  accident-prevention  programs. 

Mr.  William  J.  Brake,  chairman  of  the  Interim 
Health  Committee  of  the  National  Grange,  re- 
ported on  several  projects  that  have  been  under- 
taken by  local  divisions  of  his  organization.  He  ad- 
mitted that  it  took  a fatality  to  spur  the  farmers 
into  action,  but  in  one  rural  community  a cooper- 
ative telephone  line  was  set  up  chiefly  so  that  peo- 
ple could  summon  help  in  emergencies.  The  oper- 
ator has  standing  instructions  to  terminate  all  calls 
after  three  minutes,  so  that  the  line  will  be  free 
within  the  shortest  possible  length  of  time  for 
anyone  who  needs  to  call  the  fire  department  or 
the  doctor.  In  Muskegon  County,  Michigan,  he 
related,  the  traffic  toll  was  cut  in  half  for  a year 
or  more — or  for  as  long  as  the  Safety  Crusade 
lasted.  A principal  difficulty  in  such  projects,  he 
commented,  is  to  keep  the  effort  sustained.  Other 
Grange  groups  practiced  mouth-to-mouth  resusci- 
tation, and  at  least  in  one  instance  the  training 
was  subsequently  put  to  life-saving  use. 

TRAINED  INDIVIDUALS  AND  GOVERNMENTAL 
AGENCIES  ARE  READY  TO  HELP 

Mr.  Edward  S.  Adams,  chairman  of  the  National 
Conference  for  Farm  Safety,  of  the  National  Safety 
Council,  called  attention  to  a couple  of  factors  that 
make  the  accident-prevention  program  for  farmers 
especially  difficult:  (1)  Farming  now  requires  the 
mastery  of  more  skills  and  funds  of  information 
than  does  any  other  occupation.  (2)  Farm  families 
live  at  the  work  site,  and  all  members  thus  are 
equally  exposed  to  occupational  hazards. 

Mr.  Adams  outlined  the  personnel  that  his  or- 
ganization has  mobilized  for  rural  accident  pre- 
vention: (1)  about  70  agricultural  engineers  and 
educators  (ag.  extension),  home  economists  and 
public  relations  people;  (2)  46  farm  safety  com- 
mittees and  76  specialists  in  36  states;  and  (3) 
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volunteers — -called  “multipliers” — to  carry  the 
word  from  the  National  Council  for  Farm  Safety 
to  individual  farmers. 

Mr.  Walter  U.  Johnson,  of  the  Family  Safety 
Division  of  U.S.P.H.S.,  made  a number  of  impor- 
tant points  regarding  the  incidence  of  farm  acci- 
dents, but  the  most  useful  of  the  pieces  of  infor- 
mation that  he  presented  had  to  do  with  the  liter- 
ature which  his  agency  makes  available  to  all  who 
request  it.  During  a project  that  reduced  fire 
deaths  and  injuries  in  a Southern  county  by  about 
50  per  cent,  the  U.S.P.H.S.  developed  a manual 
that  it  will  make  available  to  those  who  ask  for  it. 
It  also  has  copies  of  an  Agriculture  Department 
booklet  on  home  accident  prevention,  and  of  a 
National  Safety  Council  checklist  for  home  safety. 

Mr.  Johnson  had  words  of  praise  for  two  Iowa 
projects.  He  applauded  the  farm-injury  reporting 
system  that  was  inaugurated  by  the  S.U.I.  Insti- 
tute of  Agricultural  Medicine  last  year,  and  he  at- 
tributed a recent  change  in  tractor  design  to  a 
study  that  had  been  made  of  power  take-off  ac- 
cidents in  Iowa.  He  concluded  by  saying  that 
U.S.P.H.S.  is  a team  player,  not  a lone  wolf. 

Mr.  E.  W.  Tanquary,  of  the  International  Har- 
vester Company,  and  Mr.  Carlton  Zink,  of  Deere 
and  Company,  indicated  the  farm  equipment  man- 
ufacturers’ interest  in  preventing  farm  accidents. 
Both  of  them  insisted  that  the  manufacturers  de- 
sign and  install  safety  mechanisms  of  all  sorts 
on  the  machines  that  they  make  and  sell,  and  de- 
clared that  the  principal  difficulty  is  to  get  the 
farmers  not  to  remove  or  circumvent  those  devices. 

One  of  the  most  interesting  features  of  the  pro- 
gram was  entitled  “Workshop  92.”  Two  men  and 
two  women  from  rural  Indiana  told  of  the  forma- 
tion and  of  the  activities  of  county  safety  councils 
in  rural  and  semiurban  areas.  The  technics  de- 
scribed included  propagandizing  the  use  of  seat- 
belts,  inspections  leading  to  the  elimination  of 
home  fire  risks,  identification  and  removal  of  high- 
way hazards,  and  the  establishment  of  county  res- 
cue units  and  rural  numbering  systems.  “Work- 
shop 92”  has  outlines  for  organizing  various  types 
of  counties,  and  copies  of  them  can  be  secured 
from  the  National  Safety  Council. 

SPECIFIC  SUGGESTIONS  FOR  PHYSICIANS 

Dr.  Hugh  A.  Matthews,  of  Canton,  North  Caro- 
lina, spoke  on  “The  Possible  Role  of  the  Practicing 
Physician  in  Accident  Prevention.”  More  or  less 
contradicting  Dr.  Fister’s  statement,  he  declared 
that  the  doctor  has  more  opportunities  than  almost 
anyone  else  in  the  area  of  accident  prevention, 
though  he  has  no  particular  training  for  it,  and  of 
course  has  many  other  things  to  do. 

He  read  the  following  list  of  questions  that  he 
believes  a general  practitioner  should  ask  of  each 
homemaker,  or  should  investigate  for  himself: 
(1)  Particularly  if  there  are  elderly  people  or 
small  children  in  the  home,  are  the  scatter  rugs 


anchored?  (2)  If  there  are  elderly  family  mem- 
bers, are  there  hand-rails  on  all  staircases,  by  the 
bathtub  and  by  the  commode,  and  are  the  light 
switches  beside  the  beds?  (3)  Have  the  elderly 
been  instructed  to  sit  on  the  edge  of  the  bed  for 
a moment  before  standing,  and  to  stand  for  a mo- 
ment before  starting  to  walk?  (4)  Does  the  fire- 
place have  a firescreen?  (5)  Is  the  heating  system 
inspected  once  a year?  (6)  Is  safe  storage  provided 
for  inflammable  and  toxic  substances,  or  for  ex- 
ample, is  kerosene  stored  in  a soft-drink  bottle? 
(7)  Is  there  a discarded  icebox  or  similar  self- 
locking  cabinet  on  the  premises?  (8)  Are  plastic 
bags  promptly  disposed  of? 

Dr.  Matthews  believes  that  a doctor  should  in- 
spect and  weed  out  the  medicine  cabinet  during 
each  of  his  home  visits,  and  that  when  he  sees  pa- 
tients in  his  office,  he  should  routinely  question 
them  about  the  medications  in  their  possession 
that  no  longer  are  efficacious  or  might  get  into  the 
wrong  hands.  In  addition,  he  should  caution  his 
patients  regarding  the  storage  of  firearms  and  the 
hiding  away  of  ammunition,  and  he  should  counsel 
senior  citizens  to  give  up  their  drivers’  licenses, 
or  even  should  report  them  as  traffic  hazards,  if 
necessary. 

Another  of  the  highlights  of  the  program  was  a 
group  presentation  by  a representative  of  the  Iowa 
State  Department  of  Public  Instruction,  a Smith- 
Hughes  teacher  and  a Mt.  Ayr,  Iowa,  youth  con- 
cerning the  “Safe  Corn  Harvest”  project.  It  is  said 
that  the  Future  Farmers  of  America  organization 
has  been  chiefly  responsible  for  a 50  per  cent  re- 
duction in  corn-picker  accidents  in  Iowa.  Last 
year,  4,200  FFA  members  interviewed  individual 
farmers,  and  3,600  people  were  persuaded  to  at- 
tend 76  meetings  on  corn-harvest  safety. 

At  the  banquet  session,  Dr.  Edward  R.  Annis, 
president-elect  of  the  AMA,  spoke  in  opposition 
to  Social  Security  financing  of  eldercare. 

DEPRESSION  IS  A MAJOR  THREAT  TO  FARMERS 

On  Saturday  morning,  April  6,  the  first  speaker 
was  S.  P.  Leinbach,  M.D.,  of  Belmond,  Iowa.  He 
reported  that  during  1960,  accidents  killed  421 
farm  residents  in  Iowa,  and  that  only  about  one- 
fourth  of  that  number  died  in  traffic  mishaps.  He 
listed  10  principal  causes  for  farm  injuries:  (1) 

carelessness;  (2)  unwise  parental  judgment;  (3) 
misuse  of  power  equipment;  (4)  poor  physical 
health;  (5)  wrong  age  for  the  job;  (6)  drinking 
on  the  job;  (7)  improper  storage  of  toxic  substan- 
ces; (8)  fatigue  and  low  blood-sugar  level;  (9) 
hypnosis;  and  (10)  emotional  disturbances. 

Dr.  Leinbach  emphasized  the  importance  of  the 
last  of  these  causes.  He  reported  that  the  suicide 
rate  for  farmers  in  Iowa  during  a recent  year  was 
50  per  100,000,  as  against  31  per  100,000  for  the 
employed  male  population.  The  suicide  rate  among 
unskilled  laborers  was  even  higher — 71  per  100,000 
— but  he  thinks  that  many  of  the  individuals  classed 
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as  unskilled  laborers  were  ex-farmers,  recently 
forced  from  the  land  by  economic  problems  that 
they  were  unable  to  solve. 

He  said  he  thinks  that  farmers  are  particularly 
susceptible  to  depression.  First,  having  made  a 
decision  in  the  spring  as  to  how  much  of  which 
crops  to  plant  or  of  animals  to  produce  or  buy,  the 
farmer  must  follow  through,  even  though  he  may 
find  out  rather  promptly  that  his  decision  was  the 
wrong  one  and  that  his  whole  year’s  work  is  cer- 
tain to  result  in  a loss  rather  than  in  a profit.  Sec- 
ond, by  the  nature  of  his  work,  the  farmer  is  the 
most  isolated  of  men  today. 

He  enumerated  several  symptoms  that  general 
practitioners  and  the  relatives  of  an  economically 
marginal  farmer  should  watch  for  in  him:  (1)  re- 
luctance to  go  to  town  or  to  attend  meetings  and 
social  gatherings;  (2)  anger  or  surliness  for  which 
there  seems  to  be  no  adequate  explanation;  and 
(3)  an  inclination  to  over-dependency,  as  mani- 
fested perhaps  by  his  letting  the  cows  go  unmilked 
or  shirking  other  tasks  that  would  take  him  out- 
side the  house. 

Dr.  Leinbach  said  that  there  is  need  for  research 
into  the  characteristics  of  farm  accidents,  and  that 
there  is  need  for  more  safety  education,  but  that 
in  his  opinion  a principal  need  is  for  people  to 
know  and  to  recognize  the  symptoms  of  depres- 
sion, and  to  know  the  resources  that  are  available 
for  its  treatment. 

Howard  C.  Klopp,  Ph.D.,  a junior-college  dean 
and  a consultant  in  industrial  medicine,  pointed 
out  that  there  are  several  differences  between 
manufacturing  and  farming  that  make  the  acci- 
dent-prevention technics  that  he  has  used  of  no 
avail  in  many  aspects  of  the  farm  problem.  One 
of  the  principles  of  industrial  medicine  is  that 
people  who  are  accident  prone  should  be  limited 
to  ultra-safe  jobs.  But  since  a farmer  must  of  neces- 
sity do  a little  of  everything,  that  rule  cannot  be 
applied  to  him.  In  industry,  it  is  the  foreman’s  re- 
sponsibility to  make  sure,  day  by  day,  that  each 
workman  is  emotionally  fit  to  confront  the  hazards 
that  his  tasks  involve,  and  to  see  to  it  that  each 
man  makes  use  of  the  safeguards  that  have  been 
prescribed.  But  on  the  farm,  there  are  no  foremen. 

Dr.  Klopp  said,  as  several  of  the  preceding  speak- 
ers had  done,  that  there  is  a need  for  training  farm- 
ers, old  and  young,  in  the  use  of  farm  equipment — 
by  the  manufacturers  of  implements,  by  the  par- 
ents of  farm  children,  and  by  farm  employers.  He 
called  particular  attention  to  the  possible  inad- 
equacy of  the  instructions  that  are  issued  with 
pieces  of  farm  equipment.  Not  only  must  such  in- 
structions be  provided,  but  they  must  be  worded, 
printed  and  illustrated  in  such  a fashion  that  the 
prospective  users  will  read,  understand  and  obey 
them. 

Albert  A.  Lorenz,  M.D.,  of  Eau  Claire,  a psy- 
chiatrist in  private  practice,  took  up  where  Dr. 
Leinbach  left  off,  by  reiterating  that  depression  is 


a major  cause  of  farm  accidents,  and  that  a prin- 
cipal way  of  preventing  them  is  to  recognize  and 
treat  them  promptly.  He  said  that  he  sees  many 
farm  people  in  his  practice,  and  is  able  to  care  for 
most  of  them  very  satisfactorily,  either  on  an  out- 
patient basis  or  in  an  open  ward  in  his  community 
hospital.  His  hospitalizations  average  just  13  days, 
and  by  giving  immediate  attention  to  such  cases,  he 
has  reduced  by  50  per  cent  the  numbers  of  people 
who  must  be  sent  to  state  hospitals.  Though  most 
depressions  last  a year  or  18  months  in  middle- 
aged  people,  and  can  be  longer  in  elderly  ones, 
more  or  less  complete  rehabilitation  is  usual. 

Dr.  Lorenz  added  a number  of  items  to  Dr. 
Leinbach’s  list  of  prodromal  symptoms:  (1)  in- 

somnia; (2)  anorexia;  (3)  weight-loss;  (4)  dryness 
of  the  throat,  so  that  food  sticks  in  the  patient’s 
mouth,  or  so  that  a clicking  interrupts  his  speech; 
(5)  gastrointestinal  difficulties;  (6)  missing  of 
menstrual  periods,  in  women;  and  (7)  turning  of 
aggressions  inward. 

IN  IOWA,  FARM  ACCIDENTS  ARE  MOST  LIKELY 
TO  BE  FATAL 

The  question  and  answer  period  that  concluded 
the  Conference  brought  out  a number  of  highly 
interesting  points: 

1.  In  farmers,  there  appear  to  be  two  peaks  for 
the  inception  of  clinical  depression,  concurrent 
with  the  first  snow  of  the  year  and  with  the  farm- 
ers’ return  to  the  fields  in  the  spring. 

2.  The  U.  S.  Department  of  Agriculture  has  re- 
ported that  the  greatest  frequencies  of  farm  fa- 
talities, in  recent  years,  have  been  in  Iowa,  Mon- 
tana and  Wisconsin.  In  those  states,  approximately 
20  per  cent  of  farm  accidents  were  fatal  ones,  as 
contrasted  with  15  per  cent  for  the  country  as  a 
whole,  and  with  5 per  cent  for  the  Southeastern 
states.  Dr.  Lorenz  speculated  that  the  extremes  of 
weather  are  important  in  this  disparity,  e.g.,  in 
the  North  the  furnaces  must  be  run  at  full  blast 
on  a greater  number  of  days  each  winter,  increasing 
the  fire  hazard.  Dr.  Leinbach  said  he  thinks  there 
has  been  an  inexplicable  increase  in  the  proportion 
of  fatalities  during  recent  years. 

3.  Dr.  Leinbach  said  that  he  would  like  to  see 
the  establishment  of  retraining  courses  for  people 
who  are  in  danger  of  failing  in  agriculture.  Thus  if 
they  had  to  leave  the  farms,  they  would  not  be 
thrown  into  the  unskilled-labor  pool. 


Help  your  central  office  to  maintain  an 
accurate  mailing  list.  Send  your  change  of 
address  promptly  to  the  Journal,  529-36th 
Street,  Des  Moines  12,  Iowa. 


Tranquilizer  Poisonings 

July,  1959,  Through  December,  1960* 


Tranquilizers  have  been  manufactured  and  used 
extensively  over  the  past  decade.  As  with  all  new 
products,  information  revealing  toxicity  and  side 
effects  is  desirable  in  order  that  we  may  be  en- 
lightened as  to  the  complications  and  hazards  of 
their  use  in  clinical  medicine.  To  supplement  such 
information,  968  cases  of  tranquilizer  ingestions  re- 
ported to  the  National  Clearinghouse  for  Poison 
Control  Centers  from  July,  1959,  through  Decem- 
ber, 1960,  were  reviewed.  The  total  number  of 
cases  may  be  divided  into  the  following  groups: 

TABLE  I 

PSyCHOPHARMACOLOGIC  AGENTS  INGESTED 


Group  Cases 


1.  Phenothiazine  derivatives  378 

2.  Rauwolfia  alkaloids  151 

3.  Substituted  diols  280 

4.  Miscellaneous  structure  115 

5.  Combined  drugs  ..  21 

6.  Multiple  ingestion  23 

Total  968 


PHENOTHIAZINES 

Phenothiazine  derivatives  constituted  the  largest 
single  group  of  tranquilizers  ingested — approx- 
imately 39  per  cent  of  the  total.  To  facilitate  eval- 
uation of  the  effects  of  the  phenothiazines  on  the 
central  nervous  and  on  the  autonomic  nervous 
system,  a structural  grouping  was  used:  (1)  those 
with  a propyl-dimethylamino  subgroup,  e.g.  Thora- 
zine and  Sparine;  (2)  those  with  a propyl-pipera- 
zine subgroup,  e.g.  Trifluoperazine  (Stelazine), 
prochlorperazine  (Compazine),  perphenazine  (Tri- 
lafon);  and  (3)  those  with  a methyl-piperidyl 
subgroup.  Those  phenothiazines  whose  action  and 
usage  are  primarily  antihistaminic  were  not  incor- 
porated into  the  study. 

Most  of  the  cases  in  the  propyl-dimethylamino 
subgroup  were  chlorpromazine  (122)  and  proma- 
zine (51).  Children  accounted  for  55  per  cent  of 
the  chlorpromazine  ingestions  and  70  per  cent  of 
the  promazine  ingestions.  Approximately  one- 
fourth  of  the  children  and  over  one-half  of  the 
adults  who  were  reported  to  poison  control  cen- 
ters following  ingestion  of  these  substances  re- 
quired hospitalization.  Approximately  44  per  cent 
of  the  cases  revealed  symptoms  of  central  nervous 
system  depression,  and  there  were  14  instances  of 

* From  the  November-December,  1962,  report  of  the  Na- 
tional Clearinghouse  for  Poison  Control  Centers. 


coma.  There  were  three  reports  of  convulsions  and 
two  reports  of  extra-pyramidal  manifestations.  In- 
terestingly, one  patient  was  receiving  the  pre- 
scribed dose. 

Of  the  191  case  reports  concerning  ingestions  of 
the  propyl-piperazine  subgroup,  trifluoperazine 
accounted  for  49;  prochlorperazine  for  95;  and 
perphenazine  for  33.  As  would  be  expected  with  a 
substitution  of  a piperazine  subgroup  in  place  of 
a terminal  dimethylamino  moiety,  there  is  ev- 
idence of  increased  extra-pyramidal  stimulation. 
There  were  13  cases  of  prochlorperazine  ingestion 
with  extra-pyramidal  manifestations,  from  a total 
of  17  cases  reported.  There  were  seven  instances 
of  patients’  seeking  medical  care  for  symptoms 
that  had  occurred  while  they  were  receiving  pre- 
scribed dosages  of  prochlorperazine. 

Of  the  180  cases  of  dimethylamino  ingestion,  44 
per  cent  manifested  symptoms  of  depression 
(drowsiness,  stupor  or  coma).  Conversely,  only  17 
per  cent  of  the  191  cases  involving  the  piperazine 
subgroup  were  felt  to  exhibit  clinical  depression. 
Although  the  tranquilizers  with  the  piperazine 
subgroup  are  known  to  possess  greater  antiemetic 
activity,  there  were  16  reports  of  patients  ex- 
periencing nausea  or  vomiting.  Only  three  cases  of 
nausea  or  vomiting  had  been  reported  in  the  di- 
methylamino subgroup.  Only  four  cases  of  coma 
were  reported  subsequent  to  the  ingestion  of  the  pi- 
perazine subgroup,  and  there  was  a single  reported 
case  of  convulsion. 

RAUWOLFIA  ALKALOIDS 

The  rauwolfia  alkaloids  reviewed  in  the  study 
contain  tertiary  indole  bases  and  are  naturally-oc- 
curring or  semi-synthetic.  These  drugs  are  known 
to  produce  mild  depression  of  the  central  nervous 
system,  a decrease  in  the  sympathetic  activity,  and 
an  increase  in  the  parasympathetic  activity.  To- 
day, rauwolfia  alkaloids  are  used  primarily  for 
their  effects  upon  the  autonomic  nervous  sys- 
tem, and  more  specifically  in  the  treatment  of 
hypertensive  vascular  disease  and  thyrotoxicosis. 
Of  the  151  cases  of  rauwolfia  alkaloid  ingestions 
reported,  116  cases  were  ingestions  of  reserpine, 
and  29  cases  involved  ingestion  of  the  whole  root 
Rauwolfia  serpentina.  A remarkably  low  incidence 
of  ingestions  in  the  young  adult  and  adult  age 
groups  occurred  (i.e.,  13  + yrs.  of  age),  represent- 
ing only  4 per  cent  of  the  total  number  of  cases 
reported.  Although  mental  depression  is  a com- 
mon (and  frequently  serious)  behavioral  side  ef- 
fect of  the  rauwolfia  drugs,  only  four  suicide  at- 
tempts were  reported  for  this  group  of  tranquil- 
izers. 
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Symptoms  were  found  to  occur  in  32  per  cent 
of  the  cases  reviewed,  but  only  two  cases  of 
hypotension  were  noted.  Of  the  patients  manifest- 
ing symptoms,  one-third  had  flushing  of  the  skin. 
Although  40  per  cent  of  the  symptomatic  patients 
revealed  some  form  of  central  nervous  system  de- 
pression, there  was  only  one  reported  instance  of 
coma.  Symptoms  were  noted  in  46  per  cent  of  the 
patients  ingesting  reserpine,  and  in  only  10  per 
cent  of  those  ingesting  the  whole  root.  The  rau- 
wolfia  alkaloids  are  said  to  lower  the  convulsive 
threshold  in  man,  and  extra-pyramidal  symptoms 
are  known  to  occur.  However,  neither  convulsions 
nor  extra-pyramidal  manifestations  were  observed 
in  this  series. 

SUBSTITUTED  DIOLS 

Although  other  structurally  similar  drugs  are 
now  in  clinical  use,  only  the  reports  of  meproba- 
mate (Equanil,  Miltown)  and  phenaglycodol  (Ul- 
tran)  ingestions  are  included  in  this  review.  Of 
the  280  cases  reported,  276  were  meprobamate. 
Meprobamate  causes  depression  of  the  central 
nervous  system.  There  is  evidence  that  another 
pharmacologic  effect  is  skeletal  muscle  relaxa- 
tion, although  its  effectiveness  when  compared 
with  other  relaxants  is  controversial.  There  is 
current  concern  regarding  how  much  benefit  is  de- 
rived from  meprobamate  when  used  in  the  treat- 
ment of  neuroses  and  psychoses  characterized  by 
anxiety. 

Of  the  reported  ingestions  of  meprobamate,  only 
22  per  cent  were  by  children  (up  to  13  yrs.  of  age). 
This  is  in  sharp  contrast  to  the  phenothiazines  and 
to  the  rauwolfias.  The  166  suicide  attempts  with 
meprobamate  far  exceed  those  with  any  other 
drugs  reported  upon.  Hospitalization  was  neces- 
sary for  144  of  the  patients.  Although  the  central 
nervous  system  depression  resulting  from  mepro- 
bamate ingestion  is  thought  to  be  less  extensive 
than  that  produced  by  several  of  the  other  tran- 
quilizers, 48  per  cent  of  those  who  in  jested  mepro- 
bamate manifested  symptoms  of  central  nervous 
system  depression,  and  there  were  40  cases  of 
coma.  Three  instances  of  convulsion  were  report- 
ed, and  there  were  two  instances  of  hypotension. 
Interestingly,  one  patient  revealed  a fever  of  un- 
known origin. 

MISCELLANEOUS  STRUCTURE 

As  would  be  expected,  there  are  several  tran- 
quilizing  drugs  that  do  not  fall  into  the  foregoing 
structural  groupings.  Of  the  115  ingestions  of 
drugs  in  the  miscellaneous-structure  category,  43 
involved  chlordiazepoxide;  43  hydroxyzine;  and 
13  ethchlorvynol. 

Chlordiazepoxide  (Librium)  produces  central 
nervous  system  depression  comparable  to  that 
which  results  from  taking  meprobamate,  but  less 
potent  than  that  which  is  produced  by  phenothia- 
zine  derivatives.  Anticonvulsant  effects  and  skel- 
etal muscle-relaxing  properties  are  also  attributed 
to  this  drug.  Chlordiazepoxide  has  been  used  in 


the  treatment  of  chronic  alcoholism  because  of  its 
ability  to  allay  withdrawal  symptoms  and  delirium 
tremens.  As  with  meprobamate,  the  incidence  of 
ingestion  by  children  was  low,  amounting  to  no 
more  than  14  per  cent  of  the  total  cases.  Sixty- 
nine  per  cent  of  the  cases  were  adjudged  attempt- 
ed suicides.  Approximately  39  per  cent  of  the  pa- 
tients revealed  some  type  of  central  nervous  sys- 
tem depression,  and  there  were  two  cases  of  coma. 
Thirteen  of  the  43  patients  were  hospitalized. 
There  were  no  cases  of  convulsions. 

Hydroxyzine  (Atarax,  Vistaril)  produces  cen- 
tral nervous  system  depression,  but  like  mepro- 
bamate and  chlordiazepoxide,  it  is  a less  potent 
depressant  than  the  phenothiazines.  The  skeletal 
muscle-relaxant  properties  and  anti-arrhythmic 
properties  attributed  to  this  drug  are  not  well 
demonstrated  clinically.  In  contrast  to  chlordiaze- 
poxide and  meprobamate,  the  incidence  of  hy- 
droxyzine ingestion  by  children  is  relatively  high, 
representing  84  per  cent  of  total  cases.  There  were 
only  six  attempted  suicides  in  this  group.  Only  7 
per  cent  of  the  cases  reviewed  revealed  manifes- 
tations of  central  nervous  system  depression,  and 
there  were  no  instances  of  coma  or  convulsions. 
Six  of  the  patients  required  hospitalization. 

Ethchlorvynol  (Placidyl)  is  considered  a stronger 
central  nervous  system  depressant  than  chlordia- 
zepoxide and  hydroxyzine.  Although  only  13  cases 
of  ethchlorvynol  ingestion  were  reported,  it  was 
interesting  to  find  that  eight  of  the  patients  re- 
vealed some  evidence  of  central  nervous  system 
depression,  and  that  there  were  two  cases  of  coma. 
The  fact  that  nine  of  13  cases  reviewed  were 
known  to  require  hospitalization  tends  to  confirm 
the  sedative  properties  of  this  drug. 

COMBINED  DRUGS  AND  MULTIPLE  INGESTION 

Of  the  21  cases  of  combined  drug  ingestion,  12 
revealed  manifestations  of  central  nervous  system 
depression,  and  12  were  known  to  have  been  hos- 
pitalized. Since  the  precise  composition  of  these 
combined  medications  is  unknown,  it  is  difficult 
to  correlate  these  results  with  those  discussed 
above. 

Of  the  23  cases  reviewed  that  were  classified 
under  “multiple  ingestion,”  13  patients  revealed 
manifestations  of  central  nervous  system  depres- 
sion, and  13  patients  were  hospitalized.  As  might 
be  anticipated,  16  (70  per  cent)  of  the  cases  of 
multiple  ingestions  were  suicide  attempts. 

COMMENTS 

Tranquilizers  represented  2.4  per  cent  of  all 
poisonings  reported  to  the  National  Clearinghouse 
for  Poison  Control  Centers  in  the  latter  half  of 
1959  and  in  1960.  It  becomes  evident  that  the  popu- 
larity of  tranquilizers  as  suicidal  agents  must  now 
rival  that  of  the  barbiturates.  In  general,  fewer 
children  manifested  symptoms  or  required  hos- 
pitalization than  persons  in  the  other  age  groups. 

With  the  increased  usage  of  tranquilizers  and 
the  frequent  occurrence  of  moderate  to  severe 
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central  nervous  system  depression  consequent  to 
overdosage,  it  becomes  apparent  that  intoxication 
with  a psychopharmacologic  agent  must  be  consid- 
ered in  the  differential  diagnosis  of  an  unconscious 
patient.  A knowledge  of  toxicity  and  complicating 
side  effects  is  imperative  in  the  satisfactory  treat- 
ment of  tranquilizer  poisonings. 


TRANQUILIZER  INGESTIONS  REPORTED  TO  THE  IOWA 
POISON  INFORMATION  CENTER,  AUG.  I,  I960, 

TO  JULY  31,  1962 


Phenothiazines 

6 

Substituted  Diols 
Equanil 

3 

Sparine 

Ultran 

. 1 

i 

Miscellaneous 
Librium  

Compazine 

2 

. 5 

Trilafon  

2 

| 

Mornidine 

2 

Placidyl 

1 

| 

Tofranil 

4 

Rauwolfia  Alkaloids 

Soma 

. 1 

Reserpine  

3 

Type  unknown 

5 

Harmonyl  

1 

Total 

39 

Frozen-lrradiated  Nerve  Grafts 

Success  in  restoring  function  in  severed  human 
nerves  through  the  use  of  frozen-irradiated  nerve 
grafts  from  recently-deceased  donors,  shielded  by 
a thin,  porous  plastic  sheath,  was  reported  recently 
by  a New  York  University  Medical  Center  sci- 
entist who  revealed  the  results  of  seven  years  of 
laboratory  research  which  preceded  the  clinical 
application  of  the  method. 

In  a paper  delivered  before  the  Harvey  Cushing 
Society  meeting  at  the  Sheraton  Hotel,  in  Phila- 
delphia on  April  18,  Dr.  James  B.  Campbell,  as- 
sociate professor  of  neurological  surgex-y  at  New 
Yox’k  Univei'sity  Medical  Centex-,  discussed  the 
results  of  labox-atox-y  experiments  pex-formed  there, 
and  with  Dr.  C.  Andrew  L.  Bassett,  associate  px-o- 
fessor  of  ox-thopedic  surgex-y  at  Columbia  Univex-- 
sity  College  of  Physicians  and  Sux-geons,  to  re- 
store muscle  function  and  sensation  in  human 
beings  by  bridging  ix-reducible  gaps  in  severed 
nei'ves.  Dr.  Campbell  repox’ted  successful  restox-a- 
tion  of  nerve  function,  providing  motor  function 
and  sensation,  by  means  of  grafts  of  varying 
lengths — one  as  long  as  5.3  inches.  He  and  Dr. 
Bassett  also  found  the  method  successful  when 
surgery  was  performed  as  long  as  three  years 
after  the  ox-iginal  injui’y. 

In  his  discussion  of  the  two  most  influential  fac- 
toi-s  in  the  success  of  the  expex-iments.  Dr.  Camp- 
bell noted  that  radiation  used  in  sterilizing  the 
grafts  modified  them  at  the  same  time,  with  the 
result  that  they  are  accepted  by  the  body  of  the 
recipient  and  do  not  set  up  an  inflammatox-y  tissue 
reaction.  The  nei've  tissue  used  in  the  experi- 


ments and  in  the  clinical  application  of  the  meth- 
od were  exposed  to  2,000,000  units  of  i-adiation  by 
the  Van  de  Gx-aaff  accelerator  at  the  High  Voltage 
Reseax-ch  Laboratory,  Department  of  Engineering, 
Massachusetts  Institute  of  Technology.  Hitherto, 
transplantation  of  nex-ves  from  one  human  being 
to  another  had  failed  because  the  grafts  reacted 
as  a foreign  body.  The  frozen-irradiated  nerve 
tissue  sex-ves  a mechanical  function  of  providing 
a pathway  for  regenex-ating  nerve  fibex’s  and  does 
not  in  itself  survive  in  the  recipient’s  body  once 
the  regenei’ation  is  complete. 

Dr.  Campbell  defined  the  role  of  the  porous 
plastic  sheath,  called  Millipore,  as  that  of  a shield 
against  scar  tissue  invasion  of  the  grafted  area. 
He  also  pointed  out  its  value  in  orienting  the  pat- 
tern of  regeneration  and  feels  that  its  pores  permit 
the  passage  of  body  fluids,  providing  nutrition  in 
the  early  stages  of  regenex-ation. 

“I  would  like  to  emphasize,”  said  Dr.  Campbell, 
“that  this  is  a preliminax-y  report  of  successful  em- 
ployment in  man  of  Millipox-e-shielded,  frozen-ir- 
radiated  homogx-afts  in  repairing  transected  pe- 
riphex-al  nei’ves  with  ix-reducible  gaps.  Much  re- 
mains to  be  leax-ned  concex-ning  the  potential  of 
the  technic.  The  method  has  not  yet  been  suc- 
cessful with  the  central  nervous  system  (spinal 
cox’d)  or  in  nex-ves  desti*oyed  by  disease.” 

The  success  of  these  expex-iments,  concluded 
Dr.  Campbell,  indicates  that  a vital  and  necessary 
service  can  be  rendered  by  the  establishment  of 
nerve  banks  at  points  throughout  the  country,  to 
be  available  to  neux-osux-geons  who  can  use  the 
frozen-irradiated  nex-ve  segments  to  x-epair  severed 
nex-ves  in  human  beings  and  thus  restore  muscular 
function  and  sensation  in  the  pex'iphex-al  nervous 
system. 

Dr.  Campbell  emphasized  the  following  limita- 
tions for  his  technic: 

1.  Nex-ve  grafts  are  of  no  value  in  restoring 
function  to  pax-aplegics  or  in  patients  suffering 
from  multiple  sclerosis,  amyotrophic  lateral  scle- 
i-osis  (Lou  Gehx-ig’s  disease),  other  degenerative 
diseases  of  the  nervous  system,  or  neuritis. 

2.  One  of  the  first  cases,  done  in  September, 
1961,  with  a frozen-irx-adiated  nerve  segment, 
used  a 3.3  inch  gx-aft  and  now  shows  full  retux-n 
of  function.  The  longest  graft  showing  signs  of 
retux-n  in  function  is  5.3  inches  in  length. 

3.  Restoration  of  function  has  been  noted  in  8 
out  of  20  cases.  In  the  remainder,  sufficient  time 
has  not  yet  elapsed  for  full  evaluation  of  the  end 
result. 

4.  The  Millipox-e  sheath  must  be  removed  in  a 
second  operation  because  it  is  fx-agile  and  breaks, 
eventually  leading  to  consti’icting  scar  tissue 
which  interferes  with  nerve  function.  However, 
the  value  of  Millipore  eax-ly  in  the  process  of  re- 
generation outweighs  the  disadvantage  of  a second 
relatively  minor  operation. 
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Presidents  Page 

In  this,  my  first  message  on  this  page,  I should  like  to  arouse  in  each 
of  you  a bit  of  the  spirit  and  (vigor?)  that  I hope  will  set  the  tenor  not 
only  for  my  term  of  office,  but  for  the  terms  of  those  who  succeed  me. 

It  is  needless  to  remind  most  of  you  of  the  many  worthwhile  post- 
graduate programs  developed  to  keep  physicians  scientifically  abreast 
of  the  times.  But,  I want  to  urge  you  to  round  out  a good  “group  ther- 
apy” program  for  yourselves  by  resolving  to  keep  informed  and  alert 
about  the  socio-economic  and  socio-political  issues  which  are  vital  to 
our  continued  existence  as  a profession. 

Of  course  we  shall  continue  to  support  and  to  participate  in  the  edu- 
cational programs  of  the  medical  schools,  the  AAGP  and  the  specialty 
groups.  But  also,  let’s  utilize  the  facilities  and  possibilities  of  our  State 
Society  in  our  struggle  to  emerge  healed  and  whole  from  our  legislative 
and  p.r.  conflicts.  Your  Society’s  staff  works  diligently  and  long  in  an 
effort  to  disseminate  ammunition  for  your  verbal  counterattack  at  the 
grass  roots  level — in  our  communities,  clubs  and  county  societies. 

We  cannot  afford  apathy  and  indifference,  and  there’s  no  better  way 
to  avert  apathy  than  to  become  informed,  to  stay  informed  and  alert, 
and  to  be  vociferous  in  defending  our  principles! 

Your  Society  provides  you  with  many  of  the  essential  weapons,  but  it 
is  your  individual  responsibility  to  man  them.  The  pertinent  back- 
ground information  and  data  won’t  do  either  you  or  medicine  a bit  of 
good,  if  it’s  tossed  in  the  wastebasket  or  buried  on  your  desk.  Read 
your  journal,  absorb  the  facts  in  the  News  Bulletins,  compare  notes 
with  your  colleagues  and  community  groups  and  then,  although  we’re 
still  a small  troop,  we  ll  be  a much  more  effective  one! 


President 


Mr.  F.  P.  G.  Lattner,  of  Des  Moines  (left),  president  of  Hospital  Service,  Inc.,  of  Iowa  (Blue  Cross),  was  the  recipient  of  the 
Iowa  Medical  Society's  John  F.  Sanford  Award,  in  recognition  of  his  outstanding  contributions  in  furthering  voluntary  health  care 
financing.  Mr.  Lattner  was  instrumental  in  establishing  Hospital  Service,  Inc.,  of  Iowa,  and  he  was  appointed  executive  director 
when  the  plan  was  established  in  1939.  In  1959,  he  was  named  president.  Mr.  Lattner  developed  the  first  plan  in  the  nation  to  of- 
fer rural  enrollment,  and  under  his  guidance,  Hospital  Service,  Inc.,  of  Iowa  has  grown  from  15,956  members  in  1940,  to  over 
620,000  in  1963.  George  H.  Scanlon,  M.D.  (center),  immediate  past-president  of  IMS,  made  the  presentation  to  Mr.  Lattner. 
(Seated  at  Dr.  Scanlon's  right  is  C.  V.  Edwards,  Sr.,  M.D.,  Council  Bluffs,  the  new  president.) 


The  highest  honor  of  the  Iowa  Medical  Society,  the  Merit  Award  for  an  outstanding  contribution  to  organized  medicine,  was 
presented  to  John  W.  Billingsley,  M.D.  (center),  of  Newton,  at  the  annual  banquet.  Making  the  presentation  for  the  Society  was 
S.  P.  Leinbach,  M.D.  (right),  of  Belmond.  Dr.  Billingsley  has  served  as  president  and  as  a trustee  of  the  Society,  and  has  been  a 
member  of  the  Committee  on  Legislation,  the  Committee  on  Medical  Education  and  Hospitals  and  the  Executive  Council.  He 
had  an  important  part  in  developing  and  enacting  enabling  legislation  for  Blue  Cross,  and  later,  for  Blue  Shield.  He  has  been 
a member  of  the  Blue  Shield  board  of  directors  since  its  inception. 


BOOKS  RECEIVED 

LIVING  WITH  EPILEPTIC  SEIZURES,  by  Samuel  Living- 
ston, M.D.  (Springfield,  Illinois,  Charles  C Thomas,  1963. 
$6.50). 

OPHTHALMIC  PLASTIC  SURGERY,  THIRD  EDITION,  by 
Sidney  A.  Fox,  M.D.  (New  York,  Grune  and  Stratton, 
1963.  $19.50). 

SURGERY  IN  WORLD  WAR  II:  THORACIC  SURGERY, 

VOL.  I,  edited  by  Col.  John  Boyd  Coates,  Jr.,  MC;  Frank 
B.  Berry,  M.D.,  and  Elizabeth  M.  McFetridge,  M.A.  (Wash- 
ington, D.  C.,  Office  of  the  Surgeon  General,  Department 
of  the  Army,  1963.  $4.25). 

THE  MANAGEMENT  OF  THE  ANXIOUS  PATIENT,  by 
Ainslie  Meares,  M.D.  (Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  $9.00). 

MODERN  CLINICAL  PSYCHIATRY,  SIXTH  EDITION,  by 
Arthur  P.  Noyes,  M.D.,  and  Lawrence  C.  Kolb,  M.D.  (Phil- 
adelphia, W.  B.  Saunders  Company,  1963.  $8.00). 

COUNSELING  IN  MEDICAL  GENETICS,  SECOND  EDITION, 
by  Sheldon  C.  Reed,  Ph.D.  (Philadelphia,  W.  B.  Saunders 
Company,  1963.  $5.50). 

BILHARZIASIS  (CIBA  FOUNDATION  SYMPOSIUM),  edited 

by  G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M B.,  M.R.C.P.  and 
Maeve  O’Connor,  B.A.  (Boston,  Little,  Brown  and  Com- 
pany, 1963.  $11.50). 

INTESTINAL  BIOPSY  (CIBA  FOUNDATION  STUDY 
GROUP  14),  edited  by  G.  E.  W.  Wolstenholme,  O.B.E., 
M.A.,  M.B.,  M.R.C.P.  and  Margaret  P.  Cameron,  M.A. 
(Boston,  Little,  Brown  and  Company,  1963.  $2.95). 


BOOK  REVIEWS 

Lymphedema:  Causes,  Complications  and  Treatment 
of  the  Swollen  Extremity,  by  Stephen  A.  Zieman, 
M.D.  (New  York,  Grune  and  Stratton,  1962.  $6.25). 

Dr.  Zieman  has  put  together  for  us  a total  review  of 
lymphedema,  past  and  present.  This  condition  has  al- 
ways been  a discouraging  one,  because  little  or  noth- 
ing could  be  done  about  it. 

His  history  of  attempts  at  treatment,  correlated  with 
the  major  events  in  the  history  of  medicine,  is  most 
fascinating.  Of  course,  he  shows  that  the  treatment 
is  now  being  improved  as  a result  of  the  advances  in 
science  and  surgery. 

Whether  the  production  of  new  lymph  channels  by 
lymphangioplasty,  as  described  by  Dr.  Zieman,  will 
prove  of  lasting  benefit  is  not  yet  clear,  but  the  new 
channels  created  by  this  simple  routine  certainly  make 
it  possible  at  least  temporarily  to  relieve  some  of  the 
major  problems  in  this  type  of  patient. 

Apparently  Dr.  Zieman  had  given  a special  presenta- 
tion of  this  material  at  the  1961  Clinical  Congress  of 
Abdominal  Surgeons.  There  is  little  doubt  that  this 
book  constitutes  a compendium  of  our  knowledge 


about  the  edematous  patient  to  this  moment. — R.  B. 
Stickler,  M.D. 


Bedside  Diagnosis,  Sixth  Edition,  by  Charles  Seward, 

M.D.  (Baltimore,  The  Williams  and  Wilkins  Com- 
pany, 1962.  $7.00) . 

This  is  the  sixth  edition  of  a carefully  written  hand- 
book dealing  with  bedside  diagnosis.  After  explaining 
the  plan  of  the  book,  Dr.  Seward  discusses  in  its  26 
chapters  the  important  and  more  common  symptoms 
which  the  physician  will  meet  in  his  practice.  Each 
of  the  common  diseases  is  described  under  its  chief 
complaint,  and  cross  references  are  made  when  a 
disease  has  more  than  one  main  symptom.  Even 
though  the  disease  is  described  only  once,  it  is  brought 
to  the  reader’s  attention  under  all  pertinent  symp- 
toms. Each  chapter  (and  every  symptom — for  ex- 
ample, head  pain,  dyspnea,  hematuria,  etc.)  is  divided 
into  the  following  parts:  synopsis  of  causes  (all  the 
causes  of  that  symptom  are  listed);  physiology  of  the 
symptom;  diagnostic  approach  to  the  symptom;  and 
finally  consideration  of  each  as  to  etiology,  character- 
istics and  associated  symptoms,  examinations,  and  in- 
vestigations. The  final  two  chapters  deal  with  drugs 
as  causes  of  symptoms  and  the  use  of  radioactive  iso- 
topes in  diagnosis. 

This  book  is  probably  best  used  as  a reference,  for 
it  is  rather  tedious  to  read  in  its  entirety.  However, 
because  of  its  completeness,  it  should  be  very  useful 
to  anyone  who  must  review  for  comprehensive  exam- 
inations such  as  state  boards  or  Part  III  National 
Boards.  I found  it  refreshing  because  of  the  emphasis 
on  the  symptoms  rather  than  upon  the  diseases  them- 
selves. In  American  medical  schools  the  subject  mat- 
ter is  seldom  taught  in  this  manner,  in  spite  of  the 
fact  that  we  must  think  in  this  manner,  as  Dr.  Seward 
has  outlined  in  his  book,  every  time  we  examine  a 
sick  patient.  For  that  reason,  I recommend  its  use  by 
third-year  medical  students  as  a supplement  to  the 
regular  textbooks  of  medicine. — H.  Oliver  Stoutland, 
M.D. 


Suicide  and  Mass  Suicide  by  Joost  Meerloo,  M.D. 

(New  York,  Grune  and  Stratton,  1962.  $3.75). 

Following  is  the  first  paragraph  of  the  foreword  ap- 
pearing in  Doctor  Meerloo’s  book:  “I  like  the  essay 
form.  It  liberates  me  from  the  limitations  of  scientific 
writings.  I don’t  have  to  succumb  to  the  scholar’s  com- 
pulsion to  quote  as  many  fellow-professionals  as  pos- 
sible. I can  try  to  get  rid  of  scientific  jargon  and  magi- 
cal, mystifying  words.  . . . Above  all,  in  the  essay 
form,  I can  contradict  myself  and  I can  use  emotional 
illogic  just  as  frequently  as  scientific  exactitude.  Man 
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is,  after  all  an  ambivalent  being  built  up  of  contra- 
dictions.” 

This  description  of  the  form  of  his  writing  is  a 
fairly  accurate  one,  but  each  reader  will  have  his  own 
opinion  as  to  the  merits  of  that  form.  Some  will  feel 
that  his  thoughts  at  times  become  bogged  down  in 
excess  verbiage,  with  the  result  that  the  direction  of 
his  stream  of  thought  is  lost.  They  may  object  to  the 
repetition  of  ideas,  and  prefer  a more  concise,  straight- 
forward style  of  writing. 

A desire  to  eliminate  scientific  jargon  has  resulted 
at  times  in  flowery,  dramatic  sections.  The  following 
is  an  example:  “Man,  who  is  caught  up  by  this  danger- 
ous delusion,  directs  his  life  passively  and  unwittingly 
toward  downfall  and  destruction.  The  idea  of  ap 
proaching  catastrophe  may  seduce  men  into  self-de- 
struction. The  suicidal  wish  has  mankind  in  its  thrall” 
(Page  75). 

The  concept  of  mass  suicide  plays  a prominent  part 
in  the  book,  but  psychiatry  and  psychology  are  still 
struggling  with  the  individual  potential  suicide.  There 
are  situations,  of  course,  where  many  individuals  are 
faced  with  the  same  crises  and  choose  death.  Doctor 
Meerloo  gives  many  examples,  such  as,  “The  six  mil- 
lion Jews  going  to  the  gas  chambers,  weak,  paralyzed, 
or  in  a religious  ecstasy”  (Page  75). 

But  understanding  the  individual’s  adjustment  to 
threats  and  pressures,  or  his  choice  of  self-inflicted 
death,  will  provide  the  most  useful  insights  for  under- 
standing and  treating  potential  suicides.  The  concept 
that  each  individual’s  feelings  and  habits  of  self-de- 
struction, “contribute  a grain  of  suicidal  tendency  to 
the  collectivity”  (Page  vi),  seems  a useless  concept 
to  this  reader.  Each  drop  of  water  behind  a dam  con- 
tributes to  the  collective  weight  which  has  been  con 
sidered  in  the  construction  of  that  dam.  Each  individ- 
ual may  contribute  to  the  collective  suicidal  tendency, 
but  mass  therapy  is  unthinkable,  except  in  non-in- 
tensive  terms  such  as  mass  instructional  media  (tele- 
vision, books,  newspapers,  etc.).  The  contagious  ef- 
fect of  one  suicide  on  others  is  recognized,  but  it  in- 
fluences only  those  who  are  having  adjustment  prob- 
lems which  will  have  to  be  treated  individually. 

Any  student  of  suicide  will  gain  additional  insiehts 
into  the  subject  through  reading  this  book.  This 
reader  did,  and  feels  the  increased  understanding  has 
added  to  his  therapeutic  competency.  The  style  and 
form  would  have  been  totally  different  if  the  reviewer 
had  written  the  book,  but  then  he  would  be  criticized 
by  those  who  enjoy  reading  reflections  on  such  a sub- 
ject as  this. — George  Cerbus,  Ph.D. 


Current  Therapy  1963,  edited  by  Howard  F.  Conn,  M D. 

(W.  B.  Saunders  Company,  Philadelphia,  1963. 

$12.50). 

For  those  not  acquainted  with  this  yearly  review  of 
therapy,  Doctor  Conn  has  edited  the  annual  current 
therapy  for  15  years.  A definite  format  and  policies 
for  keeping  the  book  up  to  date  have  been  established. 
The  volume  includes  short  discussions  on  modern 
therapeutics  by  over  two  hundred  authorities.  Each 
authority  gives  a short  discussion  of  the  disease  in  his 
particular  field.  Each  year  some  authorities  are  de- 
leted and  some  are  added,  so  as  to  avoid  stereotypism. 
Deletions  and  additions  of  topics  are  also  part  of  a 
new  volume,  so  that  each  year’s  volume  is,  in  effect, 


a new  book.  In  the  appendices  are  tables  of  Normal 
Laboratory  Values,  Drug  Rosters,  Pediatric  Dosages, 
and  other  tables  which  may  be  of  value  to  the  clin- 
ician. 

Ordinarily  when  a critic  reviews  a book,  he  puts 
in  some  praise  and  some  criticism.  In  the  present  vol- 
ume, it  is  difficult  to  find  things  to  criticize.  We  would 
not  be  without  this  volume  in  our  offices  as  we  carry 
on  the  daily  practice  of  medicine,  for  it  affords  easy 
access  to  modern  therapeutic  technics.  Dr.  Conn  is  to 
be  highly  commended  once  again  for  keeping  “his 
volume”  up  to  such  high  standards.  We  could  not  do 
without  it. — Daniel  A.  Glomset,  M.D. 


Synopsis  of  Pediatrics,  by  James  G.  Hughes,  M.D.  (St. 

Louis,  The  C.  V.  Mosby  Company,  1963.  $9.85). 

Doctor  Hughes  has  brought  together  an  all-star  cast 
in  his  editorship  of  this  excellent  synopsis.  The  format 
is  excellent,  the  discussions  are  concise,  and  the  size 
of  the  book  is  handy  for  the  physician’s  desk.  The 
material  is  up-to-date,  and  the  compilation  of  so  much 
authentic  information  in  a synopsis  is  a masterful  piece 
of  editorship.  I highly  recommend  this  book  to  any 
physician  practicing  pediatrics. — M.  E.  Alberts,  M.D. 


New  Pamphlet  on  Childhood  Leukemia 
Available  to  Physicians 

“Childhood  Leukemia — A Pamphlet  for  Par- 
ents,” prepared  for  distribution  by  physicians  to 
parents  of  leukemic  children,  has  just  been  re- 
leased by  the  National  Cancer  Institute,  Public 
Health  Service,  Department  of  Health,  Education, 
and  Welfare. 

The  text  is  by  Dr.  Stanford  Friedman,  formerly 
of  the  National  Institute  of  Mental  Health  and 
now  instructor  in  pediatrics  and  psychiatry,  Uni- 
versity of  Rochester;  Dr.  Myron  Karon  of  the  Na- 
tional Cancer  Institute;  and  Mr.  Gary  Goldsmith 
of  the  National  Institute  of  Mental  Health.  The 
pamphlet  is  intended  to  contribute  to  parents’ 
understanding  of  leukemia  and  its  treatment. 

Organized  in  three  parts,  “Childhood  Leukemia” 
includes  information  about  the  normal  blood  and 
its  proper  functioning;  the  symptoms,  complica- 
tions, and  treatment  of  leukemia;  and  some  of  the 
problems  children  face  during  hospitalization.  A 
glossary  defines  medical  terms  frequently  used  in 
discussing  leukemia.  Material  for  the  pamphlet 
was  drawn  from  a 2-year  joint  project  of  the  Na- 
tional Cancer  Institute  and  the  National  Institute 
of  Mental  Health  which  involved  the  study  of  the 
psychological  and  physiological  adaptations  to 
chronic  stress  of  parents  of  children  hospitalized 
for  leukemia  at  the  Clinical  Center  of  the  National 
Institutes  of  Health. 

Copies  of  “Childhood  Leukemia — A Pamphlet 
for  Parents,”  available  to  physicians  only,  free  of 
charge,  may  be  obtained  from  the  Office  of  In- 
formation and  Publications,  National  Cancer  In- 
stitute, Bethesda  14,  Maryland. 


Prospective  Costs  to  lowans  of  the 
King -Anderson  Proposal 


Some  interesting  statistics  on  what  it  would  cost 
to  finance  the  King-Anderson  Bill,  if  enacted,  have 
come  to  our  attention,  and  we  want  to  share  them 
with  you. 

Iowa  taxpayers  will  be  forced  to  pay  $22,800,000 
more  taxes  the  first  year  alone  if  the  Administra- 
tion’s King-Anderson  Bill  (H.R.  3920)  is  enacted 
by  the  88th  Congress.  The  $22,800,000  figure  for 
Iowa  alone  is  based  on  the  Administration’s  own 
estimates  of  the  cost  of  its  health  care  for  the  aged 
proposal.  It  is  unbelievable  that  the  Administration 
should  attempt  to  push  through  Congress  a tax 
increase  of  this  magnitude  at  a time  when  it  is 
advocating  a tax  reduction. 

Insurance  actuaries  believe  the  King-Anderson 
Bill  would  cost  at  least  twice  the  Administration’s 
estimate,  and  in  all  likelihood  Iowa’s  share  of  this 
tax  load  would  thus  be  even  more  staggering. 

These  tax  figures  are  only  for  the  first  year.  They 
will  increase  substantially  as  the  number  of  eligible 
beneficiaries  increases. 

The  King-Anderson  Bill  would  provide  limited 
health  care  benefits  for  all  persons  65  years  of  age 
and  over  who  are  eligible  for  either  Social  Security 
or  Railroad  Retirement  benefits,  plus  some  2,500,- 
000  of  the  aged  who  are  not  covered  by  those  two 
laws.  Benefits  would  include  from  90  to  180  days  of 
hospital  care,  after  certain  payments  by  the  patient, 
or  up  to  45  days  at  no  cost  to  the  aged  patient; 
nursing  home  service  for  up  to  180  days;  diagnostic 


services  above  the  first  $20;  and  some  home  health 
services. 

The  proposal  would  be  financed  by  a double- 
barreled  Social  Security  tax  increase,  plus  a boost 
in  general  revenue  taxes  to  provide  benefits  for  all 
of  the  aged  x-egardless  of  need.  Social  security  tax- 
es would  be  increased  one-half  of  one  per  cent  at 
the  outset,  payable  half  by  employee  and  half  by 
employer.  The  taxable  wage  base  would  be  boosted 
from  $4,800  to  $5,200.  A wage  earner  making  $5,200 
or  more  a year,  or  $100  per  week,  would  pay  $27.50 
in  additional  taxes,  and  his  employer  a like 
amount,  for  a total  of  $55.  This  is  a 16  per  cent 
increase. 

In  addition,  the  wage  earner  and  employer  would 
pay  extra  taxes  for  benefits  for  the  aged  not  cov- 
ered by  Social  Security  or  Railroad  Retirement. 
Iowa’s  share  of  this  tax  increase  would  amount  to 
$3,400,000. 

Iowa  workers  now  earning  $5,200  or  more  a year 
are  paying  $174  in  Social  Security  taxes.  Addi- 
tional Social  Security  tax  increases  already  sched- 
uled to  go  into  effect  in  1966  and  1968  will  further 
boost  their  payroll  deduction  to  $222.  If  the  King- 
Anderson  Bill  becomes  law,  these  workers  will 
have  at  least  $253.50  deducted  from  their  pay- 
checks  by  1968. 

Iowa  workers  paid  $138,200,000  in  Social  Secu- 
rity taxes  in  1961  and  will  pay  $187,900,000  in  1965 
under  present  law.  But  if  King-Anderson  becomes 
law  and  goes  into  effect  in  1965,  Iowa  workers  will 


be  compelled  to  pay  $207,300,000  in  Social  Security 
taxes,  plus  an  additional  $3,400,000  in  general  rev- 
enue taxes. 

Iowa  will  have  342,000  persons  age  65  or  over  in 
1965. 

The  reason  the  King-Anderson  proposal  is  stag- 
geringly costly  is  that  it  provides  benefits  for  all 
persons  over  65  l’egardless  of  their  financial  status. 
Its  benefits  would  be  available  to  millions  of  the 
well-to-do  and  wealthy  who  can  well  afford  to  pay 
for  their  own  care. 

The  King-Anderson  tax  would  be  inequitable, 
falling  most  heavily  on  those  least  able  to  pay. 
The  $5,200-a-year  factory  workers  would  pay  the 
same  tax  as  the  $52,000-a-year  executive  for  this 
unnecessary  program. 

The  physicians  of  Iowa  strongly  believe  that 
every  aged  person  who  needs  health  care  should 
get  it  regardless  of  his  ability  to  pay.  They  favor 
the  Kerr-Mills  Law,  passed  by  Congress  in  1960, 
for  helping  those  who  need  help,  and  voluntary 
health  insurance  and  prepayment  plans  for  those 
who  can  afford  them. 


More  than  9,500,000,  or  55  per  cent,  of  the  na- 
tion’s elderly  already  have  health  insurance  and 
are  buying  it  at  a faster  rate  than  any  other  age 
group. 

By  helping  those  who  need  help  through  the 
Kerr-Mills  Law  and  letting  those  who  can  take  care 
of  themselves  do  so,  the  taxpayers  of  Iowa  can  be 
saved  millions  of  dollars  a year. 

Passage  of  the  King-Anderson  proposal  would 
immediately  impose  an  unbelievable  liability  of 
$35,000,000,000  on  today’s  wage  earners,  who  need 
their  present  earnings  to  educate  their  children 
and  to  provide  for  their  own  health-care  needs.  The 
$35,000,000,000  is  the  government’s  estimate  of  the 
cost  of  providing  King-Anderson  benefits  to  those 
who  would  be  eligible  for  the  plan  but  who  would 
not  have  contributed  one  dime  to  the  so-called 
Social  Security  “trust  fund.” 

We  hope  each  of  you  will  let  your  congressmen 
and  senators  know  your  views  on  this  important 
issue,  and  that  you  will  encouurage  others  to  do 
likewise. 


Relationships  Between  Hearing  Loss 
And  Noise  Exposure 


ARAM  GLORIG,  M.D* 
Los  Angeles,  California 


The  known  effects  of  noise  exposure  are  of  two 
types:  non-auditory  effects  which  cause  interfer- 
ence with  communication  by  speech  or  which  oth- 
erwise influence  behavior,  and  auditory  effects, 
which  consist  of  temporary  hearing  loss  and  per- 
manent hearing  loss. 

NON-AUDITORY  EFFECTS 

1.  The  interference  of  noise  with  speech  com- 


*  Dr.  Glorig  is  the  Research  Director  of  the  Noise  Research 
Center,  Los  Angeles,  California.  The  Center  is  a project  of 
the  Subcommittee  on  Noise  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology.  This  paper  was  invited 
by  the  Committee  on  the  Conservation  of  Hearing  for  the 
State  of  Iowa,  and  it  is  published  here  with  Dr.  Glorig's  per- 
mission. 

The  Committee  on  the  Conservation  of  Hearing  for  the  State 
of  Iowa,  which  is  presenting  a series  of  articles  in  the  jour- 
nal, consults  with  and  advises  all  agencies  interested  in  the 
problems  of  hearing  impairment.  Its  services  are  available  to 
industry,  agriculture,  education  and  to  the  broad  spectrum  of 
public  health  and  welfare  services  within  the  state. 

The  Committee  has  been  officially  sponsored  by  the  Iowa 
State  Department  of  Health  since  1957.  It  was  first  formed  in 
1949,  under  the  leadership  of  Dr.  D.  M.  Lierle,  head  of  the 
Department  of  Otolaryngology  and  Maxillofacial  Surgery  at 
S.U.I.  From  the  first,  the  Committee  has  been  interdisciplinary 
in  composition  and  purpose. 

The  Committee  presently  consists  of:  C.  M.  Kos,  M.D. 
(chairman),  otologist  in  private  practice,  Iowa  City:  Joseph 
Wolvek  (executive  secretary),  consultant,  Hearing  Conserva- 
tion Services,  State  Department  of  Public  Instruction,  Des 
Moines;  M.  G.  Barillas,  assistant  director  for  Special  Services 
Division  of  Vocational  Rehabilitation,  Des  Moines,  Iowa: 
L.  E.  Berg,  superintendent,  Iowa  School  for  the  Deaf,  Council 
Bluffs;  Dale  S.  Bingham,  consultant,  Speech  Therapy  Serv- 
ices, State  Department  of  Public  Instruction,  Des  Moines; 
Paul  Chestnut,  M.D.,  private  practitioner  and  member  of 
AAGP,  Winterset;  James  F.  Curtis,  Ph.D.,  head,  Department 
of  Speech  Pathology  and  Audiology,  S.U.I. , Iowa  City;  Mad- 
elene  M.  Donnelly,  M.D.,  director,  Division  of  Maternal  and 
Child  Health,  State  Department  of  Health,  Des  Moines;  Joseph 
Giangreco,  assistant  superintendent,  Iowa  School  for  the 
Deaf,  Council  Bluffs;  Malcolm  Hast,  Ph.D.,  Department  of 
Speech  Pathology  and  Audiology,  S.U.I.,  Iowa  City;  Byron 
Merkel,  M.D.,  otolaryngologist  in  private  practice  and  mem- 
ber of  Academy  of  Otolaryngology  and  Ophthalmology,  Des 
Moines;  William  Prather,  Ph.D.,  Department  of  Speech  Pathol- 
ogy and  Audiology,  S.U.I.,  Iowa  City;  Mrs.  Jeanne  Smith, 
Department  of  Otolaryngology  and  Maxillofacial  Surgery, 
S.U.I.,  Icwa  City;  Edmund  Zimmerer,  M.D.,  commissioner, 
State  Department  of  Health,  Des  Moines. 


munication  under  a variety  of  conditions  is  well 
understood  and  can  be  predicted  from  measure- 
ments of  the  sound  pressure  level  in  certain  octave 
bands  of  the  noise. 

2.  The  annoyance  caused  by  noise  is  a highly 
individual  phenomenon  and  as  such  is  not  easily 
predicted  or  measured.  The  fact  that  a noise  pro- 
duces annoyance  does  not  mean  that  it  is  bad  for 
health. 

3.  Efficiency  in  the  performance  of  mental  and 
motor  tasks  in  industrial  settings  is  only  tempo- 
rarily affected  by  exposure  to  unfamiliar  or  inter- 
mittent noises. 

4.  Physiological  changes  resulting  from  noise 
exposure  lessen  with  repetition  of  the  exposure. 
At  typical  industrial  noise  levels  it  appears  that 
no  unhealthy  physiological  reaction  results  even 
from  prolonged  exposures. 

AUDITORY  EFFECTS 

Temporary  Hearing  Loss.  Our  studies  of  the 
temporary  auditory  threshold  shift  caused  by  noise 
exposure  have  clearly  demonstrated  several  im- 
portant facts  related  both  to  temporary  threshold 
shifts  and  to  permanent  threshold  shifts. 

Some  of  these  facts  are: 

1.  The  temporary  elevation  of  auditory  threshold 
which  results  from  one  day’s  exposure  to  noise 
levels  of  100  db  or  more  may  vary  from  no  shift 
to  40  db. 

2.  Exposure  to  typical  industrial  noise  produces 
the  largest  temporary  loss  at  4,000  and  6,000  cycles 
per  second. 

3.  The  major  portion  of  the  temporary  loss  oc- 
curs during  the  first  one  or  two  hours  of  exposure. 

4.  The  amount  of  temporary  loss  is  roughly  the 
same  for  the  same  person  from  day  to  day,  but  it 
varies  from  person  to  person  according  to  a normal 
statistical  distribution.  That  is,  few  persons  have 
very  large  or  very  small  shifts,  and  most  of  the 
losses  cluster  around  an  average  value  midway 
between  the  large  and  small  shifts. 

5.  The  amount  of  temporary  loss  and  its  fre- 
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quency  location  vary  with  the  amount  and  fre- 
quency location  of  the  permanent  loss — the  more 
the  permanent  loss  at  any  frequency,  the  less  the 
temporary  loss  at  that  frequency. 

6.  Recovery  from  temporary  or  transient  hear- 
ing loss  occurs  mostly  within  the  first  hour  or  two 
after  the  noise  exposure  has  ended. 

A complete  long-term  study  of  the  onset  of 
temporary  threshold  shift  and  the  recovery  from 
temporary  threshold  shift  is  being  conducted  at 
our  laboratories.  We  feel  that  there  is  a distinct 
relationship  between  temporary  hearing  loss  and 
permanent  hearing  loss.  There  are  a few  things 
that  can  be  said  with  considerable  confidence  about 
temporary  threshold  shift.  For  example,  a noise 
which  does  not  produce  a temporary  hearing  loss 
as  a result  of  specified  exposure  over  a long  period 
will  probably  not  be  greater  than  the  temporary 
hearing  loss  produced  by  a specific  short-term 
noise  exposure.  The  configuration  of  the  audio- 
gram  seen  in  the  temporary  threshold  shift  will 
resemble  the  pattern  that  will  be  found  when  the 
permanent  hearing  loss  is  measured.  Obviously, 
these  assumptions  are  not  based  on  fact,  since  the 
relationship  between  temporary  loss  and  perma- 
nent loss  has  not  been  validated.  Such  validation 
will  be  obtained  from  the  long-term  studies  of 
serial  audiograms  on  persons  for  whom  temporary 
threshold  shift  studies  have  been  made.  It  is  not 
unreasonable,  however,  to  assume  that  the  tempo- 
rary threshold  shift  is  a reflection  of  the  long- 
term process,  and  that  some  answers  may  be  de- 
rived from  the  study  of  the  temporary  hearing  loss 
produced  by  a specified  noise  exposure. 

Much  of  the  earlier  work  on  temporary  thresh- 
old shift  was  done  with  pure  tones,  and  the  rela- 
tion of  pure  tones  to  broad  band  noise  is  imper- 
fectly understood.  Our  research  is  based  on  the  use 
of  broad  band  noises  such  as  flat  spectrum  white 
noise,  and  on  various  bands  taken  from  white 
noise.  In  this  manner,  we  can  establish  a relation- 
ship between  octave  band  and  total  noise  which 
may  produce  a regression  equation  enabling  us, 
by  a weighting  formula,  to  predict  what  various 
industrial  noises  will  do  as  a function  of  temporary 
threshold  shift. 

The  temporary  threshold  shift  has  other  impor- 
tant parameters. 

(1)  Its  relation  to  industrial  audiometry.  We 
have  stated  previously  that  as  much  as  35  to  40 
decibels  of  shift  may  be  sustained  during  one  work 
day.  Obviously,  if  an  audiogram  is  made  at  the  end 
of  the  work  day,  prior  to  a rest  period,  this  amount 
of  temporary  loss  will  be  included,  and  the  audio- 
gram  obtained  will  not  be  a true  indication  of  the 
permanent  loss.  Unfortunately,  all  audiograms — 
particularly  follow-up  audiograms — cannot  be  made 
prior  to  any  noise  exposure.  It  would  be  ideal  to 
do  all  audiograms  in  the  morning  prior  to  starting 
work.  This  is  not  practical,  however,  and  therefore 
some  other  method  must  be  devised  for  preventing 


inclusion  of  the  temporary  loss  in  the  measuring 
of  permanent  loss.  So  far,  our  research  indicates 
that  if  an  audiogram  is  made  thirty  minutes  after 
leaving  the  noise,  much  of  the  temporary  threshold 
shift  will  have  disappeared. 

(2)  The  effect  of  permanent  loss.  Preliminary 
data  indicate  that  there  is  a definite  relationship  be- 
tween the  amount  of  permanent  loss  and  the 
amount  of  temporary  threshold  shift.  As  per- 
manent loss  increases,  the  amount  of  temporary 
threshold  shift  decreases.  This  relationship  is  al- 
most linear  up  to  a point;  if  permanent  loss  is 
enough,  there  is  no  longer  any  temporary  thresh- 
old shift. 

(3)  Its  relation  to  susceptibility  to  noise-in- 
duced hearing  loss  has  been  based  upon  the 
amount  of  temporary  threshold  shift  produced  by 
short  exposures  to  various  types  of  sound.  A study 
of  these  proposed  tests  for  detecting  highly  sus- 
ceptible ears  has  shown  ample  evidence  that  there 
is  no  test  which  will  predict  susceptibility  to  noise- 
induced  hearing  loss  of  any  degree.  Nevertheless, 
we  are  continuing  the  search  for  a susceptibility 
test  as  a secondary  product  of  our  studies  on  tem- 
porary threshold  shift. 

Let  us  consider  for  a moment  the  problem  of 
susceptibility  to  noise-induced  hearing  loss.  Much 
of  the  concern  over  the  industrial  noise  problem 
has  been  based  upon  the  supposition  that  a great 
many  persons  would  be  highly  susceptible  to 
noise-induced  hearing  loss.  From  our  studies  of 
several  thousand  auditory  records,  we  feel  that 
susceptibility  follows  a normal  statistical  distribu- 
tion, and,  therefore,  that  few  persons  are  highly 
susceptible  to  noise-induced  hearing  loss. 

An  examination  of  the  literature  shows  a com- 
plete lack  of  documented  cases  of  sudden  severe 
hearing  loss  due  to  continuous  noise  exposure.  In 
my  own  experience,  I have  seen  a few  cases  which 
were  probably  the  result  of  explosive  blasts  such 
as  gunfire,  etc.,  but  I have  never  seen  a case  in 
which  continuous  noise  exposure  has  produced  a 
severe  sudden  hearing  loss.  Undoubtedly  there 
are  a few  such  instances,  but  these  will  be  discov- 
ered by  a hearing  conservation  program  in  which 
monitoring  audiometry  is  carried  out  in  the  form 
of  follow-up  hearing  tests. 

Permanent  Hearing  Loss.  Long  continued  ex- 
posure to  intense  noise  can  produce  permanent 
hearing  loss,  but  the  steps  in  the  process  are  not 
well  understood.  The  end  result — namely  the  pa- 
thology of  permanent  noise-induced  hearing  loss — 
has  been  demonstrated  in  animals’  ears.  Noise 
exposure  produces  an  inner  ear  damage  which 
may  vary  from  minor  changes  in  the  hair-cell 
endings  to  complete  destruction  of  the  organ  of 
Corti.  The  mechanism  of  the  production  of  this 
pathology  is  not  completely  known,  but  it  appears 
that  overstimulation  by  noise  for  long  periods  of 
time  produces  a metabolic  change  in  the  cell, 
which,  in  turn,  causes  degenerative  damage  to  the 
cell  structure. 
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The  specific  causal  relation  of  hearing  loss  to 
noise  exposure  is  very  complex,  and  many  ques- 
tions must  be  answered  before  definite  statements 
can  be  made  about  the  amount  of  hearing  loss  re- 
sulting from  a given  noise  exposure.  Investigations 
so  far  have  produced  three  particularly  important 
points  about  permanent  hearing  loss.  First,  serial 
audiograms  of  persons  exposed  to  intense  noise 
show  a characteristic  progression  of  hearing  loss. 
Early  losses  appear  at  frequencies  between  3,000 
and  6,000  cps.  Usually,  losses  appear  first  at  4,000 
cps  and  then  in  time  spread  in  both  directions 
until  hearing  for  most  of  the  audible  frequencies 
is  affected.  The  extent  of  the  spread  depends  upon 
the  amount  of  noise  exposure  sustained.  Impair- 
ment of  hearing  is  usually  not  noticed  until  losses 
at  the  speech  frequencies  of  500,  1,000  and  2,000 
cps  are  15  db  or  more.  Substantial  losses  may 
occur  at  frequencies  from  3,000  to  6,000  cps  with- 
out producing  any  subjective  awareness  of  changes 
in  hearing.  The  production  of  noise-induced  hear- 
ing loss  is  a slow  and  insidious  process,  and  years 
of  exposure  may  elapse  before  any  significant, 
noticeable  loss  of  hearing  occurs. 

Second,  we  cannot  directly  equate  the  deleteri- 
ous effects  of  noise  exposure  and  the  energy  con- 
tent of  the  noise.  That  is,  doubling  the  energy  con- 
tent of  the  noise  does  not  double  the  hearing  loss. 
We  assume  that  the  larger  the  total  energy  con- 
tent of  the  noise,  the  smaller  is  the  exposure  time 
required  to  produce  the  same  amount  of  hearing 
loss.  However,  the  exact  relation  between  time  and 
energy  is  not  known. 

Third,  the  total  amount  of  hearing  loss  produced 
by  noise  exposure  depends  on  many  more  vari- 
ables than  was  originally  supposed.  Hearing  loss 
varies  with  the  type  of  exposure  and  its  degree  of 
intermittency,  with  the  individual  exposed,  with 
the  total  duration  of  the  exposure  and  with  the 
degree  of  consistency  of  use  of  ear  protection. 

Noise  Exposure  and  Permanent  Hearing  Loss. 
Throughout  this  discussion  we  have  referred  to 
hearing  loss  produced  by  noise  exposure,  and 
not  by  noise  itself.  The  concept  of  exposure — the 
length  of  time  involved  in  the  development  of 
hearing  loss — is  important  to  the  physician.  Brief 
exposures  to  most  industrial  noises  will  produce 
no  illness  or  damage  to  the  ear.  Whenever  the 
causal  relations  of  hearing  loss  to  noise  are  con- 
sidered, the  physician  should  keep  in  mind  each  of 
the  four  factors  which  have  a bearing  on  noise 
exposure: 

1.  The  over-all  noise  level  to  which  the  man 
was  exposed. 

2.  The  frequency  composition  or  spectrum  of 
this  noise,  probably  as  expressed  in  octave  band 
sound  pressure  levels. 

3.  The  duration  and  time  distribution  of  noise 
during  a typical  work  day. 

4.  The  total  duration  of  the  noise  exposure  ex- 
pected during  the  work  life. 


Regarding  these  last  two  factors,  consider  the 
following:  The  physician  is  frequently  confronted 
by  persons  who,  in  their  work,  are  exposed  to  high 
level  noises,  perhaps  as  high  as  130  or  140  db.  Be- 
fore drawing  any  conclusions  about  the  effects  of 
exposure  to  these  noises,  the  physician  must  in- 
quire carefully  about  the  length  of  time  the  patient 
is  subjected  to  the  noise.  Brief  exposures  to  these 
noise  levels  will  not  produce  severe  hearing  loss, 
or  in  most  cases  even  significant  hearing  loss.  On 
the  other  hand,  the  physician  also  encounters  per- 
sons who  work  in  lower  noise  levels,  perhaps  100 
db,  and  again  exposure  time  is  important.  The 
possible  effects  of  extended  exposure  to  these 
lower  levels  must  not  be  minimized.  In  many  in- 
stances, persons  who  are  exposed  to  the  100  db 
noise  have  much  longer  total  duration  of  exposure 
than  do  the  men  who  work  in  excessively  high 
noise  levels.  If  the  noise  level  is  approximately  100 
db  and  the  exposure  has  been  long,  existing  hear- 
ing loss  may  be  directly  related  to  the  noise  ex- 
posure. 

Some  industrial  noises  will  produce  significant 
hearing  loss  only  if  the  exposure  continues  for 
15  to  20  years  or  more.  Many  operations  that  are 
associated  with  these  industrial  noises,  however,  are 
characterized  by  rapid  job  turnover,  and  the  total 
duration  of  exposure  for  any  man’s  ears  may  not 
be  more  than  two  or  three  years.  Exposure  to  the 
average  industrial  noise  for  that  length  of  time 
usually  produces  only  minor  changes  in  hearing. 

These  statements  are  based  on  the  results  of  our 
experience  with  continuous  noises.  We  know  very 
little  about  the  auditory  effects  of  impulse  noises 
such  as  blasts,  rifle  fire,  or  drop  hammer  sounds. 

CRITERIA  FOR  HEARING  CONSERVATION 

On  the  basis  of  our  studies  we  have  recommend- 
ed the  following  criteria  for  hearing  conservation: 

If  the  exposure  to  steady  noise  continues  for 
five  or  six  hours  per  day  for  ten  or  more  years, 
when  the  levels  exceed  85  db  in  the  octave  bands 
from  600  to  4,800  cps,  a hearing  conservation  pro- 
gram should  be  initiated. 

If  the  exposure  is  continuous  but  is  less  than 
five  hours  per  day,  the  levels  in  these  frequencies 
may  be  as  high  as  95  db  depending  on  the  length 
of  the  exposure  up  to  five  hours  per  day.  The 
shorter  the  exposure  time  the  higher  the  level 
down  to  one  hour.  If  the  exposures  are  intermit- 
tent and  the  “on”  time  is  less  than  one  hour,  the 
levels  may  be  as  high  as  120  db  provided  the  “on” 
time  does  not  exceed  five  minutes  more  than  once 
a day. 

Whenever  the  conditions  outlined  here  are  ex- 
ceeded, periodic  hearing  tests  must  be  done,  noise 
control  measures  should  be  studied,  and  ear  pro- 
tection should  be  used  if  noise  control  does  not 
improve  the  conditions  to  meet  the  criteria  given 
above. 
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How  Is  Your  Estate  Planned? 

HOWARD  D.  BAKER 
Waterloo 


Although  a great  deal  has  been  written  on  this 
subject,  it  is  one  that  is  often  neglected  in  financial 
planning.  Proper  estate  planning  often  involves 
thousands  of  dollars  of  estate-tax  savings. 

The  marital  deduction  is  the  first  step  in  a work- 
able estate  plan.  Several  years  ago,  provisions 
were  enacted  making  it  possible  to  reduce  estate 
taxes  substantially  by  proper  qualification  of  as- 
sets. These  provisions  grant  a deduction  from  the 
gross  estate  equal  to  the  value  of  property  passing 
to  a spouse  outright,  with  full  power  of  appoint- 
ment, but  limited  to  50  per  cent  of  the  estate  val- 
uation. 

By  taking  advantage  of  this  deduction,  large 
estate-tax  savings  are  possible,  and  even  on  small- 
er estates  substantial  savings  can  be  effected.  For 
example,  let’s  take  Dr.  Smith,  who  has  an  estate 
valued  at  $120,000;  use  of  the  marital  deduction 
would  provide  tax  savings  as  follows: 


Marital  Ded. 

Marital  Ded 

Not  Used 

Used 

Gross  Estate  

. $120,000 

$120,000 

Specific  Exemption  

60,000 

60,000 

Net  Estate  

Less:  Marital  Deduction 

$ 60,000 

$ 60,000 

(50%  of  Gross  Estate) 

60,000 

Subject  to  Tax  

$ 60,000 

$ None 

Federal  Estate  Tax  

9,340 

Tax  Savings  from  Marital  Ded. 

$ 9,340 

Beware  of  a tax  trap  on  larger  estates.  Many  a 
man  leaves  his  entire  estate  to  wife.  If  the  estate 
is  valued  at  over  $120,000,  this  can  lead  to  tax 
losses.  Remember,  the  marital  deduction  is  limited 
to  50  per  cent  of  your  estate.  If  you  leave  your 
wife  more,  the  property  in  excess  of  50  per  cent 

Mr.  Baker  is  a partner  in  Professional  Management  Mid- 
west, and  manager  of  its  Retirement  Planning  Department. 
He  majored  in  accounting  and  business  administration  at 
S.U.I.,  and  was  an  agent  of  the  U.  S.  Bureau  of  Internal 
Revenue  for  3V2  years  before  forming  his  present  association 
in  1953. 


will  be  taxed  first  in  your  estate,  and  a second  time 
in  her  estate,  if  it  has  not  been  exhausted  during 
her  lifetime.  This  trap  can  be  avoided  through  the 
use  of  an  estate  plan  which  leaves  your  wife  one- 
half  of  your  estate  outright,  to  qualify  for  the  max- 
imum marital  deduction,  and  places  the  other  one- 
half  of  your  estate  in  a trust  designed  so  as  to  give 
your  wife  all  the  benefits  of  the  income  and  prin- 
cipal, but  not  to  be  taxable  in  her  estate.  Under 
such  a trust,  she  can  receive  all  of  the  income  dur- 
ing her  lifetime,  and  can  be  paid  principal  amounts 
for  purposes  stipulated  in  the  trust  agreement. 

The  remainder  of  the  trust,  upon  her  death,  will 
pass  untaxed  to  the  beneficiaries  originally  named 
in  your  will  (usually  your  children).  Such  a plan 
can  save  thousands  of  dollars  in  estate  taxes.  On 
a $200,000  estate,  the  tax  picture  would  be  as  fol- 
lows: 

50%  to  Wife 
100%  to  Wife  50%  in  Trust 

Gross  Estate  . $200,000  $200,000 

Specific  Exemption  60,000  60,000 


Net  Estate 

Marital  Deduction 


$140,000  $140,000 

100,000  100,000 


Doctor's  Taxable  Estate 
Federal  Estate  Tax  

Wife's  Gross  Estate*  . . 
Less:  Specific  Exemption 

Wife's  Taxable  Estate 
Estate  Tax  


$ 40,000 

$ 40,000 

4,800 

4,800 

$195,200 

$100,000 

60,000 

60,000 

$135,200 

$ 40,000 

31,000 

4,800 

Tax  Savings  by  use  of  the  Trust 


$ 26,200 


* Assuming  wife  will  live  on  income,  and  the  entire  principal  will 
be  retained. 


Obviously,  proper  planning  of  your  estate  can 
mean  many  thousands  of  dollars  of  additional 
assets  for  your  family.  You  can  also  see  that  tech- 
nical errors  can  be  quite  costly.  For  these  reasons, 
it  is  advisable  to  consult  an  attorney  skilled  in  es- 
tate planning  when  you  set  up  your  program. 
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Fifteenth  Annual  Scientific  Assembly 
of  the  AAGP 

Chicago,  Illinois,  was  the  host  city  to  the  Fif- 
teenth Annual  Assembly  of  the  American  Acad- 
emy of  General  Practice,  April  1-4.  The  Congress 
of  Delegates  was  called  to  order  on  March  30  for 
the  transaction  of  official  Academy  business,  and 
continued  in  session  on  March  31  and  April  1. 
During  the  sessions  of  the  Congress  of  Delegates 
the  various  commissions  and  committees  presented 
their  reports,  resolutions  were  introduced,  refer- 
ence committees  met  and  submitted  their  reports, 
and  officers  were  elected  for  the  ensuing  year. 

Among  the  highlights  of  the  transactions  was 
the  decision  by  the  Congress  of  Delegates  to  op- 
pose the  creation  of  a Board  of  General  Practice. 
This  culminated  a ten-year  consideration  of  that 
proposal.  In  his  address,  President  James  Murphy 
stated  his  position  as  follows:  “I  think  it  would  be 
detrimental  to  the  unity  of  the  Academy — that  we 
would  be  divided  among  ourselves.  It  would  serve 
no  greater  usefulness  than  a certificate  of  profi- 
ciency. The  Advisory  Board  to  Medical  Specialties 
has  previously  indicated  that  it  would  not  be  re- 
ceptive, since  general  practice  is  not  a specialty 
by  definition.” 

Another  highlight  was  adoption  by  the  Congress 
of  Delegates  of  the  Commission  on  Education’s 
revised  Definition  of  Acceptable  Continuation 
Study.  In  essence  this  new  definition  drops  the 
terms  “Category  I”  and  “Category  II.”  The  provi- 
sion for  sponsorship  and  co-sponsorship  was  also 
abolished  because  fundamentally  it  was  unwork- 
able and  often  abused.  The  backbone  of  the  Acad- 
emy, namely,  Section  3,  Chapter  I of  the  By-Laws 
of  the  AAGP  which  states  the  requirements  for 
reelection  to  active  membership,  remains  the 
same:  during  the  three-year  period  of  active  mem- 
bership a member  must  complete  a minimum  of 
150  hours  of  postgraduate  study  of  a nature  accept- 
able to  the  Board  of  Directors.  The  definition  of 
“acceptable  continuation  postgraduate  study”  in 
its  entirety  will  be  forwarded  to  each  state  chapter 
for  dissemination  to  individual  members. 

Another  highlight  was  the  action  taken  by  the 
Congress  regarding  relative  value  schedules.  After 
considerable  debate  in  the  reference  committees, 
the  stand  of  the  Commission  on  Legislation  and 


Public  Policy  was  adopted:  “Resolved,  That  the 
American  Academy  of  General  Practice  believes 
that  in  the  best  interests  of  the  physician  and  his 
patient,  the  study  and  use  of  relative  value 
schedules  be  considered  at  the  local  level  and  that 
no  national  policy  of  approval  or  disapproval  be 
adopted.” 

Other  important  actions  were  taken  by  the  Con- 
gress of  Delegates,  but  they  were  far  too  numerous 
and  involved  for  presentation  in  this  article.  The 
Congress  of  Delegates,  through  the  use  of  refer- 
ence committees,  constitutes  a truly  democratic 
organization.  In  the  reference  committee  meetings, 
any  member  of  the  American  Academy  of  General 
Practice  may  have  the  floor  to  express  his  point 
of  view  upon  any  issue  being  discussed. 

Election  of  officers  by  the  Congress  of  Delegates 
resulted  as  follows:  President-elect — Dr.  Julius 

Michaelson,  Foley,  Alabama;  Vice-President,  Dr. 
Walter  W.  Sackett,  Jr.,  Miami,  Florida;  Members 
of  the  Board  of  Directors  for  three-year  terms,  Dr. 
Maynard  I.  Shapiro,  Chicago,  Illinois,  Dr.  George 
Burkett,  Kingman,  Kansas  and  Dr.  Charles  G. 
Bryant,  Louisville,  Kentucky.  Dr.  Carroll  L.  Wit- 
ten, Louisville,  Kentucky,  was  re-elected  by  accla- 
mation for  a fourth  term  as  Speaker  of  the  Con- 
gress of  Delegates,  and  Dr.  John  Ely,  Opportunity, 
Washington,  was  elected  Vice-Speaker. 

Five  state  chapters  were  cited  for  the  Academy’s 
1962  membership  awards.  The  North  Carolina 
Chapter,  winner  in  1961,  repeated  for  first  place 
award.  Oklahoma  and  Minnesota  tied  for  second 
place,  and  the  District  of  Columbia  and  Alabama 
tied  for  third  place  awards. 

The  scientific  program  again  was  a “four  star” 
production.  It  opened  with  a discussion  “The  Role 
of  Government  in  Medical  Care.”  This  was  a panel 
presentation  by  Dr.  Durward  Hall,  Republican 
Congressman  from  Missouri;  Mr.  Ivan  A.  Nestin- 
gen,  undersecretary  of  Health,  Education  and  Wel- 
fare; and  Mr.  Frank  T.  Bow,  Republican  Congress- 
man, from  Ohio.  The  moderator  was  Dr.  Walter  H. 
Judd,  a long-time  Congressman  from  Minnesota. 
Needless  to  say,  this  was  a very  lively  discussion, 
Dr.  Judd  being  a stalwart  opponent  of  the  Admin- 
istration’s Social  Security  approach  to  the  health 
care  for  the  aged;  Dr.  Hall,  an  outspoken  oppo- 
nent of  every  effort  of  those  who  would  extend 
government  control  of  medicine;  Mr.  Nestingen 
presenting  the  Administration’s  viewpoint;  and 
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Mi'.  Bow  willing  to  accept  neither  the  government’s 
nor  organized  medicine’s  approach  to  medical  care 
of  the  aged.  Mr.  Bow  has  submitted  his  own  bill 
(HR-21)  to  provide  benefits  for  persons  65  and 
over  on  a voluntary  basis. 

Other  topics  presented  on  the  program  were: 
The  Mental  Patient,  Gynecology,  Urology,  Proctol- 
ogy, Respiratory  Problems,  Cardiac  Difficulties, 
Dermatology,  Anesthesia,  Ophthalmology,  Cancer 
Chemotherapy,  Rehabilitation,  and  a progress  re- 
port on  rubeola  and  rubella  vaccination.  These  all 
were  highly  informative  and  interesting. 

The  1963  Scientific  Assembly  of  the  AAGP  was, 
as  each  has  been  in  the  past,  truly  educational.  As 
President  Kennedy  said  in  a telegram  received  by 
President  Murphy:  “Your  Annual  Assembly  is  an 
important  step  toward  the  ultimate  goal  of  the  best 
possible  health  for  people  of  all  ages.  My  sincere 
best  wishes  for  a most  interesting  and  productive 
meeting.” 

The  1964  Scientific  Assembly  of  the  AAGP  will 
be  held  in  Atlantic  City,  New  Jersey,  during  the 
month  of  April. 


New  Test  for  Penicillin  Allergy 

A new  and  safer  test  for  determining  whether 
a patient  is  allergic  to  penicillin  was  reported  by 
Dr.  Walter  B.  Shelley,  a Philadelphia  dermatol- 
ogist, in  the  April  20  issue  of  j.a.m.a.  Under  the 
new  procedure,  the  test  for  a reaction  is  carried 
out  in  the  laboratory,  rather  than  in  the  patient, 
and  only  a drop  of  blood  from  the  patient’s  finger- 
tip is  needed  for  analysis  under  a microscope. 

Contrastingly,  in  the  test  now  generally  used, 
a small  amount  of  the  drug  is  injected  into  the 
patient’s  skin,  and  even  this  small  amount  can 
be  hazardous  for  some  individuals.  The  test  itself 
has  caused  occasional  fatalities,  Dr.  Shelley  says. 

The  blood  test  for  penicillin  sensitivity  grew 
out  of  a better  understanding  of  the  allergic  re- 
action, he  explains.  Studies  have  shown  that  when 
a person  is  challenged  with  a substance  to  which 
he  is  allergic,  two  types  of  cells — the  basophils  in 
the  blood  and  the  mast  cells  in  the  skin — release 
histamine  and  disintegrate  in  the  process.  It  is 
the  release  of  histamine  that  appears  primarily 
to  be  involved  in  the  development  of  allergic 
symptoms. 

When  the  drop  of  the  patient’s  blood  is  mixed 
with  a solution  of  penicillin  under  the  microscope, 
Dr.  Shelley  reports,  a certain  percentage  of  the 
basophils  can  be  observed  to  disintegrate  if  the 
individual  is  allergic.  In  severe  reactions,  he  says 
that  all  the  basophils  may  disintegrate  either 
slowly  or  explosively,  although  the  latter  is  rare. 
If  there  is  a negative  response,  there  is  an  ab- 
sence of  antibodies  resistant  to  penicillin  on  the 
day  of  the  test,  and  a reaction  will  not  be  trig- 
gered by  any  penicillin  given  on  that  day. 


Six  different  technics  for  performing  the  baso- 
phil test  have  been  devised,  including  one  suit- 
able for  office  use,  he  says. 

Thus  far,  blood  samples  from  275  penicillin- 
sensitive  individuals  and  controls  have  been  ex- 
amined. Penicillin  was  given  to  only  three  pa- 
tients for  whom  the  test  results  had  been  positive, 
and  in  all  three  there  were  subsequent  allergic 
reactions.  “It  remains  for  future  experience  to  de- 
lineate the  validity  of  the  test  more  precisely,” 
Dr.  Shelley  concludes. 

The  basophil  test  also  has  been  used  to  detect 
allergy  to  other  drugs  and  to  horse  serum,  pork 
and  eggs  which  are  used  in  certain  vaccines  and 
biologicals.  In  addition,  the  basophil  test  affords 
an  opportunity  to  reevaluate  old  drugs  and 
search  out  new  ones  for  the  treatment  of  allergic 
reactions. 

Prelminary  data  show  that  chlorpheniramine, 
an  antihistamine,  has  no  effect  on  the  release  of 
histamine  by  the  allergic  process,  but  it  has  been 
found  that  prednisolone  acts  directly  on  the  cell 
to  prevent  the  release  of  histamine. 


Increase  in  Insurance  Rates 

The  National  Bureau  of  Casualty  Underwriters 
has  revised  its  schedules  of  liability  insurance 
premiums  for  hospitals  and  for  physicians  and 
surgeons,  both  effective  April  3.  For  Iowa,  the 
increases  are  more  than  the  average  for  the  coun- 
try. 

For  hospitals’  policies,  most  of  the  increases  are 
approximately  18  or  20  per  cent,  but  for  Iowa  the 
increase  is  37  per  cent.  For  physicians  and  sur- 
geons’ professional  liability  policies,  the  rates  re- 
mained unchanged  for  most  states,  but  for  a few 
states  they  were  raised  10  per  cent  (Iowa  among 
them),  and  for  five  states  they  were  raised  25  per 
cent.  For  Missouri,  Wisconsin  and  Mississippi, 
they  were  lowered  10  or  15  per  cent. 

To  distribute  physicians’  and  surgeons’  profes- 
sional liability  insurance  costs  more  equitably,  the 
Bureau  has  ordered  separate  premium  rates  for 
physicians  and  for  surgeons,  in  four  classes.  Class 
1 will  apply  to  general  practitioners  and  certain 
specialists  who  perform  no  surgery;  Class  2 will 
apply  to  those  who  perform  only  minor  surgery; 
Class  3 will  apply  to  general  practitioners  who 
perform  major  surgery,  and  to  certain  specialists; 
and  Class  4 will  apply  to  specialists  in  surgery  and 
other  designated  specialists. 

In  Iowa,  physicians  who  have  been  paying  a 
premium  of  $45  will  now  have  to  pay  $41  if 
they  qualify  for  Class  1,  or  $51  if  they  qualify  for 
Class  2.  Part-time  surgeons  who  have  been  paying 
$108  will  now  pay  $98,  and  full-time  surgeons  who 
have  also  been  paying  $108  will  have  to  pay  $148. 
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1963 

Diseases  Mar. 

1963 

Feb. 

1962 

Mar. 

Most  Cases  Reported 
From  These  Counties 

Diphtheria 

0 

0 

0 

Scarlet  fever 

522 

458 

500 

Cedar,  Franklin,  Jefferson, 

Typhoid  fever 

0 

1 

0 

Johnson,  Polk 

Smallpox 

0 

0 

0 

Measles  1 

231 

1308 

2960 

In  all  areas  of  state 

Whooping  cough 

6 

29 

18 

Appanoose,  Polk,  Scott 

Brucellosis 

18 

17 

6 

Scott 

Chickenpox 

938 

1023 

315 

Des  Moines,  Dubuque,  Polk, 

Meningococcic 

meningitis 

1 

0 

2 

Pottawattamie,  Scott 
Woodbury 

Mumps 

434 

303 

304 

Buena  Vista,  Polk, 

Poliomyelitis 

0 

0 

1 

Pottawattamie 

Infectious 

hepatitis 

29 

39 

115 

Jackson,  Pottawattamie, 

Rabies  in 
animals 

29 

21 

53 

Scott,  Tama 
Benton,  Buchanan,  Des 

Malaria 

0 

0 

0 

Moines,  Keokuk,  Linn 

Psittacosis 

0 

0 

0 

Q fever 

0 

0 

0 

Tuberculosis 

43 

21 

31 

For  the  state 

Syphilis 

86 

59 

101 

For  the  state 

Gonorrhea 

101 

92 

146 

For  the  state 

Histoplasmosis 

1 

2 

1 

Wapello 

Food  intoxication 

3 

0 

4 

Woodbury 

Meningitis  (type 
unspecified ) 

3 

2 

1 

Pottawattamie,  Wright 

Diphtheria  carrier 

0 

0 

0 

Aseptic  meningitis 

0 

0 

0 

Salmonellosis 

3 

13 

3 

Bremer,  Polk 

Tetanus 

0 

0 

0 

Chancroid 

0 

0 

0 

Encephalitis  (type 
unspecified ) 

1 

0 

0 

Cedar 

H.  influenzal 
meningitis 

1 

0 

1 

Polk 

Amebiasis 

4 

0 

3 

Boone 

Shigellosis 

0 

2 

1 

Influenza 

843 

9 

508 

In  all  areas  of  state 

Measles  Vaccine 

The  Iowa  State  Department  of  Health  has  re- 
ceived the  following  information  dated  March  21, 
1963,  from  the  U.  S.  Department  of  Health,  Educa- 
tion and  Welfare: 

“Licenses  for  the  manufacture  of  two  types  of 
measles  vaccines  were  approved  today  by  Anthony 
J.  Celebrezze,  Secretary  of  Health,  Education  and 
Welfare.  This  action  was  taken  on  the  recommen- 
dation of  Luther  L.  Terry,  Surgeon  General  of  the 
Public  Health  Service. 

“Licensed  firms  are  Merck,  Sharp  and  Dohme,  of 
Philadelphia,  Pennsylvania,  to  market  live  attenu- 
ated measles  vaccine  in  interstate  commerce,  and 
Chas.  Pfizer  & Co.,  Inc.,  of  New  York,  New  York, 
and  Tei're  Haute,  Indiana,  to  market  inactivated 
vaccine.  Today’s  action  permits  distribution  of  the 
vaccine  to  the  nation’s  physicians.  A limited  quan- 
tity of  the  live  vaccine  will  be  available  imme- 
diately. The  killed  vaccine  will  become  available 
within  a few  weeks.  It  is  expected  that  both  vac- 
cines will  be  generally  available  within  several 
months. 

“Under  the  National  Biologies  Control  Act,  a 
license  for  the  manufacture  and  interstate  distribu- 
tion of  vaccines,  serums,  antitoxins  and  similar 
biological  products  for  medical  use  can  be  issued 
when  the  manufacturer  demonstrates  that  his  prod- 
uct meets  federal  standards  of  safety,  purity  and 
potency.  Such  products  are  tested  and  evaluated 
to  see  that  they  meet  these  standards  by  the  Di- 
vision of  Biologies  Standards  of  the  National  In- 
stitutes of  Health,  the  research  arm  of  the  Public 
Health  Service. 

“Development  of  the  measles  vaccines  stems 
from  the  work  of  Nobel  prize  winner,  Dr.  John 
Enders,  of  Harvard  University,  and  an  associate, 
Dr.  Thomas  Peebles,  who  isolated  a strain  of  the 
measles  virus  in  1954.  From  this  original  strain  of 
the  virus,  designated  the  Edmonston  strain,  both 
the  live  and  the  killed  vaccines  have  been  pro- 
duced. 

“Measles  is  the  Number  One  childhood  disease. 
Among  children,  measles  may  lead  to  deafness, 
mental  crippling  and  pneumonia.  In  adults,  measles 
is  a severe  and  sometimes  fatal  disease.  While 
measles  constitutes  a significant  health  problem  in 
the  United  States,  it  is  even  more  serious  in  other 
parts  of  the  world.  In  Africa  and  South  America, 
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for  example,  the  death  rate  among  children  may 
be  as  high  as  25  per  cent.” 


Although  the  measles  vaccines  are  currently 
available  to  physicians  in  small  amounts,  it  will  be 
several  months  before  stocks  of  vaccine  are  plenti- 


ful. The  Iowa  State  Department  of  Health’s  budget 
for  biologies,  as  set  by  the  Legislature,  is  small.  For 
this  reason,  we  do  not  plan  to  purchase  measles 
vaccine  in  the  near  future. 

The  material  in  the  accompanying  tabulation  is 
condensed  from  the  U.  S.  Public  Health  Service 
release  of  March  21,  1963. 


DOSAGE  AND  ADMINISTRATION 


Schedule 


Type  of  Vaccine  Doses  and  Administration* 


Comments 


1 

2 


3 


4 


Live  Attenuated  Vaccine 

Live  Attenuated  Vaccine 
Plus  Measles  Immune 
Globulin 


I Injection 

I Injection  Plus  Measles 
Immune  Globulin  (.01 
cc/lb.  at  Different  Site 
with  Different  Syringe) 


Although  the  live  attenuated  vaccine  may  be  administered 
safely  with  or  without  simultaneous  administration  of 
measles  immune  globulin  most  physicians  will  wish  to  use 
the  two  combined  because  of  the  lessened  reactivity.  Three 
weeks  are  required  for  antibody  production.  About  95 
per  cent  of  children  immunized  produces  high  levels  of 
antibodies  which  remain  high  for  periods  of  about  four 
years.  Given  alone,  the  live  attenuated  virus  will  cause 
fever  and  a measles-like  rash  in  about  30  per  cent.  Given 
with  gamma  globulin,  these  reactions  are  seen  in  about 
10  to  15  per  cent  of  those  immunized. 


Inactivated  Vaccine  3 Injections  at  Monthly 

Intervals.  First  Booster  in 
About  One  Year. 


High  antibody  levels  are  produced  in  90  per  cent.  In 
view  of  the  rapid  fall-off  in  antibody  and  lack  of  data 
regarding  persistence  of  immunity  beyond  six  months, 
use  of  this  vaccine  is  not  preferred  at  this  time  except  for 
special  groups  in  which  live  attenuated  vaccine  is  con- 
traindicated. 


Inactivated  Vaccine  Fol-  Pending 
lowed  by  Live  Attenuated 
Vaccine 


This  approach  to  measles  immunization  appears  promising; 
recommended  schedules  will  be  developed  as  more  data 
become  available. 


* Manufacturers'  directions  regarding  volume  of  dose  should  be  followed. 

Since  poor  immunity  is  produced  in  the  very  young,  it  is  recommended  that  vaccines  not  be  started  in  babies  younger  than  nine  months  of 
age. 

CONTRAINDICATIONS:  Measles  vaccine  should  not  be  given  to  children  with  leukemia,  to  pregnant  women,  to  persons  allergic  to  eggs, 

to  persons  with  severe  febrile  illness  or  to  those  on  certain  forms  of  therapy  which  depress  resistance.  This  latter  group  includes  steroids, 

irradiation,  alkylating  agents  and  antimetabolites. 

If  more  than  0.01  cc  of  gamma  globulin  per  pound  of  body  weight  has  been  administered  within  the  preceding  six  weeks,  immunization 

should  be  deferred,  since  the  administered  globulin  may  block  the  vaccine  take. 

Neither  measles  vaccine  contains  penicillin. 


Poliomyelitis  and  Related  Diseases  in  Iowa 


As  compared  with  a total  of  ten  paralytic  cases 
and  eight  non-paralytic  cases  of  poliomyelitis  re- 
ported in  Iowa  for  1961,  our  final  report  for  1962 
shows  four  paralytic  and  three  non-paralytic  cases. 

Again,  because  of  late  reporting  of  cases  or  sus- 
pected cases  to  us,  we  were  unable  to  obtain  lab- 
oratory specimens  for  virus  studies  on  five  of  the 
seven  cases. 

No  large  outbreaks  of  enteric  infections  caused 
by  the  Coxsackie  and  ECHO  groups  of  viruses 


were  found  in  Iowa  last  year.  The  following  four 
Coxsackie  cases  were  found:  Cerro  Gordo  County, 
2 cases,  type  undetermined;  Adair  County,  1 case, 
type  A9;  and  Polk  County,  1 case,  type  A9.  Six 
ECHO  cases,  type  undetermined,  were  reported  by 
the  U.  S.  Public  Health  Service  Regional  Com- 
municable Disease  Center  Laboratories  at  Kansas 
City.  Three  were  from  Cerro  Gordo  County,  and 
the  remaining  three  were  reported  from  Jefferson, 
Polk  and  Webster  Counties. 
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IOWA— 1962 
POLIOMYELITIS  CASES 


County 

Age 

Sex 

Date  of 
Onset 

No.  of  Inj. 
of  Vaccine 

Date  of 
Last  Inj. 

Lab.  Studies 
for  Virus 

PARALYTIC— 4 

CASES 

Des  Moines 

23 

F 

I -19-62 

0 

Not  done 

Guthrie  

II 

M 

1-  3-62 

4 

June  1959 

Not  done 

Polk  

38 

F 

3-  1-62 

4 

1959 

No  virus  found 

Story  

14 

F 

10-14-62 

4* 

I960 

Type  1 

NON-PARALYTIC- 

-3  CASES 

Buchanan  . . . . 

...  38 

M 

5-20-62 

0 

Not  done 

Cherokee  . . 

8 

M 

10-  7-62 

4 

June  I960 

Not  done 

Plymouth 

22 

F 

6-1 1-62 

1 

? 

Not  done 

* Includes  one 

Sabin  oral 

feeding;  Type  1,  taken 

October  5,  1962 

Poliomyelitis  Statistics  in  U.  S. — 1962 


Of  a total  of  702  paralytic  poliomyelitis  patients 
included  in  the  above  chart,  416  had  no  poliomye- 
litis vaccine,  106  had  one  or  two  injections,  74  had 
completed  three  and  84  were  reported  to  have  had 
four  or  more  injections.  In  evaluating  those  who 
lacked  the  protection  of  the  poliomyelitis  vaccine 
in  the  cases  following  three  or  more  immuniza- 
tions, we  would  probably  find  that  the  most  of 


AGE  GROUP  AND  VACCINATION  HISTORY  REPORTED 
ON  POLIOMYELITIS  SURVEILLANCE  UNIT  FORMS 
(THROUGH  FEBRUARY  8,  1963)* 


Age 

Group 

Doses 

OV 

of  Inactivated  Vacci 
I-2V  3V  4 + V 

ne 

Unk 

Total 

Per  Cent 

0-4 

233 

54 

19 

23 

12 

341 

48.6 

5-9 

66 

19 

24 

35 

3 

147 

20.9 

10-14 

23 

15 

20 

12 

3 

73 

10.4 

15-19 

13 

4 

6 

5 

1 

29 

4.1 

20-29 

39 

6 

3 

4 

2 

54 

7.7 

30-39 

22 

6 

2 

2 

1 

33 

4.7 

40  + 

20 

2 

0 

2 

1 

25 

3.6 

— 

— 

— 

— 

— 

Total 

416 

106 

74 

83 

23 

702 

100.0 

Per. Cent 

Doses 

61.3 

15.6 

10.9 

12.2 

— 

100.0 

these  had  had  no  boosters  in  the  two  or  three  years 
previous  to  onset  of  their  illnesses. 

The  following  chart  indicates  that  we  are  per- 
haps still  slow  in  getting  immunizations  completed 
in  children  below  the  school  age  level,  and  that  we 
have  failed  materially  to  convince  persons  over  20 
years  of  age  that  immunizations  are  needed. 


PER  CENT  OF  POPULATION  VACCINATED 
WITH  THREE  OR  MORE  INOCULATIONS* 


Age 

(Years) 

1961 

Change** 

1961-62 

Age 

(Years) 

1961 

Change** 

1961-62 

Total 

Under  50 

59.7 

0.4 

5-9 

86.5 

-0.7 

10-14 

87.4 

-1.2 

Under  20 

78.6 

-0.7 

15-19 

76.4 

2.8 

Under  1 

23.1 

-1.3 

20-49 

39.7 

1.2 

1-4 

74.2 

-1.6 

20-29 

52.4 

2.6 

1 

62.0 

-1.9 

30-39 

45.0 

-0.3 

2 

75.0 

-2.6 

40-49 

22.3 

1.6 

3 

78.8 

-0.9 

4 

80.9 

-0.8 

* Poliomyelitis  Surveillance,  Communicable  Disease  Center,  U.  S. 
Public  Health  Service,  Report  No.  275,  February  15,  1963. 

**  The  difference  between  the  per  cent  vaccinated  in  1962  minus 
the  per  cent  vaccinated  in  1961. 


Collections 

Your  own  charge  accounts  soared  at  Christmas 
time,  but  with  monthly  installments  you  have 
probably  reduced  these  balances,  or  your  tax  re- 
fund enabled  you  to  clear  up  the  outstanding  bal- 
ance. But  the  statements  you  have  been  sending 
Mr.  Jones  and  Mrs.  Smith  weren’t  for  gifts  of 
skates  or  a bicycle  or  a new  doll.  John  Jones  had 
an  ear  infection  that  wasn’t  covered  by  insurance, 
and  Jeanne  Smith  had  pneumonia,  house  calls  and 
antibiotics  that  added  to  the  Smiths’  already  past- 
due  bill  and  increased  their  financial  burden.  Was 
the  fault  partially  yours,  for  helping  these  folks  to 
incur  obligations?  Did  you  suggest,  “We’ll  be  glad 
to  put  this  on  your  bill”? 

Perhaps  it  is  embarrassing  for  you  to  talk  to 
patients  about  financial  matters.  You  may  think 
they  resent  your  approaching  them — that  you  are 
implying  that  they  aren’t  able  to  meet  their  obliga- 
tions. It  is  easier  to  talk  with  them  at  the  beginning 
of  your  transactions  than  it  is  to  approach  them 
when  they  have  large,  delinquent  accounts.  Then 
the  patient  is  embarrassed  and  resents  the  fact  that 
you  did  not  discuss  your  office  policy  with  him 
earlier. 

Nearly  every  family  or  individual  has  charge 
accounts  either  with  local  merchants  or  with  util- 
ity companies,  and  knows  that  payment  in  30  days 
is  considered  cash,  that  payment  within  60  days 
following  date  of  purchase  or  service  still  main- 
tains a fair  credit  rating,  and  that  payment  after 
90  days  is  slow.  By  90  days,  the  utilities  may  have 
been  cut  off,  and  other  accounts  have  been  frozen 
to  further  charges  until  the  balance  has  been 
cleared.  However,  statements  sent  out  by  such 
business  firms  usually  carry  an  explanation  of 
credit  terms:  “Payable  within  15  days  of  date  of 
billing,”  or  “Accounts  payable  at  the  end  of  the 
month  following  date  of  purchase.”  The  customer 
knows  the  firm’s  payment  policy.  Does  he  know 
yours? 

When  the  new  patient  registers  with  you,  or  at 
the  conclusion  of  his  first  visit,  he  asks  whether 
he  should  pay  immediately.  Is  your  answer,  “Yes, 
or  we  shall  be  happy  to  bill  you  at  the  end  of  the 
month”?  You  have  already  given  him  a choice  and 
have  suggested  that  he  postpone  payment. 

You  might  have  said,  “Yes,  the  charge  today  is 
$4.00,”  and  if  he  asked  whether  you  prefer  cash 
with  each  visit  or  payment  by  the  month,  you 
could  suggest  cash  with  the  service,  since  it  saves 


your  billing  at  the  end  of  the  month  and  saves  him 
either  postage  or  another  trip  to  the  office  to  pay 
the  bill.  This  method  of  payment  also  prevents  the 
accumulation  of  sizable  accounts. 

Be  pleasant  and  positive  in  your  actions.  When 
the  patient  reaches  your  desk  at  the  conclusion  of 
her  appointment,  greet  her  with  a smile,  reach  for 
your  receipt  book,  and  say,  “The  charge  today, 
Mrs.  Jones,  is  $5.00.”  When  she  knows  that  you  are 
expecting  her  to  pay,  she  probably  will  do  so.  Of 
course,  she  may  say  that  she  is  out  of  checks  or 
has  forgotten  her  checkbook.  Do  you  keep  a supply 
of  checks  from  the  various  banks  in  your  vicinity? 
If  so,  you  can  supply  the  blank  check  and  she  will 
pay  you,  since  she  no  longer  has  an  excuse  to  post- 
pone doing  so. 

Many  patients  prefer  to  pay  their  bills  monthly 
upon  receipt  of  statements.  If  you  are  asked  to 
send  a statement  of  charges  at  the  end  of  the 
month,  be  sure  that  you  have  the  patient’s  correct 
name  and  address,  that  the  statement  is  mailed  in 
time  to  reach  the  patient  on  the  first  or  second  day 
of  the  month,  and  that  the  charges  are  itemized. 
A misspelled  name  or  incorrect  address  may  sug- 
gest to  him  that  other  aspects  of  your  service- 
even  the  strictly  medical  functions  performed  by 
your  doctor — are  just  as  slipshod,  and  he  will  lose 
confidence  in  both  you  and  the  doctor.  An  incor- 
rect address  may  also  delay  delivery  and  postpone 
the  payment  needlessly.  You  might  think  that  the 
delay  of  a few  days  in  mailing  a statement  wouldn’t 
make  much  difference  in  your  collections,  but  a 
glance  at  your  daily  record  of  accounts  receivable 
will  show  you  that  the  heaviest  collections  are 
during  the  first  four  or  five  days  following  the  end 
of  a pay  period,  either  at  the  first  or  at  the  middle 
of  the  month.  If  your  statement  reaches  the  patient 
after  he  has  finished  writing  his  first-  or  fifteenth- 
of-the-month  checks,  your  bill  may  have  to  wait 
until  another  payday  or  until  another  end-of-the- 
month  rolls  around. 

Always  itemize  charges.  A statement  for  “ser- 
vices rendered  for  the  month  of  April— $46.00,”  may 
seem  unduly  large  to  the  patient  when  he  has  for- 
gotten what  the  charges  were  for.  An  itemization 
showing  a physical  examination,  office  calls,  lab- 
oratory procedures  and  medication,  with  a date 
and  charge  for  each,  and  a total  of  $46.00  will  spare 
you  a call  from  the  patient  asking  for  an  explana- 
tion. More  importantly,  it  will  prevent  the  patient’s 
becoming  suspicious  or  angry — emotions  that  no 
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amount  of  subsequent  itemization  or  explanation 
can  entirely  erase. 

Let’s  suppose  you  have  already  discussed  the 
doctor’s  credit  policy  with  the  patient;  you  have 
sent  him  itemized  statements  promptly  each  month; 
and  he  still  ignores  your  attempts  to  help  him 
maintain  a good  credit  rating.  Three  statements 
have  brought  no  payment,  and  the  account  is  now 
90  days  old.  The  next  step  is  a friendly,  courteous 
letter,  usually  signed  by  you,  suggesting  that  ar- 
rangements for  payment  can  be  made  and  that  you 
will  be  happy  to  discuss  the  problem  with  him. 
This  reminder  may  be  all  that  is  needed,  and  the 
bill  will  receive  his  immediate  attention. 

If  he  ignores  this  first  letter,  you  write  to  him 
again.  You  tell  him  that  you  have  been  expecting 
to  hear  from  him  regarding  the  account  and  hope 
he  will  get  in  touch  with  you  within  a few  days. 
This  will  probably  bring  either  a check,  a letter 
or  a telephone  call  with  a promise  to  pay. 

If  both  of  the  first  two  letters  are  ignored,  it  is 
plain  that  he  is  not  interested  in  cooperating  with 
you.  A third  letter  to  him  should  say  that  your  at- 
tempts to  secure  his  cooperation  in  paying  his  bill 
have  failed,  and  that  you  must  turn  the  account 
over  to  a professional  collector  by  a given  date. 
If  there  is  no  response  to  this  letter,  and  if  you 
don’t  want  to  lose  face,  you  should  do  as  you  have 
said  you  would. 

What’s  the  prescription  for  ailing  collections? 
Clear  explanations  of  credit  policies,  friendly  co- 
operation in  helping  the  patient  pay,  and  constant 
vigilance  over  accounts.  Know  the  “payment 
snails,”  and  be  prepared  to  give  them  a helpful 
push  when  needed,  but  don’t  overdo  it.  By  over- 
zealousness you  can  create  ill-will  towards  the 
doctor,  as  well  as  towards  yourself  as  his  assistant. 

— Helen  G.  Hughes 


A New  Guide  for  Medical  Assistants 

“Being  a physician’s  aide  isn’t  just  anyone’s  job. 
It  requires  a special  kind  of  girl,”  writes  Horace 
Cotton  in  his  recently  published  book,  aid  for  the 
doctor’s  aide  (Medical  Economics,  Inc.,  Oradell, 
N.  J.,  $5.95).  In  it,  he  draws  on  his  long  experience 
as  a medical  management  consultant  to  describe 
in  peppery,  personal  style  the  characteristics  and 
duties  of  a successful  aide. 

His  book  serves  a dual  purpose.  It’s  a basic 
training  course  for  new  aides  and  a useful  refer- 
ence manual  for  established  ones.  Of  the  250,000 
aides  now  working  in  medical  offices  across  the 
United  States,  only  about  one-third  have  been 
trained  as  nurses  and  technicians.  And  few  of 
these  have  enjoyed  any  formal  training  in  the  art 
of  giving  good  service  to  doctors  and  patients,  says 
Mr.  Cotton. 

aid  for  the  doctor’s  aide  sets  out  to  remedy  this 
lack  of  training.  Its  24  chapters  include  specifically 


helpful  advice  on  pleasing  patients,  keeping  med- 
ical records,  collecting  accounts,  handling  insur- 
ance forms  and  many  other  subjects.  For  instance, 
Mr.  Cotton  even  suggests  the  words  an  aide  can 
use  to  handle  a new  patient  on  the  phone  and  lists 
some  40  things  she  can  check  to  make  sure  the 
doctor’s  office  is  clean  and  attractive. 

How  important  is  it  for  a physician  to  have  a 
well-trained  aide?  Mr.  Cotton  has  a management 
man’s  calculated  answer:  “Collectively,  the  job 
of  aiding  the  doctor  is  being  paid  for  at  the  rate 
of  almost  $900  million  a year.  Individually,  each 
aide  is  actually  part  of  the  care  her  doctor  offers 
to  those  who  seek  him  out.  So  if  his  aide  knows 
her  job,  his  medical  service  will  be  the  better  for 
it.” 


PMA  President  Speaks 

Some  public  officials  have  become  more  con- 
cerned about  protecting  the  people  against  drugs 
and  physicians  than  against  disease,  Austin  Smith, 
M.D.,  president  of  the  Pharmaceutical  Manufac- 
turers Association,  declared  in  a recent  speech 
before  members  of  a Connecticut  medical  society. 

As  a consequence,  Dr.  Smith  noted  that  the  phy- 
sician, “long  hailed  as  a healer,  personal  confi- 
dante, and  community  leader,”  is  now  regarded 
with  suspicion  and  distrust.  The  drug  manufac- 
turer, who  has  heretofore  been  praised  as  “the 
beneficent  source  of  life-saving,  health-giving  mir- 
acles,” now  stands  accused  of  “wilfully  dispensing 
dangerous  and  worthless  medicine  and  making 
unconscionable  profits  at  the  expense  of  the  ill  and 
the  elderly,”  Dr.  Smith  added. 

During  his  talk  to  the  Fairfield  Medical  Associ- 
ation, Dr.  Smith  criticized  the  size  and  cost  of  gov- 
ernment, a tendency  toward  arbitrary  decisions 
without  relying  on  expert  advice,  and  growth  in 
government-sponsored  research  to  the  detriment 
of  basic  research  by  private  institutions. 

He  called  on  physicians  to  join  in  an  effort  to 
broaden  governmental  responsibility  to  the  people, 
instill  in  government  the  desire  to  serve  the  peo- 
ple, and  revive  communication  and  confidence  be- 
tween elected  officials  and  the  people. 

The  complete  text  of  Dr.  Smith’s  speech  may  be 
obtained  from  Pharmaceutical  Manufacturers  As- 
sociation, 1411  K Street,  N.W.,  Washington  5,  D.  C. 


1963  Annual  Meeting  of  IAMA 
Burlington  Hotel 
Burlington,  Iowa 
May  3,  4 and  5 
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New  Officers 

The  following  newly-elected  officers  were  in- 
stalled at  the  Annual  Meeting  of  the  Woman’s 
Auxiliary  to  the  Iowa  Medical  Society  on  April  9, 
1963. 

President — Mrs.  G.  J.  McMillan,  436  Avenue  C., 
Fort  Madison 


Mrs.  George  J.  McMillan,  of  Fort  Madison,  the  newly  in- 
stalled president  of  the  Woman's  Auxiliary  to  the  Iowa 
Medical  Society,  has  served  as  president  of  the  North  Lee 
County  Woman's  Auxiliary,  as  councilor  of  the  eighth  district 
of  the  Iowa  Woman's  Auxiliary,  and  then  as  president-elect. 

Mary  graduated  from  Metropolitan  Hospital  School  of 
Nursing,  New  York  City,  and  attended  Columbia  University, 
New  York  City.  During  World  War  II,  she  served  as  an  Army 
nurse  assigned  to  the  95th  Field  Hospital,  China,  Burma,  India 
theatre. 

She  is  a member  of  the  Catholic  Church  and  participates 
in  its  various  religious  and  social  service  activities.  In  addition 
to  the  Auxiliary,  she  is  active  in  the  Iowa  Nursing  Association, 
in  the  Sacred  Heart  Hospital  Auxiliary,  in  the  Lee  County 
Mental  Health  Association  (serving  as  one  of  its  board  mem- 
bers) and  in  Chapter  AY-TTT. 

Her  husband,  Dr.  McMillan,  has  engaged  in  the  private 
practice  of  medicine  and  surgery  in  Fort  Madison  since  1951. 


President-Elect — Mrs.  H.  G.  Ellis,  5504  Shriver 
Avenue,  Des  Moines  12 

1st  Vice  President — Mrs.  Henry  Boe,  3919  Orchard 
Street,  Sioux  City 

2nd  Vice  President — Mrs.  S.  M.  Korson,  Box  111, 
Independence 

Recording  Secretary — Mrs.  N.  A.  Schacht,  1025 
North  23rd  Street,  Fort  Dodge 
Treasurer — Mrs.  M.  B.  Cunningham,  Norwalk 
Councilors 

District  II — Mrs.  J.  B.  Dixon,  211  Parkridge 
Road,  Mason  City 

District  VII — Mrs.  C.  E.  White,  Box  111,  Inde- 
pendence 

District  VIII — Mrs.  J.  F.  Bishop,  212  Hillcrest 
Drive,  Davenport 

District  IX — Mrs.  D.  A.  Mater,  302  South  Fourth 
Street,  Knoxville 

District  X — Mrs.  G.  I.  Armitage,  115  West  Grant 
Street,  Osceola 

The  president  reappointed  Mrs.  F.  L.  Poepsel, 
Corresponding  Secretary. 

Councilors  are  elected  for  four-year  terms  of 
office.  However,  Mrs.  C.  E.  White  and  Mrs.  G.  I. 
Armitage  were  elected  to  complete  terms  which 
expire  in  1965.  The  Councilors  for  Districts  I,  III, 
IV,  V,  VI,  and  XI  remain  unchanged. 

The  IMS  Advisory  Committee  to  the  Woman’s 
Auxiliary  for  1963-1964  is  O.  D.  Wolfe,  M.D., 
Marshalltown;  C.  E.  Radcliffe,  M.D.,  Iowa  City; 
and  S.  P.  Leinbach,  M.D.,  Belmond. 


Thank  You 

The  eighth  annual  dance  sponsored  by  the  Aux- 
iliary for  the  benefit  of  its  Health  Educational  Loan 
Fund  was  a tremendous  success.  Although  the  final 
total  on  ticket  sales  is  not  available  as  this  goes  to 
press,  it  is  by  far  the  largest  amount  raised  from 
the  project  and  could  be  almost  double  that  of 
former  years. 

To  all  of  you  who  made  it  possible,  what  can  we 
say  but  “thank  you”?  We  hope  that  you  who  at- 
tended the  Caduceus  Capers  had  an  enjoyable 
evening  and  that  all  of  you  who  bought  tickets, 
though  unable  to  use  them,  feel  rewarded  by  hav- 
ing contributed  to  a worthwhile  cause.  Again,  we 
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The  State  Auxiliary  presented  awards  for  volunteer  community  service  to  Mrs.  George  Comfort,  of  Des  Moines  (left),  and 
to  Mrs.  Paul  Stump,  of  Oskaloosa  (right),  during  its  annual  convention  in  April.  Mrs.  Comfort  has  been  active  in  the  Mercy 
Hospital  (Des  Moines)  Hospital  Guild  for  the  past  10  years,  in  the  Pollc  County  Chapter  of  the  American  Red  Cross  for  15 
years,  and  in  the  activities  of  the  Des  Moines  Council  of  Social  Agencies  for  6 years.  Mrs.  Stump's  work  has  been  in  the  aux- 
iliary of  the  Mahaska  County  Memorial  Hospital,  among  the  volunteers  who  serve  the  Knoxville  and  Marshalltown  veterans'  in- 
stitutions, and  in  the  fund-raising  campaigns  and  the  chest  x-ray  work  of  the  T-B  and  Health  Association. 


The  three  top  prize-winners  at  the  state  level  in  the  1963  Essay  Contest  are  Mandy  Faber  (left),  a junior  at  Cardinal  Stritch 
High  School,  Keokuk  (second  prize,  $50);  Paul  Kratoska,  a senior  in  Boone  High  School  (third  prize,  $25);  and  Marietta  Mora- 
vetz  (right),  a junior  at  the  Ogden  Community  High  School  (first  prize,  $100).  All  three  wrote  on  the  topic  "The  Advantages 
of  the  American  Free  Enterprise  System  Over  Communism." 
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thank  the  Standard  Medical  and  Surgical  Com- 
pany, of  Des  Moines,  for  “picking  up  the  check” 
for  the  evening’s  expenses. 

The  committee  will  be  relying  on  you  Auxiliary 
members  and  your  doctor  husbands  to  tell  young 
people  in  your  communities  of  our  Loan  Fund  if 
they  are  planning  to  enter  nurses’  training  or  allied 
paramedical  fields.  Also,  your  help  with  recommen- 
dations is  most  important,  for  you  are  the  ones  who 
know  these  young  people  best.  This  year,  we  prom- 
ise that  no  well-qualified  applicant  will  be  turned 
down  through  lack  of  funds. — Thanks  to  all  of  you. 

— H.  E.  L.  F.  Committee 


Doctors'  Day 

Several  county  Auxiliaries  observed  Doctors’ 
Day  at  the  end  of  March.  Following  are  some  de- 
tails about  those  of  the  observances  that  have  come 
to  the  attention  of  the  editors  of  the  woman’s 

AUXILIARY  NEWS: 

The  Buchanan  County  Auxiliary  entertained  all 
of  the  physicians  there  at  a luncheon  on  March  28, 
and  presented  each  of  them  with  a red  carnation 
to  wear  during  the  remainder  of  the  day. 

On  Saturday,  March  31,  pairs  of  Polk  County 
Auxiliary  members — or  in  some  instances  a phy- 
sician and  his  Auxiliary-member  wife — made  calls 
on  26  retired  doctors,  at  their  homes,  and  presented 
them  with  the  red  carnations  that  are  symbolic  of 
the  occasion.  Mrs.  Noble  Irving,  Jr.,  chairman  of 
Community  Services,  was  in  charge  of  the  project, 
and  she  was  assisted  by  Mrs.  Charles  W.  Latchem 
and  Mrs.  George  S.  Marquis. 

Strictly  speaking,  March  30  is  the  date  on  which 
Doctors’  Day  is  traditionally  celebrated,  for  it  was 
then,  in  1842,  when  a Georgia  physician,  Dr.  Craw- 
ford Williamson  Long,  administered  ether  in  a 
surgical  operation  for  the  first  time  in  medical 
history. 


Buchanan  County  Auxiliary 

The  Woman’s  Auxiliary  to  the  Buchanan  County 
Medical  Society  met  on  Wednesday,  March  13,  at 
the  Hotel  Pinicon  in  Independence.  The  speaker 
was  Dr.  Richard  Bealka,  head  of  the  child  psy- 
chiatry department  at  the  Mental  Health  Institute, 
and  he  spoke  on  “Emotional  Problems  in  Children 
of  Professional  Women.” 

Officers  of  the  Buchanan  County  organization  for 
the  coming  year  are:  Mrs.  John  Mochal,  president; 
Mrs.  Richard  Ingham,  vice-president;  and  Mrs. 
Harry  Oestreicher,  secretary-treasurer. 


Pottawattamie  County  Auxiliary 

The  Pottawattamie  County  Auxiliary  met  fox- 
coffee  on  March  19,  at  the  home  of  Mrs.  Emmett 
Mathiasen.  The  co-hostesses  were  Mi-s.  I.  M.  Ozay- 
din  and  Mrs.  John  Mathiasen. 

The  president,  Mi-s.  Chai’les  V.  Edwards,  Jr.  an- 


nounced that  the  Pottawattamie  County  Medical 
Society  has  established  a speakers’  bureau  to  pro- 
vide speakers  on  medical  topics  or  on  career  op- 
portunities in  medicine  and  allied  fields  to  organi- 
zations that  request  them,  and  that  the  Auxiliary 
has  undertaken  to  manage  that  service. 

A report  was  made  on  the  January  collection 
of  linen  for  the  Visiting  Nui-se  Association.  The 
Auxiliary  hopes  to  make  this  an  annual  undertak- 
ing. 

Mrs.  I.  J.  Hanssmann  was  named  chairman  for 
a rummage  sale  to  be  held  on  April  8. 

This  past  year,  Pottawattamie  County  Auxiliary 
members  have  made  individual  contributions  to 
AMA-ERF,  but  it  is  hoped  that  in  1963-1964  the 
organization  can  budget  a sum  for  a group  con- 
tribution. 

Mrs.  Donald  Hirst  reported  that  one  student 
nurse  in  Council  Bluffs  is  presently  utilizing  the 
State  Auxiliai-y’s  Loan  Fund  to  help  finance  her 
training. 


Service  Is  Theme  of  AMA 
Auxiliary's  40th  Meeting 

An  address  by  a member  of  the  House  Ways  and 
Means  Committee,  discussion  of  suicide  px-evention 
progi'ams,  a report  on  our  overseas  embassy  of 
health  and  a special  award  to  television  actress 
Donna  Reed  will  highlight  the  40th  annual  conven- 
tion of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association. 

Emphasizing  community  sei’vice  and  methods  of 
communicating  with  both  the  profession  and  the 
public,  a special  program  has  been  planned  for 
physicians’  wives  attending  the  June  16-20  meeting 
at  Atlantic  City’s  Haddon  Hall  Hotel. 

Among  the  speakers  featured  on  Tuesday,  June 
17,  will  be  Rep.  Bruce  Alger  (R-Texas),  who  will 
discuss  “Doctors’  Concern  With  Federal  Legisla- 
tion,” and  Dr.  William  B.  Walsh,  president,  People- 
to-People  Health  Foundation,  who  will  repoi’t  on 
Project  HOPE  activities. 

Also  scheduled  to  appear  are  Mr.  Louis  F.  Lucas, 
executive  director,  National  Rifle  Association  of 
America,  who  will  outline  a gun  safety  program 
designed  for  the  local  level,  and  Mrs.  Haven  Smith, 
chairman,  Women’s  Activities,  American  Farm 
Bureau  Federation.  Mrs.  Smith  will  emphasize  the 
cooperative  work  being  done  in  rural  health  by  the 
Auxiliai-y  and  the  Federation. 

A report  on  the  Auxiliary’s  civil  defense  pro- 
gram will  highlight  medical  self-help  training — the 
study  for  sui-vival.  Recruitment  technics  will  be 
emphasized  in  the  health  careers  program  discus- 
sion. 

Methods  of  telling  both  the  medical  profession 
and  the  public  about  Auxiliai-y  service  projects 
will  be  discussed  by  Mrs.  Muriel  Fox  Aronson,  vice 
president,  Carl  Byoir  and  Associates,  a New  York 
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public  relations  firm,  and  Robert  Riley,  editor, 
ama  news.  Ways  of  keeping  the  Auxiliary  mem- 
bership informed  will  also  be  featured. 

Presiding  at  the  meeting,  which  formally  con- 
venes Monday,  June  16,  will  be  Mrs.  William  G. 
Thuss,  Birmingham,  Ala.,  Auxiliary  president.  Dur- 
ing the  opening  day  session,  state  Auxiliary  presi- 
dents will  report  on  the  outstanding  state  activities 
of  the  year. 

A feature  of  the  convention  will  be  the  presenta- 
tion of  a commendation  to  Donna  Reed  for  her 
television  portrayal  of  a doctor’s  wife.  Mrs.  Thuss 
will  make  the  presentation  at  the  Tuesday  lunch- 
eon honoring  national  Auxiliary  past  presidents. 

Guest  speaker  at  the  luncheon  will  be  AMA 
President  George  M.  Fister,  M.D.,  Ogden,  Utah.  At 
this  time,  the  Auxiliary’s  annual  contribution  to 
the  nation’s  86  medical  schools  through  the  AMA- 
Education  and  Research  Foundation  will  be  an- 
nounced. Last  year’s  gift  was  over  $240,000. 

On  Sunday,  June  15,  Mrs.  Thuss  and  Mrs. 
C.  Rodney  Stoltz,  Watertown,  S.D.,  Auxiliary  pres- 
ident-elect, will  be  honored  at  a tea  and  fashion 
show. 

That  night,  Auxiliary  members  will  attend  a new 
program  feature  of  the  AMA  annual  meeting — a 
session  on  the  relationship  between  physicians  and 


clergymen.  Featured  speakers  will  be  The  Most 
Rev.  Fulton  J.  Sheen,  Catholic  Bishop  of  New 
York,  and  Dr.  Edward  Rynearson,  of  the  Mayo 
Clinic. 

Mrs.  Stoltz  will  be  installed  as  president  at  the 
concluding  business  session  Wednesday  morning. 
Election  and  installation  of  other  national  officers 
will  be  held  then.  Guest  speaker  will  be  AMA 
President-elect  Edward  Annis,  M.D.,  Miami,  Fla. 

A post-convention  conference  for  all  Auxiliary 
members  will  be  held  Thursday,  June  20.  The 
1963-64  programs  and  chairmen  will  be  presented, 
and  Dr.  Ernest  B.  Howard,  AMA  assistant  execu- 
tive vice-president,  will  discuss  principal  actions 
of  the  AMA  House  of  Delegates. 

The  Rev.  Dr.  Paul  B.  McCleave,  director,  AMA 
Department  of  Medicine  and  Religion,  will  also 
speak  at  this  session,  in  conjunction  with  the  pre- 
sentation of  a new  Auxiliary  program. 

The  convention,  which  is  held  at  the  same  time 
as  the  AMA’s  112th  annual  meeting,  will  formally 
adjourn  at  noon  Thursday,  June  20. 

All  members,  their  guests  and  guests  of  phy- 
sicians attending  the  AMA  meeting  may  partici- 
pate in  the  general  sessions  and  social  functions  of 
the  Auxiliary.  A special  program  has  been  planned 
for  teenagers. 


Sweaters  were  presented,  on  March  3,  to  the  1962  Fort  Madison  Colt  League  baseball  champions,  at  Sacred  Heart  Hospital 
there.  Team  captain  Dick  Snowden  (center)  is  shown  receiving  his  sweater  from  Dr.  H.  B.  Helling,  president  of  the  Fort  Madison 
Medical  Society,  the  team's  sponsor,  and  Gerald  Anderson  is  shown  holding  the  championship  trophy. 

The  Medical  Society  provided  the  necessary  funds,  and  the  North  Lee  County  Auxiliary  bought  the  sweaters  and  sewed  on  the 
numerals  and  the  medical  insignia.  Both  organizations  feel  that  sponsorship  of  the  team  constitutes  a worthwhile  public  serv- 
ice, and  that  the  sweaters  are  helping  keep  people  mindful  of  it. 
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Food  Facts 

The  biggest  eater  in  the  nation  is  the  nineteen- 
year-old  boy  who  consumes  60  pounds  of  groceries 
a week.  A total  diet  study  recently  completed  by 
the  Food  and  Drug  Administration  has  come  up 
with  this  startling  piece  of  information.  It  will 
come  only  as  a confirmation  to  anyone  who  has 
had  a college  freshman  around  the  house  for  any 
length  of  time. 

The  study  was  aimed  at  determining  the  amount 
of  pesticide  residues  and  the  vitamin  content  in 
the  growing  boy’s  weekly  allotment  of  food.  Sam- 
plings were  taken  in  cities  throughout  the  coun- 
try at  three-month  intervals  over  a period  of  two 
years.  The  foods  chosen  were  those  recommended 
for  the  moderate  income  group  by  the  Household 
Economics  Research  Division  of  the  Department 
of  Agriculture.  The  clinic  kitchen  of  the  National 
Institutes  of  Health  cooked  the  food  in  the  normal 
way. 

Determinations  were  made  for  residues  of  20 


chlorinated  hydrocarbons,  including  DDT,  and  for 
organic  phosphate-type  insecticides.  Most  of  the 
samples  contained  either  no  residues  or  mere 
traces  of  chlorinated  hydrocarbons;  a few  con- 
tained amounts  that  were  only  measurable  by  ex- 
tremely sensitive  technics.  Only  a few  traces  of 
organic  phosphate  were  found. 

Findings  in  regard  to  vitamin  content  in  the 
Washington,  D.  C.,  samples  for  the  first  four 
quarters,  are  summarized  in  the  accompanying 
table,  with  corresponding  recommended  dietary 
allowances.  These  findings  would  indicate  that  the 
Pesticide  Amendment  to  the  Federal  Food,  Drug, 
Cosmetic  Act  in  force  at  present  is  in  control  of 
the  situation  and  that  we  need  not  fear  a “silent 
spring”  for  our  youth. 

The  findings  also  support  the  conclusion  that 
foods  readily  available  at  supermarkets  contain 
ample  quantities  of  vitamins.  They  contradict  the 
allegations  of  food  faddists  that  the  American  food 
supply  is  nutritionally  depleted. 


Substance 


Vitamin  Content  in 
One  Day's  Food 
Supply  (Average 
for  12  Months) 


Recommended  Dietary 
Allowance  (Per  Day) 


Vitamin  A 

1 1,200  Int.  U. 

5,000  Int. 

Thiamin 

2.9  mg. 

1.2  mg. 

Riboflavin 

4.1  mg. 

1.9  mg. 

Niacin 

33.9  mg. 

16.0  mg. 

Vitamin  Bo 

2.7  mg. 

— 

Vitamin  B12 

21.1  micro- 



grams 


An  Ounce  of  Prevention 

Public  health  authorities  call  our  attention  to 
the  fact  that  the  declining  reservoir  of  immuniza- 
tion of  the  American  public  against  smallpox  has 
reached  a dangerously  low  level.  Maintenance 
of  protection  against  this  serious  epidemic  disease 
requires  revaccination  at  five-year  intervals. 

The  rapidity  of  travel  to  and  from  the  far  places 
of  the  world  where  smallpox  persists  constantly 
threatens  the  introduction  of  this  disease  into  this 


These  items  are  reprinted  from  the  new  york  state  journal 
of  medicine,  April  15,  1963. 


country.  Recent  outbreaks  in  other  nations  are  a 
potent  warning. 

The  epidemic  in  England  this  year  was  traced 
to  invalid  vaccination  certificates  issued  to  travel- 
ers from  Asia.  This  could  have  been  due  to  false 
certification  or,  more  likely,  to  certification  before 
the  result  of  the  vaccination  was  known. 

With  a large  number  of  our  population  lacking 
immunity  it  takes  only  one  case  to  touch  off  an 
epidemic. 

All  physicians  are  urged  to  bring  up  to  date  the 
level  of  immunity  to  smallpox  among  their  pa- 
tients, whether  or  not  the  patient  travels  exten- 
sively. 
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Simple  diarrhea? 

Control  it  with 

safe  / effective  / economical  / pleasant-tasting 

Ouintess 

(attapulgite  compound,  Lilly) 


Available  in  6-ounce  plastic  and  1-pint  glass  bottles. 
Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


JUNE,  1963 


whatever 
the  shape 
or  form 
of  allergy... 


Benadryl 

(Diphenhydramin 
hyd  rochloride) 

effectively  relieves  the  symptoms  of  vasomol 
rhinitis  For  patients  sensitive  to  animal  danders,  this  ac 
provides  twofold  therapeutic  action  to  help  abort  an  allei 
attack.  Antihistaminic  action:  A potent  antihistamine 
breaks  the  cycle  of  allergic  response,  bringing  relief  of  sne 


, lacrimation,  nasal  blockage,  and  rhinorrhea.  Antispas- 
>dic  action:  Because  of  its  inherent  atropine-like 
iperties,  the  drug  affords  concurrent  relief  of  bronchial 
ism.  Indications:  Allergic  diseases  such  as  hay  fever, 
Jrgic  rhinitis,  urticaria,  angioedema,  bronchial  asthma, 
um  sickness,  atopic  dermatitis,  contact  dermatitis,  gastro- 
Jstinal  allergy,  vasomotor  rhinitis,  pruritus,  physical  aller- 
fs,  reactions  to  injection  of  contrast  media,  reactions  to 
rapeutic  preparations,  and  allergic  transfusion  reactions; 
o postoperative  nausea  and  vomiting,  nausea  of  preg- 
ncy,  motion  sickness,  parkinsonism  and  drug-induced 
rapyramidal  reactions,  and  quieting  emotionally  disturbed 
Idren.  Parenteral  administration  is  indicated  where,  in  the 
Igment  of  the  physician,  prompt  action  is  necessary  and 
3I  therapy  would  be  inadequate.  Precautions:  Avoid 
ocutaneous  or  perivascular  injection.  Single  parenteral  dos- 
e greater  than  100  mg.  should  be  avoided,  particularly  in 


hypertension  and  cardiac  disease.  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive  vehicles  or 
engage  in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if 
used  with  this  product,  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine  hydro- 
chloride has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  it.  Cream  (Ointment)  should  not 
be  applied  to  extensively  denuded  or  weeping  skin  areas. 
Supplied:  Kapseals5  of  50  mg.;  Capsules  of  25  mg.; 
Emplets®  (enteric-coated  tablets)  of  50  mg.;  in  aqueous  solu- 
tions: 1-cc.  Ampoules,  50  mg.  per  cc.;  10-  and  30-cc.  Steri- 
Vials,®  10  mg.  per  cc.with  1:10,000  benzethonium  chloride  as 
a germicidal  agent;  Elixir,  10  mg.  per 
4 cc.  with  14  per  cent  alcohol;  2 per 
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Economic  Prescriptions  Unlimited 


ROGER  M.  BLOUGH 
New  York  City 


As  you  look  over  the  list  of  distinguished  and  au- 
thoritative speakers  who  have  been  selected  to  ad- 
dress you  at  this  convention,  you  are  probably 
wondering  what  a steel  man  is  doing  in  the  house. 
Well,  let  me  assure  you  that  your  mystification  is 
no  greater  than  my  own. 

Under  other  circumstances,  it  might  be  assumed 
that  your  committee  extended  the  invitation  to  me 
in  a regrettable  moment  of  mental  aberration;  but 
my  boundless  confidence  in  the  medical  profession 
compels  me  to  reject  that  explanation. 

Knowing  something  of  the  thoroughness  with 
which  you  doctors  examine  personal  case  histories, 
I am  inclined,  rather,  to  conclude  that  your  com- 
mittee— in  its  professional  pursuit  of  research — 
was  motivated  chiefly  by  a clinical  interest  in  ex- 
amining at  first  hand  the  scars,  wounds  and  reac- 
tions of  a specimen  who — almost  exactly  a year 
ago — was  virtually  torn  limb  from  limb  as  the  re- 
sult of  an  unfortunate,  but  well-intentioned  attempt 
to  have  his  company  try  for  economic  recovery. 
In  fact,  I believe  that  your  own  profession  has 
more  recently  suffered  the  distressing  ravages  of 
a malady  commonly  known  as  Potomac  Polydipsia. 
So  perhaps  we  are  brothers  under  what  is  left  of 
our  skins. 

But  if  it  is  difficult  to  fathom  the  mental  proces- 
ses of  those  who  extended  this  invitation  to  me, 
my  readiness  to  accept  it  is  much  more  easily  ex- 
plainable. It  arises  out  of  a philosophical  admoni- 
tion to  the  effect  that  the  older  you  grow  the  more 
you  will  appreciate  the  wisdom  of  striving  to  live 
at  peace  with  the  Lord  and  on  good  terms  with  the 
medical  profession.  So  under  current  circumstances, 
saying  “no”  to  a doctor  is  a hazard  I could  not 
undertake  with  impunity. 

Seriously,  however,  I welcome  this  opportunity 
to  express  to  the  members  of  your  profession  one 
man’s  appreciation  of  the  miraculous  advances  you 
have  made  in  research  and  in  the  practice  of  med- 
icine. Having  had  some  association  with  a medical 
center,  I have  had  an  opportunity  to  see  for  my- 
self your  great  progress  in  treating  diseases  once 
thought  to  be  incurable,  and  in  extending  steadily 


Mr.  Blough,  chairman  of  the  board  of  the  United  States 
Steel  Corporation,  made  this  presentation  at  the  annual  meet- 
ing of  the  Iowa  Medical  Society,  in  April,  1963. 


the  average  life  span  of  your  fellow  man.  And 
when  the  severed  arm  of  a boy  can  be  replaced — 
first  the  circulation,  then  the  bone,  and  finally  the 
nerves — as  was  done  last  year,  then  modern  sur- 
gery has  indeed  taken  giant  strides  in  the  name 
of  human  welfare.  So  my  hat  is  off  to  the  medical 
profession.  And  in  fact,  on  occasion,  everything 
else  is  off  to  it,  too! 

I did  not  come  here  today  to  dwell  upon  your 
great  achievements  or  your  many  specialized  prob- 
lems. Nor  do  you  want  me,  surely,  to  talk  about 
my  favorite  subject,  steel — much  as  I should  like 
to  do  so. 

Some  people  call  a doctor  when  all  they  really 
want  is  an  audience;  and  confronted  by  an  au- 
dience like  this,  the  temptation  to  describe  the 
symptomatic  aches  and  pains  of  the  steel  industry 
in  clinical  detail  is  almost  irresistible.  However, 
you  called  me — I didn’t  call  you.  So  as  a matter 
of  simple  fairness,  I must  try,  to  the  best  of  my 
ability  at  least,  to  put  that  temptation  resolutely 
aside. 

SELF-STYLED  DIAGNOSTICIANS 

Wholly  apart  from  our  respective  occupational 
troubles,  we  do — as  citizens — face  a number  of 
vital  and  complex  national  problems  the  solution 
to  which  seems  hopelessly  obscured  in  a vast  wel- 
ter of  popular  confusion.  Contributing  greatly  to 
this  confusion  is  the  propensity  of  people  every- 
where to  press  upon  their  fellow  man  some  pet 
prescription  of  their  own  which  is  guaranteed  to 
cure  his  ills — be  they  physical  or  fiscal. 

Let  one  of  us  develop  a sniffle  in  his  nose,  a 
tickle  in  his  throat,  or  a bronchial  wheeze,  and 
he  will  soon  be  surrounded  by  friendly  people 
telling  him  exactly  how  to  cure  his  cold.  Each  of 
these  self-appointed  doctors  will  offer  a different 
prescription  and  each  will  proclaim  to  high  heaven 
that  his,  alone,  is  infallible. 

Now  it  may  be  interesting  to  note,  in  passing, 
that  the  basic — or  perhaps  I should  say,  the  price- 
less— ingredient  in  many  of  these  nostrums  is  a 
copious,  almost  anesthetic,  measure  of  spiritus 
jrumenti — which  accounts  no  doubt  for  their  un- 
abated popularity  over  the  centuries.  It  is  fortu- 
nate, however,  that  having  hit  upon  a specific  of 
such  universal  appeal,  the  authors  of  these  pre- 
scriptions were  then  compelled  by  some  latent 
twinge  of  conscience  to  decree  that  the  bracing  in- 
gredient be  diluted  copiously  with  scalding  water 
and  lemon  juice.  Thus  do  the  vestigial  remnants 
of  a bygone  puritan  ethic  persist  in  our  society — 
Washington  to  the  contrary  notwithstanding. 


325 


326 


Journal  of  Iowa  Medical  Society 


June,  1963 


Fortunately,  of  course,  these  homeopathic  con- 
coctions are  relatively  harmless;  and  while  they 
will  not  kill  the  cold,  they  are  hardly  likely  to  kill 
the  patient;  so  it  matters  little  which  one  of  them, 
if  any,  he  may  choose.  Unhappily,  the  same  can- 
not be  said  for  the  profusion  of  economic  panaceas 
that  are  being  pressed  upon  our  nation  today  to 
the  infinite  confusion  of  us  all. 

These  are  strong  medicines  which — if  taken  in- 
advisedly— can  do  permanent  and  disastrous  dam- 
age to  our  economy;  and  here  again  it  is  well  to 
note  that  the  basic  ingredient  in  many  of  them  is 
a substance  that  is  far  more  heady  than  a tot  of 
whiskey,  and  infinitely  more  habit-forming.  It  is 
the  promise  of  something-for-nothing;  and  regret- 
tably, the  authors  of  these  prescriptions — having 
discovered  this  dangerous  and  deceptive  drug — 
discontinued  their  research  without  finding  a way 
to  discourage  a self-indulgent  patient  from  taking 
a fatal  overdose. 

Not  all  of  the  fiscal  doctors  who  are  purveying 
these  prescriptions  have  bothered,  of  course,  to 
acquire  a Ph.D.  in  economics,  and  even  among  the 
Economic  Doctors  who  have  qualified  fully  in  this 
field,  there  are  sharp,  deep-seated  differences  of 
opinion  as  to  the  proper  course  of  treatment. 
While  each  of  these  economists  believes  sincerely 
— and  even  zealously — in  the  efficacy  and  essential- 
ity of  his  own  prescription,  in  many  cases  he  is 
absolutely  convinced  that  the  treatment  advocated 
by  his  fellow  economists  will  produce  fatal  results. 

Since  there  is  no  way  of  testing  these  concoc- 
tions with  clinical  precision  in  the  laboratory,  the 
American  people  today  are  confronted  by  eco- 
nomic prescriptions  unlimited,  with  no  warning 
skull-and-cross-bones  on  the  label  to  guide  them 
in  making  their  choice. 

ECONOMIC  PRESCRIPTIONS  EXAMINED 

Now  since  I am  neither  a physician  nor  an  econ- 
omist, it  is  not  my  purpose  here  to  compound  the 
confusion  by  advancing  any  remedies  of  my  own; 
but  I would  like  to  say  a few  words  in  behalf  of 
the  patient;  for  it’s  high  time  somebody  did!  And 
in  that  compassionate  vein,  let  us  examine  some 
of  these  economic  prescriptions. 

Starting  with  the  diagnosis,  we  are  pleased  to 
find  the  Economic  Doctors  in  fairly  general  agree- 
ment on  one  point — that  the  patient  isn’t  really  in 
extremis — at  least,  not  yet.  Some  of  them  believe 
that  he  will  be,  next  year,  unless  drastic  treatment 
is  undertaken  now.  And  there  is  no  doubt  that 
his  gold  count  does  show  a disturbing  decline  in 
yellow  corpuscles,  which  could,  if  unchecked,  lead 
to  pernicious  fiscal  anemia.  But  by  and  large,  most 
of  the  doctors  are  inclined  to  show  little  immediate 
concern  on  this  point.  They  are  bothered  chiefly 
by  his  lack  of  growth,  and  agree  that  it  must  be 
stimulated. 

Just  as  proud  parents  used  to  stand  their  son 
up  against  the  frame  of  the  kitchen  door  each 


year  and  mark  off  his  height  with  a pencil,  so  the 
Economic  Doctors  record  the  growth  of  our  body 
politic  on  a chart  called  the  Gross  National  Prod- 
uct. They  find  that  in  the  175  years  of  his  youth, 
their  boy  has  sprung  up  tall  among  the  nations  of 
the  world,  but  that  he  is  no  longer  growing  as 
fast  as  he  used  to.  While  this  is  entirely  natural 
so  far  as  the  human  frame  is  concerned,  it  is 
not  to  be  tolerated  in  a healthy  economic  anatomy. 
So  something  has  to  be  done  about  it;  for  grow  we 
must. 

There  are,  of  course,  different  kinds  of  growth. 
To  our  sorrow,  we  learn  in  our  advancing  years 
that  as  we  stop  growing  vertically,  we  tend  to 
grow  horizontally — or,  perhaps  circumferentially 
is  a better  word.  Yet,  while  this  tendency  is  stern- 
ly deplored  in  the  medical  world — to  my  personal 
knowledge — some  of  our  Economic  Doctors  insist 
that  all  the  patient  really  needs  is  more  fat.  Their 
prescription  calls  for  less  and  less  work,  with  more 
and  more  nourishment  in  the  form  of  pay.  This 
is  a mighty  palatable  prescription  as  long  as  the 
nourishment  holds  out! 

Then  there  are  other  kinds  of  growth — mental 
and  muscular,  for  example.  In  this  age  of  rapid 
technological  advancement,  when  job  opportunities 
for  men  with  strong  backs  and  untrained  minds 
are  diminishing  rapidly,  more  education  certainly 
must  be  an  essential  part  of  any  well-conceived 
prescription.  And  everyone,  of  course,  wants  our 
nation  to  be  strong.  Unfortunately,  the  only  effec- 
tive prescription  for  muscular  development  re- 
quires plenty  of  exercise  and  hard  work  and  thus 
has  no  popular  or  political  appeal  whatever. 

Further  examination  of  the  patient  reveals  an- 
other fact  which  may  bear  importantly  upon  a 
proper  diagnosis  of  the  causes  of  his  retarded 
growth.  One  section  of  his  economic  anatomy — the 
government  section — is  growing  at  a prodigious 
rate  in  comparison  to  the  others.  If  we  look  at 
his  economic  charts  for  the  past  twelve  years, 
since  1950,  we  find  that  while  the  Gross  National 
Product — including  government — has  increased  by 
a total  of  95  per  cent  over  this  period,  total  gov- 
ernment expenditures — federal,  state  and  local — 
have  risen  175  per  cent.  Expenditures  of  the  Fed- 
eral Government  alone  have  gone  up  167  per  cent, 
and  those  of  state  and  local  governments  have 
nearly  trebled.  So  the  government  expenditures 
have  grown  nearly  twice  as  fast  as  the  total  econ- 
omy. 

GROWTH  ANALYSIS 

Measured  in  terms  of  employment,  the  growth 
of  government  is  even  more  startling;  for  while 
non-governmental  employment  has  increased  by 
about  9 per  cent  during  these  twelve  years,  civil- 
ian employment  in  government  has  increased  53 
per  cent,  or  nearly  6 times  as  fast.  Today  there 
are  over  3 million  more  civilians  on  the  payrolls  of 
government  than  there  were  in  1950,  and  total  an- 
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nual  government  expenditures  have  increased  by 
more  than  107  billion  dollars. 

To  what  extent  this  run-away  growth  in  govern- 
ment may  have  impeded  the  expansion  of  other 
segments  of  our  economy  is  a matter  of  debate, 
but  among  the  Economic  Doctors  and  the  officials 
of  the  Government  itself,  there  is  universal  agree- 
ment that  the  heavy  burden  of  taxation  is  stunting 
our  national  growth  and  must  be  reduced.  At  this 
point,  of  course,  agreement  ceases  abruptly.  Just 
where,  and  how  liberally,  these  soothing  tax-re- 
duction poultices  are  to  be  applied  is  a question 
now  being  considered  in  the  House  Ways  and 
Means  Committee. 

As  we  study  this  problem  of  economic  expan- 
sion, we  are  confronted  by  such  questions  as: 
What  kind  of  growth,  how  much,  and  where?  The 
population  of  our  country  is  increasing  at  the  rate 
of  about  3 million  a year,  and  our  economy  must 
be  able  to  provide  these  additional  people  with  the 
goods  and  services  they  will  need  and  want.  It 
must  also  afford  them  the  opportunity  to  earn 
enough  to  pay  for  these  goods  and  services.  Be- 
yond that,  hopefully,  it  will  grow  enough  to  permit 
a rising  standard  of  living  for  us  all. 

The  key  to  the  problem,  it  seems  to  me,  is  to 
stimulate  the  rate  of  growth  in  new  job  opportu- 
nities. In  recent  years  these  have  been  opening  up 
at  a rate  of  only  about  one  per  cent  annually. 
How  can  we  best  increase  that  rate? 

Well,  here  we  have  a considerable  background 
of  knowledge  and  experience  to  guide  us.  We 
know  that  no  new  productive  job  ever  comes  into 
existence  except  as  someone  saves  and  invests  his 
money  in  the  tools  of  production.  We  know  that  no 
one  risks  his  money  in  this  way  except  in  the  hope 
and  expectation  of  earning  a profit.  And  so,  over 
the  years,  we  have  found  that  there  is  a direct 
and  indisputable  relationship  between  profits  and 
jobs.  When  profits  trend  downward,  unemploy- 
ment trends  upward,  and  when  profits  rise,  un- 
employment declines. 

COSTLY  TREATMENT 

The  creation  of  a new  job  is  costly.  In  manufac- 
turing industries,  we  are  told  that  on  the  average 
about  $18,000  is  invested  now  for  each  job.  This 
average  encompasses  a wide  range — for  example 
about  $4,000  in  the  clothing  industry,  $23,000  in 
primary  metals,  and  over  $100,000  in  petroleum. 
The  cost  of  providing  a new  job  is  much  higher. 
For  example,  newspaper  accounts  of  a steel  com- 
pany’s investment  in  a new  steel  plant  in  the 
Chicago  area  would  indicate  investment  of  well 
over  $75,000  for  each  individual  employee. 

When  dollars  are  invested,  they  may  go  partly 
into  research  facilities  to  help  create  new  products 
— things  that  never  existed  before — and  may  thus 
open  up  whole  new  industries.  Or  these  dollars 
may  go  into  new  plant  and  new,  more  advanced 
tools  of  production  where  they  provide  jobs  first 


for  the  men  who  build  the  plants  or  machines,  and 
thereafter  for  all  the  people  who  use  these  produc- 
tive facilities.  If  the  enterprise  prospers,  some  of 
its  profit  will  be  plowed  back  into  more  research 
facilities  and  into  new  and  still  better  equipment 
so  that  this  job-creating  process  is  regenerative. 

As  this  investment  is  multiplied  in  industry 
after  industry — moreover,  as  production  costs  are 
reduced,  and  as  new  and  improved  products  reach 
the  market — America  becomes  more  and  more 
competitive  in  meeting  the  challenge  of  low-cost 
goods  produced  abroad.  Markets  are  expanded, 
sales  are  increased  and  job  security  is  enhanced, 
all  of  which  not  only  stimulates  economic  growth 
but  promises  also  to  help  correct  that  perplexing 
problem  we  are  having  with  our  gold  corpuscles. 

Taking  all  these  things  into  account,  and  re- 
membering that  corporations  today  provide  about 
two-thirds  of  all  the  non-government  jobs  and 
production  in  America  and  pay  three-fourths  of  all 
the  non-governmental  wages  and  salaries,  it  would 
seem  evident  that  new  job  opportunities  could  be 
stimulated  greatly  by  merely  removing  the  heavy 
penalties  which  have  been  imposed  upon  invest- 
ment, investors,  and  profits  during  the  past  quar- 
ter-century in  Congress. 

Indeed,  this  is  precisely  the  prescription  which 
is  being  advanced  by  a few  of  our  Economic  Doc- 
tors. But  the  trouble  with  this  prescription  is 
that,  while  it  is  unquestionably  good  medicine 
from  a strictly  economic  point  of  view,  it  lacks  the 
ingredients  necessary  to  make  it  politically  palat- 
able. Just  as  the  businessman  must  cater  to  the 
demands  of  his  customers  in  order  to  survive,  so, 
too,  must  the  elected  government  official  cater 
to  the  demands  of  his  constituents.  Like  the  cus- 
tomer, the  constituent  is  always  right. 

So,  confronted  by  this  prescription,  a congress- 
man finds  himself  in  much  the  same  situation  as 
the  girl  who  had  just  turned  down  a proposal  of 
marriage.  “Why  won’t  you  marry  me?”  the  ardent 
suitor  demanded.  “There  isn’t  anyone  else,  is 
there?” 

“Oh,  Elmer,”  sighed  the  young  lady  in  despair. 
“There  must  be!” 

And  in  this  case  there  certainly  is,  for  the  rest 
of  our  Economic  Doctors  have  come  up  with  an 
infinite  variety  of  prescriptions,  all  designed  to  ap- 
peal to  the  taste  buds  of  the  greatest  possible  num- 
ber of  constituents. 

Some  would  have  the  Government  do  more 
things  for  more  people,  more  frequently  and  more 
lavishly.  Some  would  attempt  to  boost  consumer 
purchasing  power  artificially  in  the  hope  that  a rise 
in  demand  would  stimulate  job-creating  invest- 
ment in  spite  of  the  existing  inhibitors  we  have 
mentioned.  Some  would  increase  these  inhibitors 
during  the  next  year  or  two  with  the  promise  of 
diminishing  them  later.  And  most  would  extend — 
substantially  and  inexorably — the  size,  scope,  and 
authority  of  government. 
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A WONDER  DRUG  OLDER  THAN  PENICILLIN 

One  ingredient  which  is  common  to  virtually  all 
of  these  prescriptions  is  the  something-for-noth- 
ing  idea  of  continually  spending  more  than  we 
earn — let  the  day  of  reckoning  take  care  of  itself. 
So  deficit  spending  has  become  the  wonder  drug 
of  the  moment.  It  will  cure  unemployment.  It  will 
make  the  patient  grow.  It  will  provide  all  things  to 
all  men.  It  will  solve  our  every  problem. 

This  wonder  drug  is  not  new,  of  course.  It  is 
centuries  older  than  penicillin,  and  its  inflationary 
side  effects  have  proved  fiscally  fatal  to  many  a 
nation.  In  fact,  in  the  whole  of  our  economic  phar- 
macopeia, it  would  be  difficult  to  find  a more 
dangerous  drug,  or  one  whose  use  is  more  difficult 
to  control;  nor  does  there  seem  to  be  any  disposi- 
tion on  the  part  of  the  Economic  Doctors  to  control 
its  use,  for  our  nation  is  already  relying  upon  in- 
creasingly massive  doses  of  it. 

Since  1950,  we  have  taken  deficit  medicine  in 
all  but  four  years.  In  the  fiscal  year  1961,  the  fed- 
eral deficit  was  about  $4  billion.  Last  year,  in  fis- 
cal 1962,  it  was  nearly  $6x/2  billion.  This  year  it 
will  be  almost  $9  billion,  and  in  fiscal  1964  it  is  ex- 
pected to  be  around  $12  billion.  That  would  make 
a total  of  $31  billion  in  four  years,  and  today,  we 
are  running  in  the  red  at  the  rate  of  about  $170 
million  per  week. 

Yet  so  far  this  fiscal  year,  our  unemployment 
problem  has  been  getting  worse — not  better — de- 
spite this  enormous  increase  in  the  federal  deficit. 
That  should  not  surprise  us,  however,  for  we 
learned  long  ago  that  this  wonder  drug  of  deficit 
spending  is  a wholly  ineffective  remedy  for  un- 
employment. Significant  clinical  evidence  on  this 
point  was  provided  during  the  depression  of  the 
1930’s. 

Beginning  in  the  fiscal  year  1931  and  for  the 
balance  of  the  period,  the  federal  deficit  averaged 
more  than  4x/2  per  cent  of  the  national  income, 
and  in  today’s  magnitudes  this  would  mean  some- 
thing in  the  neighborhood  of  $20  billion  a year. 
In  1930,  before  this  deficit  spending  began,  unem- 
ployment averaged  about  8x/2  per  cent  of  the  civil- 
ian labor  force.  In  1939 — after  nine  long  years  of 
a high  degree  of  government  participation  in 
private  decision-making  and  of  national  deficits— 
unemployment  was  above  17  per  cent  or  about 
twice  as  great  as  it  was  in  the  beginning. 

In  the  face  of  the  evidence,  the  notion  that 
this  deficit  wonder  drug  is  a specific  for  unemploy- 
ment must  be  regarded  as  a myth  which  persists 
largely  in  the  folklore  of  certain  Economic  Doc- 
tors. But  the  well-known  inflationary  side  effects 
of  this  popular  prescription  are  by  no  means  myth- 
ical, and  unless  they  can  be  prevented,  the  result- 
ing inflation  will  almost  certainly  undermine  na- 
tional and  international  confidence  in  the  dollar, 
increase  the  drain  on  our  gold  supply,  and  serious- 
ly aggravate  our  balance-of-payments  problems. 
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The  question  is,  can  we  prevent  these  danger- 
ous side  effects,  and  how? 

Per  Jacobsen  notes  that  the  late  Lord  Keynes, 
who  was  probably  one  of  the  earliest  disciples  of 
deficit  spending,  was  careful,  himself,  to  point  out 
that  this  would  only  work  if  wage  rates  were  held 
in  check.  But  this  point  is  lost  sight  of,  and  even 
if  remembered,  how  is  this  to  be  done?  The  Gov- 
ernment tried  it  in  World  War  II  and,  with  all  the 
emergency  powers  at  its  command,  wage  rates  still 
rose.  It  was  like  trying  to  put  Humpty-Dumpty 
together  again,  and  I suspect  that  all  the  king’s 
horses  and  all  the  king’s  men  cannot  do  it  here 
by  compulsion.  Only  as  enlightened  leaders  of  la- 
bor have  the  foresight  to  realize  the  need  for  such 
action,  and  the  courage  to  take  it,  will  wage  stabil- 
ity be  possible. 

If  rising  wages  bring  higher  production  costs, 
must  not  rising  prices  inevitably  follow?  Will 
Government  invoke  its  mighty  powers  to  prevent 
this?  How  long — if  so — will  it  succeed  in  this 
effort?  What  happens  when  profits — thus  squeezed 
still  further — disappear?  What  happens  when  the 
flow  of  job-creating  investment  stops?  How  will 
government  then  support  the  growing  numbers  of 
unemployed  people?  To  what  levels  must  it  in- 
crease the  tax  burdens  which  already  are  stunting 
our  economic  growth?  And  to  what  extent  must  it 
strive  to  control  the  business  decisions  of  all  the 
enterprises  in  our  land?  In  short  where  does  this 
course  lead  us,  save  to  national  disaster? 

THE  PATIENT'S  DEFENSE 

Gentlemen,  in  my  self-appointed  role  as  defend- 
er of  the  patient,  I would  like  to  state  a few  simple 
truths  as  I see  them: 

The  strength  of  our  nation  is  the  sum  total  of 
the  strength  of  each  of  our  190  million  people, 
and  of  the  voluntary,  productive  groups  to  which 
they  belong. 

Our  nation  will  prosper  and  grow  only  to  the 
extent  that  these  groups  and  their  individual  mem- 
bers prosper  and  grow;  for  while  government  can 
impede — or  even  stifle — growth,  it  cannot  create  it, 
legislate  it  or  compel  it,  although  it  may,  in  its 
maturing  wisdom,  remove  some  or  all  of  the  im- 
pediments it  has  previously  placed  in  the  path  of 
progress. 

If  every  man  in  America  does  his  best  to  pro- 
vide for  himself  and  his  family  to  the  full  extent 
of  his  capacities  so  as  not  to  unduly  burden  his 
neighbors  and  his  fellow  taxpayers,  our  nation  will 
become  increasingly  strong  and  self-reliant. 

If  each  productive  group  in  America  does  its 
best  to  serve  its  customers,  improve  its  competitive 
position,  and  provide  properly  for  its  employees 
and  its  stockholders,  our  national  economy  will 
grow  and  the  rate  of  job  opportunities  will  in- 
crease. 

Conversely,  if  government  does  for  its  citizens 
the  things  that  they  can  and  should  do  for  them- 
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selves,  then  the  American  people  will  become  de- 
pendent and  weak,  and  government  will  have  to 
provide  more  and  more  of  the  job  opportunities 
in  unproductive  pursuits  at  the  expense  of  the  tax- 
payers. And  if  government  continues  to  support 
ever-increasing  numbers  of  our  people,  the  day 
must  inevitably  come  when  our  people  can  no 
longer  support  the  government. 

Finally,  it  seems  to  me  that  each  man  neces- 
sarily knows  his  own  business  and  its  problems 
better  than  anyone  else  possibly  can;  that  since 
he  lives  with  these  problems  daily,  he  and  his  as- 
sociates are  in  the  best  position  to  make  decisions 
concerning  them;  and  since  they  must  bear  the 
consequences  of  these  decisions — be  they  good  or 
bad — they  alone  should  be  responsible  for  them. 
That  is  why  I believe  that  no  one  in  government 
— no  matter  how  highly  placed,  how  well-advised, 
how  sincere  in  his  beliefs,  or  how  dedicated  to  his 
purpose — should  interfere  with  the  lawful  business 
decisions  of  our  people. 

DETRIMENTAL  INTERFERENCE 

My  belief  is  not  wholly  without  supporting  ev- 
idence, and  if  I may  be  permitted  now  to  mention 
the  steel  industry,  I should  like  to  use  it  as  an 
example. 

Just  a year  ago  this  week,  United  States  Steel- 
confronted  by  rising  costs  over  a period  of  nearly 
four  years  without  price  increases,  dwindling  prof- 
its, the  need  for  expanded  research,  and  the  com- 
petitive necessity  of  installing  new  and  more  mod- 
ern facilities  in  a number  of  its  plants  and  product 
lines — announced  an  increase  of  7>Vz  per  cent  in 
the  general  level  of  its  steel  prices.  There  followed 
a series  of  events  which  can  well  be  described 
euphemistically  as  “circumstances  beyond  our  con- 
trol.” Following  the  advent  of  these  “circum- 
stances” our  prices  were  lowered. 

Whether  that  price  increase  might  have  “stuck” 
in  the  absence  of  the  “circumstances”  no  one  can 
say.  Had  they  stuck  at  the  time,  it  seems  probable 
that  in  the  case  of  some  products  and  areas,  the 
competitive  forces  of  the  market  would  later  have 
compelled  a reduction  from  the  newly-established 
higher  levels,  but  there  is  little  doubt  that  the 
general  level  of  steel  prices  would  now  be  higher 
than  it  is. 

Well,  now  that  a year  has  passed — parenthetical- 
ly almost  five  years  since  the  last  general  price 
increase — and  the  actual  returns  are  in,  let’s  see 
what  happened.  Those  who  felt,  no  doubt  sincere- 
ly, that  rising  production  would  bring  higher  prof- 
its which  would  more  than  offset  employment- 
cost  increases,  were  doomed  to  disappointment. 
The  profits  for  the  industry  in  1962,  in  spite  of 
some  increase  in  production,  were  below  even  the 
unhappy  results  of  1961.  This  is  true  even  though 
cash  flow  was  improved  by  the  long  needed  in- 
crease in  depreciation.  Employment  was  down  and 


three  major  companies  in  the  industry  were  forced 
to  reduce  dividends. 

Now  the  steel  industry,  of  course,  is  a relatively 
small  part  of  our  national  economy.  It  provides 
only  about  one  per  cent  of  the  total  employment 
in  this  country  and  its  sales  represent  only  2Vz  per 
cent  of  the  Gross  National  Product.  Yet  it  is  an 
industry  in  which  nearly  700,000  employees  and 
more  than  a million  stockholders  have  pooled  their 
skills  and  resources  in  order  to  produce  one  of  the 
basic  ingredients  of  our  modern  life. 

Even  though  many  of  these  people  have  addi- 
tional sources  of  income  from  other  enterprises 
and  other  industries,  it  is  at  least  an  open  ques- 
tion whether  any  action  which  adversely  affects  a 
group  of  this  size  does  not  weaken  the  economy 
of  our  nation,  retard  its  growth,  diminish  the  num- 
ber of  job  opportunities,  and  subtract  from  the 
total  industrial  strength  of  America.  These,  then, 
are  the  results  when  business,  facing  uninvited 
“circumstances,”  departs  from  decisions  that  make 
economic  sense. 

Others  may  disagree  with  these  expressions,  for 
personal  convictions,  however  deep  seated,  are  sel- 
dom acceptable  to  everyone.  Yet  they  are  the  sub- 
stance upon  which  free  men  thrive.  James  Rus- 
sell Lowell  once  said:  “Democracy  gives  every 
man  the  right  to  be  his  own  oppressor.”  And  that 
is  eminently  true,  but  it  follows  then  that  men  are 
likely  to  avoid  this  self-oppression  only  as  they 
exchange  ideas,  acquire  knowledge  of  the  facts, 
debate  the  issues  and  speak  out  to  others  as  you 
independent-minded  gentlemen  of  medicine  have 
done  with  such  conviction  on  occasion.  This,  too,  is 
the  strength  of  America. 

CONCLUSION 

So  concluding  these  observations  in  a some- 
what lighter  vein,  let  me  summarize  my  defense 
for  the  patient  here  by  reading  a letter  which  was 
recently  published  in  the  Congressional  Record. 
It  was  written  to  Congressman  F.  Bradford  Morse, 
Republican  from  Lowell,  Massachusetts,  by  Jack 
A.  Wilson,  a constituent  from  Winchester,  and  it 
states  the  case  more  poignantly — and  certainly 
much  more  succinctly — than  I have.  It  reads; 

“Dear  Congressman  Morse: 

“I  hate  to  tell  you  my  troubles,  but  I have  tried 
everything  else  I know.  I feel  that  only  you  can 
help  me  now. 

“I  have  a dependent  relative  staying  with  me 
who  has  very  little  fiscal  responsibility.  He  is  very 
good  natured  and  means  well,  but  he  keeps  buy- 
ing presents  for  my  wife  and  me,  and  our  two  chil- 
dren. He  charges  these  presents  to  my  account. 
When  he  sees  something  that  he  thinks  we  need 
he  buys  it  for  us.  Many  of  these  things  are  not 
needed  by  us  and  in  very  few  cases  are  they  ex- 
actly what  we  would  have  bought  if  we  had 
bought  these  things  ourselves.  Because  he  doesn’t 
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work  for  a living,  money  doesn’t  mean  too  much 
to  him  and  he  tends  to  buy  the  first  thing  he  sees 
and  doesn’t  shop  around  like  I would  do  if  I were 
purchasing  items.  He  is  also  quite  generous  to  the 
poor  and  needy,  but  often  gives  to  those  he  doesn’t 
know  who  feed  him  a soft  line. 

“I  just  received  a bill  for  his  last  spending  spree 
and  it  gives  me  a sick,  hopeless  feeling.  I keep 


thinking  how  better  off  I would  be  if  I could  just 
spend  that  money  for  the  things  I want  and  could 
give  to  the  people  and  charities  I think  are  needy. 
Honestly,  he  does  so  much  of  my  spending  that  I 
tend  not  to  give  money  to  charity  anymore. 

“He  won’t  listen  to  me,  but  he  will  listen  to  you 
because  he  respects  you.  Please  use  your  influence 
to  cut  the  spending  habits  of  my  Uncle  Sam.” 


Throckmorton  Named  New  AMA  General  Counsel 

Robert  B.  Throckmorton,  legal  counsel  for  the  Iowa  Medical  Society  since  1955, 
has  been  named  general  counsel  for  the  American  Medical  Association,  effective 
July  1.  Mr.  Throckmorton  will  succeed  C.  Joseph  Stetler,  who  resigned  to  become 
executive  vice-president  and  general  counsel  of  the  Pharmaceutical  Manufacturers 
Association,  in  Washington,  D.  C.  In  announcing  the  appointment,  Dr.  F.  J.  L.  Blas- 
ingame,  executive  vice-president  of  the  AMA,  said,  “The  American  Medical  Associ- 
ation is  gratified  that  we  are  obtaining  the  services  of  a man  with  wide  experience 
and  excellent  capabilities  to  fill  the  post  so  ably  administered  during  the  past  12 
years  by  Mr.  Stetler.  Mr.  Throckmorton  is  highly  respected  by  both  the  medical  and 
legal  professions.” 

A native  of  Iowa,  Mr.  Throckmorton  received  his  A.B.  degree  from  Drake  Uni- 
versity in  1936,  his  LL.B.  degree  from  Drake  Law  School  in  1938,  and  his  LL.M. 
from  Harvard  Law  School  in  1939.  A member  of  the  Iowa  State  and  American  Bar 
Associations  and  the  American  Law  Institute,  he  has  been  in  practice  with  the  Des 
Moines  law  firm  of  Dickinson,  Throckmorton, 

Parker,  Mannheimer  and  Raife.  From  1939-1942, 
he  was  in  the  solicitor’s  office  of  the  U.  S.  De- 
partment of  Agriculture,  and  the  following  two 
years  he  served  as  project  attorney  for  the  War 
Relocation  Authority.  During  World  War  II  he 
served  in  the  U.  S.  Navy  as  a supply  and  dis- 
bursing officer  aboard  a destroyer.  A trustee  of 
Drake  University,  Mr.  Throckmorton  is  a for- 
mer chairman  of  the  faculty  and  a lecturer  in 
taxation  at  Drake  Law  School. 

Mr.  Throckmorton’s  father  was  a Des  Moines 
physician  who  served  as  secretary  of  the  Iowa 
Medical  Society.  His  grandfather  was  a country 
doctor  in  Iowa,  and  his  brother,  Tom,  is  a Des 
Moines  surgeon.  Mr.  and  Mrs.  Throckmorton 
hpve  two  children,  Mrs.  Tony  Lowenberg,  a 
student  at  S.U.I.,  and  a son,  Tom,  who  gradu- 
ates from  high  school  in  Des  Moines  this  spring. 
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Wilms'  Tumor 


HUGH  L.  WOLFF,  M.D., 

JAMES  A.  HOLTE,  M.D., 

DAVID  A.  CULP,  M.D.,  and 
RUBIN  H.  FLOCKS,  M.D. 

Iowa  City 

This  paper  represents  a survey  of  38  cases  of 
Wilms’  tumor  seen  at  the  University  Hospitals, 
Iowa  City,  from  1934  to  1960.  Other  reports  from 
the  literature  will  be  surveyed  for  comparison  and 
correlation. 

HISTORY 

The  first  reported  case  of  Wilms’  tumor  is  cred- 
ited to  Ranee1  in  1814  or  to  Gairdner2  in  1828. 
Eberth3  gave  the  first  accurate  description  of  the 
mixed  nature  of  the  tumor  in  1872,  and  in  1899 
Wilms  wrote  his  classic  paper  describing  the  tumor 
and  reporting  51  cases.  His  name  has  been  as- 
sociated with  the  tumor  since  that  time.  Numerous 
other  terms  have  been  assigned  to  the  tumor,  the 
more  common  being  the  following:  embryoma, 

nephroblastoma,  adenosarcoma,  embryonal  adeno- 
myosarcoma, etc.  The  first  nephrectomy  for  treat- 
ment of  a Wilms’  tumor  is  credited  to  Jessop5  in 
1877,  and  the  first  cure  to  Israel0  in  1894. 

ETIOLOGY 

There  have  been  many  theories  about  the  origin 
of  the  tumor,  but  none  of  them  have  been  proved 
or  disproved  and,  much  confusion  still  exists  in 
this  regard.  Fraser7  summarized  the  various  the- 
ories as  follows: 


Dr.  Wolff  assisted  with  the  survey  and  the  preparation  of 
this  paper  while  serving  a residency  in  urology  at  S.U.I.  He 
has  since  entered  private  practice  in  San  Antonio,  Texas.  Dr. 
Flocks  and  Dr.  Culp  are  professor  and  head,  and  profes- 
sor, respectively,  in  the  Department  of  Urology.  Dr.  Holte, 
a resident  in  urology  at  the  time  of  this  survey,  is  currently 
serving  in  the  U.  S.  Army  Medical  Corps. 


1.  The  tumors  owe  their  origin  to  the  inclusion 
of  the  Wolffian  tissue  which  has  become  displaced 
and  has  persisted  among  the  cells  of  the  develop- 
ing kidney  or  metanephros. 

2.  They  arise  from  the  aberrant  cells  of  the  myo- 
tome or  sclerotome. 

3.  Rather  than  being  due  to  inclusions  from  ex- 
trarenal  sources,  they  are  the  true  kidney  in  which 
embryonic  tissue  has  persisted  and  has  metamor- 
phosed into  various  cellular  structures. 

Eberth  and  Birch-Hirschfeld  (1898) 8 attributed 
the  origin  of  the  tumor  to  Wolffian  body  inclusions. 
Wilms  felt  that  the  tumors  originate  early  in 
embryonic  life  from  fragments  of  primitive  undif- 
ferentiated mesodermal  tissue  that,  in  the  course 
of  development,  gives  rise  to  myotome,  sclerotome 
and  nephrotome,  and  that  some  of  these  cells  con- 
centrate at  the  site  of  the  developing  kidney,  and 
through  metaplasia,  give  rise  to  the  various  con- 
stituents that  may  be  found  in  the  tumor.  Ewing9 
explained  the  presence  of  the  various  components 
by  metaplasia.  The  more  popular  theoi-y  is  that  the 
tumor  arises  later  in  developmental  life,  and  that 
the  embryonic  tissue  of  the  true  kidney  is  the 
origin  of  the  tumor.10 

INCIDENCE 

Wilms’  tumor  is  reported  to  constitute  17  to  20 
per  cent  of  all  malignancies  in  children,  and  is 
second  in  frequency  only  to  neuroblastoma.  Never- 
theless, it  is  still  a comparatively  rare  tumor.  The 
incidence  of  admissions  to  children’s  hospitals  has 
been  quoted  as  from  1:1,450  to  1:3,000,  and  to  gen- 
eral hospitals  as  from  1:15,000  to  1:25,000.  The  ap- 
proximate incidence  at  University  Hospitals  is 
1:15,000  admissions. 

PATHOLOGY 

Grossly,  the  tumor  is  usually  encapsulated  and 
presents  a smooth  to  irregularly-lobulated  or  nod- 
ular surface.  It  is  often  soft,  but  may  be  solid  or 
cystic.  Generally,  the  tumor  is  demarcated  from 
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renal  substance,  but  it  may  be  invasive.  In  most 
cases  there  is  compression  of  renal  tissue,  with  dis- 
tortion of  renal  architecture  and  collecting  sys- 
tems. Its  cut  section  is  pinkish-white  to  yellowish- 
gray.  Areas  of  hemorrhage  and  necrosis  are  com- 
mon, and  cystic  structures  are  seen.  The  cut  sec- 
tion often  has  a gelatinous  or  brain-like  appear- 
ance and  consistency.  Microscopically,  a variable 
picture  is  seen,  but  the  tumor  is  composed  primar- 
ily of  two  cell  types  in  varying  proportions:  spin- 
dle or  sarcoma-like  cells,  and  columnar  to  cuboidal 
epithelioid  cells.  The  latter  are  seen  forming  tu- 
bular structures  with  a variable  degree  of  organiza- 
tion. Glomeruli  of  varying  degrees  of  organization 
are  occasionally  seen.  Muscle  fibers,  fat,  cartilage, 
bone,  and  myxomatous  connective  tissue  may  be 
present,  and  vascularity  is  usually  quite  pro- 
nounced. Most  authors  feel  that  there  is  no  prog- 
nostic significance  in  the  histologic  picture. 

SEX 

In  our  series  of  38  cases  there  were  20  females 
and  18  males.  Most  reports  cite  essentially  equal 
incidences  between  the  sexes. 

SIDE 

Of  36  cases,  the  left  side  was  involved  in  23,  or 
60  per  cent,  and  the  right  side  in  13,  or  40  per  cent. 
Two  tumors  were  found  in  horseshoe  kidneys,  the 
left  side  being  involved  in  one  case  and  the  extent 
in  the  other  case  not  having  been  reported. 

AGE 

Of  the  cases  in  this  series,  80  per  cent  were  be- 
tween 1 and  5 years  of  age  (30  cases),  and  the 
majority  of  these  were  in  the  1 to  3 year  group. 
The  ages  of  all  patients  ranged  from  9 months  to 
13  years.  Other  ages  of  diagnosis  were  6,  7,  and  9 
years.  Several  Wilms’  tumors  have  been  reported 
in  the  fetus  and  newborn,  and  the  tumors  have 
been  reported  in  adults,  the  oldest  being  in  a per- 
son 83  years  of  age. 

Age  as  a prognostic  factor  is  mentioned  by 
some  authors,  and  they  report  80  per  cent  sur- 
vivals in  patients  less  than  one  year  of  age,  and 
of  70  per  cent  in  children  less  than  two  years  old. 
In  this  series,  the  survival  in  children  less  than 
two  years  of  age  was  44  per  cent. 

SYMPTOMS 

A mass  in  the  abdomen,  found  either  by  parents 
or  referring  physician,  was  the  most  common  com- 
plaint, and  was  seen  in  68  per  cent.  The  next  most 
common  complaint,  and  often  an  associated  one, 
was  abdominal  pain  (in  32  per  cent).  Fatigability 
and  hematuria  were  present  in  18  per  cent,  and 
fever  in  16  per  cent.  Less  commonly  seen  were 
vomiting  (8  per  cent);  weight  loss  and  poor  ap- 
petite (5.2  per  cent);  and  cloudy  urine,  urinary 
frequency,  and  bloody  stools  (2.6  per  cent  each). 

Age  at  the  onset  of  symptomatology  averaged  46 
months  in  the  entire  group,  and  for  the  surviving 


group  it  averaged  25  months  (range  from  18  to  45 
months).  Most  patients  were  seen  within  one 
month  after  the  onset  of  symptoms  or  the  dis- 
covery of  a mass. 

PHYSICAL  FINDINGS 

The  most  common  finding  was  the  presence  of 
an  abdominal  mass,  seen  in  97  per  cent  or  37  cases. 
Other  less  constant  findings  were  as  follows:  ane- 
mia, 18  per  cent;  elevated  blood  pressure,  10  per 
cent;  hematuria  and/or  pyuria,  13  per  cent;  dilated 
abdominal  veins,  8 per  cent;  and  varicocele  on  the 
ipsilateral  side,  5.2  per  cent.  All  patients  with 
dilated  abdominal  veins  and  varicoceles  died  of 
the  tumor.  Hypertension  has  been  reported  in 
much  higher  incidences,  and  in  some  series  it  is 
occasionally  relieved  after  a nephrectomy. 

PYELOGRAPHY 

In  this,  as  in  other  series,  the  intravenous  and 
retrograde  pyelograms  are  necessary,  and  are 
found  to  be  adequate  for  the  diganosis  of  Wilms’ 
tumor  in  the  vast  majority  of  cases.  Twenty-three 
of  the  thirty-three  intravenous  pyelograms  showed 
function  in  the  involved  kidney,  but  retrograde 
pyelograms  were  necessary  in  only  seven  cases. 
Four  cases  had  calcification  present  in  the  in- 
volved kidney.  The  opposite  kidney  was  normal  in 
all  but  three  cases — two  with  mild  hydronephrosis, 
and  one  with  ptosis.  The  characteristic  pyelograph- 
ic  findings  for  Wilms’  tumor  are  the  presence  of 
a mass,  and  distortion  of  the  collecting  systems. 

DIFFERENTIAL  DIAGNOSIS 

The  presence  of  an  abdominal  mass  in  a child 
should  always  raise  the  possibility  of  a Wilms’  tu- 
mor. In  an  analysis  of  653  cases  of  abdominal 
masses  in  children,  Uson  and  Melicow11  found  42 
cases  of  Wilms’  tumor  in  281  cases  of  “surgical 
lesions’’  (Table  1).  Other  possible  causes  for  such 

TABLE  I 

USON  AND  MELICOW'S  SERIES  OF  653  ABDOMINAL 
MASSES  IN  CHILDREN11 


All  masses 
653  cases 


Medical  Conditions 
372  cases  56.9% 


^Surgical  Lesions 
28 1 cases  43. 1 % 


Non-urinary  tract 
142  cases  50.5% 


Urinary  tract 
139  cases  49.5% 

I.  Wilms'  tumor  42  cases 


30% 

2.  Hydronephrosis  56 
cases  40% 

3.  Cystic  disease  31  cases 
22% 

4.  Miscellaneous  10  cases 


8% 
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masses  include  neuroblastoma,  fecal  masses,  hep- 
atomegaly or  splenomegaly,  hydronephrosis,  renal 
cystic  disease,  retroperitoneal  lymphadenopathy, 
pancreatic  tumors,  renal  or  perirenal  abscesses, 
lymphomas  or  leukemia,  hepatic  cysts  or  tumors, 
renal  tuberculosis,  ovarian  tumors,  and,  in  rare  in- 
stances, sympathicoblastomas  or  schwannomas. 

Extrarenal  masses  and  hydronephrosis  can 
usually  be  determined  by  pyelography.  Polycystic 
disease  is  predominately  bilateral,  whereas  Wilms’ 
tumor  is  rarely  so.  The  early  bony  metastasis  from 
neuroblastomas  can  be  a differential  point,  ac- 
cording to  some  authors. 

DIAGNOSIS 

Presence  of  an  abdominal  mass  in  association 
with  radiographic  findings  of  a mass  associated 
with  the  kidney  and  distortion  of  the  renal  pelvis 
and/or  calyces  is  a sufficient  basis  for  arriving  at 
the  diagnosis  of  a Wilms’  tumor.  At  the  time  of 
diagnosis,  it  is  essential  to  determine  the  status  of 
the  unaffected  kidney. 

METASTASIS 

Metastases  from  Wilms’  tumor  are  primarily 
blood-borne,  and  most  commonly  are  found  in  the 
lungs.  Local  invasion  of  surrounding  tissue  is  also 
commonly  seen.  In  this  series,  four  cases  had  pul- 
monary metastasis  when  first  seen.  Metastasis  oc- 
curred after  irradiation  and/or  nephrectomy  in 
22  cases.  Other  sites  of  metastasis  noted  were  the 
pelvis  and  abdomen,  spine,  inguinal  nodes,  liver 
and  thigh.  In  17  cases,  the  metastasis  appeared 
within  four  months  from  the  date  of  diagnosis,  but 
the  length  of  time  ranged  from  1 month  to  115 
months,  and  the  average  was  10  months  after 
diagnosis.  The  longest  interval  occurred  in  a child 
who  developed  a pelvic  mass  115  months  after 
diagnosis.  Biopsy  proved  the  mass  to  be  metastatic 
Wilms’  tumor,  and  it  was  irradiated.  The  patient  is 
now  living  and  well  5V2  years  later. 

Metastatic  Wilms’  tumor  has  been  treated 
primarily  with  irradiation  therapy.  An  occasional 
patient  has  received  chemotherapy  consisting  of 
Actinomycin  D and  Cytoxan,  but  only  temporary 
effects  have  been  noted.  Two  patients  who  had 
been  treated  with  heavy  doses  of  irradiation  to 
pulmonary  lesions  were  found,  at  autopsy,  to  have 
marked  pulmonary  fibrosis. 

TREATMENT 

Thirty-eight  Wilms’  tumor  patients  were  seen  by 
the  University  Hospitals  staff  from  1934  to  1960,  of 
whom  34  had  tissue  diagnosis  here  or  at  other 
hospitals.  Treatment  varied,  and  a breakdown  of 
the  treatments,  and  results  in  this  series,  and  the 
results  achieved  by  some  other  authors  will  be 
compared. 

In  nearly  all  cases  receiving  preoperative  irra- 
diation, a marked  shrinkage  of  the  tumor  was  noted 
during  the  course  of  irradiation.  In  general,  the 


irradiation  therapy  was  well  tolerated,  only  a few 
cases  of  nausea  and  vomiting  having  been  record- 
ed, and  none  of  these  severe.  Wound  healing  fol- 
lowing irradiation  and  nephrectomy  was  good  in 
all  cases.  The  majority  of  the  nephrectomies  were 
done  through  a lumbar  incision,  and  the  irradiated 
tumors  were  easily  removed.  There  was  no  opera- 
tive mortality. 

At  the  time  of  nephrectomy,  ten  cases  of  27  had 
no  regional  extension  or  metastasis.  The  tumor, 
in  ten  cases,  was  attached  to  the  peritoneum,  and 
in  three  cases  it  was  attached  to  bowel.  Vascular 
invasion  was  present  in  two.  Attachment  to  the 
diaphragm  was  seen  in  two  cases,  and  involve- 
ment of  mesentery,  liver,  and  spleen  in  one  case 
each. 

(1)  Irradiation  followed  by  nephrectomy:  Fifteen 
patients  were  treated  in  this  manner.  Of  this  num- 
ber, seven  are  living  without  apparent  metastasis. 
One  patient  developed  metastasis  64  months  after 
the  original  therapy,  and  eventually  expired.  Those 
living  range  in  survival  time  from  3 to  20  years. 
Eight  patients  survived  three  years,  five  survived 
more  than  5 years,  and  four  patients  have  sur- 
vived 10  to  20  years. 

The  preoperative  irradiation  was  administered 
in  most  cases  through  three  ports.  Doses  of  3,600 
to  4,000r  were  utilized.  Nephrectomy  was  per- 
formed 3 to  16  weeks  following  completion  of 
irradiation  therapy.  The  only  growth  disturbance 
noted  following  the  use  of  irradiation  in  these 
cases  was  the  absence  of  breast  development  on 
the  ipsilateral  side.  The  patients  in  this  group  who 
expired  had  survived  an  average  of  17.5  months 
(6  to  64  months). 

(2)  Nephrectomy  with  postoperative  irradiation: 
Of  the  six  patients  who  were  treated  in  this  man- 
ner, two  are  living  5V2  and  9 years  after  the  initial 
therapy  of  nephrectomy.  One  of  these  had  gross 
invasion  of  the  renal  vein  at  surgery.  The  other 
developed  a metastatic  lesion  six  months  after 
nephrectomy.  The  pulmonary  lesion  was  treated 
with  irradiation  therapy,  and  this  patient  is  alive 
and  well  8x/2  years  after  the  appearance  of  a lung 
lesion.  Those  patients  who  died  had  survived  an 
average  of  15  months  (4  to  22  months).  The  aver- 
age dose  of  postoperative  irradiation  was  2,000r, 
and  was  initiated  1V2  weeks  postoperatively.  The 
three-  and  five-year  survivals  in  this  group  amount- 
ed to  33  per  cent. 

(3)  Nephrectomy  following  irradiation  and 
chemotherapy:  One  patient  was  treated  in  this 
manner.  At  the  time  of  admission,  bilateral  pul- 
monary metastases  from  a Wilms’  tumor  that  orig- 
inated in  the  left  half  of  a horseshoe  kidney  were 
noted.  Actinomycin  D and  l,700r  to  the  left  flank 
were  administered  prior  to  the  removal  of  the  in- 
volved kidney.  The  patient  expired  five  months 
after  the  diagnosis  had  been  established. 

(4)  Preoperative  irradiation , nephrectomy,  and 
postoperative  irradiation:  Three  patients  were 
treated  in  this  manner,  with  no  three-year  sur- 
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TABLE  2 

UNIVERSITY  HOSPITALS  SERIES  OF  WILMS'  TUMOR  CASES 


Treatment 

Cases 

Living 

3 Years 

5 Years 

10  Years 

Pre-op  irrad.  and  nephrectomy  

15 

7 

8 (53.3%) 

5 (33%) 

4 (26.7%) 

Nephrectomy  and  post-op  irrad. 

6 

2 

2 (33%) 

2 (33%) 

0 

Irrad.,  Chemo  Rx  following  nephrect 

1 

0 

0 

0 

0 

Nephrectomy,  pre  and  post-op  irrad. 

3 

0 

0 

0 

0 

Nephrectomy  only  

3 

0 

1 (33%) 

0 

0 

Irradiation  only 

9 

0 

1 (IU%) 

1 (IU%) 

0 

No  Therapy  

1 

0 

0 

0 

0 

vivals  and  an  average  survival  of  eight  months. 
Pre-op  irradiation  averaged  3,700r,  and  post-op  ir- 
radiation averaged  2,800r. 

(5)  Nephrectomy  only:  Three  patients  had  ne- 
phrectomy as  the  only  therapy.  Of  this  group,  none 
are  living,  but  one  patient  survived  4%  years  with- 
out apparent  metastases  and  then  expired  sudden- 
ly of  undetermined  causes.  The  average  survival 
of  the  other  patients  was  9%  months.  The  three- 
year  survival  was  33  per  cent,  and  the  five-year, 
0 per  cent. 

(6)  Irradiation  only:  Nine  patients  were  treated 
with  irradiation  only,  and  there  were  no  survivals. 
The  average  survival  was  14.5  months,  and  the 
average  amount  of  irradiation  was  3,950r.  One  pa- 
tient received  8,200r  and  remained  free  of  metas- 
tasis for  32  months,  but  eventually  developed  pul- 
monary metastasis  and  died  64  months  after  the 
establishment  of  the  diagnosis.  The  three-  and  five- 
year  survival  was,  then,  11.1  per  cent. 

(7)  No  therapy:  One  patient  when  first  seen  had 
marked  emaciation  and  pleural  effusion,  and  was 
given  no  definitive  therapy.  Death  occurred  within 
one  month. 

The  overall  three-year  survival  for  the  entire 
series  was  31.6  per  cent,  and  23.7  per  cent  of  the 
patients  survived  five  years  (Table  2).  The  aver- 
age survival  time  from  diagnosis  to  death  was  15 
months. 

DISCUSSION 

In  1957,  Flocks  and  Kadesky12  reported  on  31 
Wilms’  tumors  seen  at  University  Hospitals  from 


1926  to  1950  treated  by  irradiation  only,  and  by 
pre-op  irradiation  and  nephrectomy.  Much  of  the 
material  in  this  paper  represents  a continuation 
study  of  the  1957  series.  They  concluded  at  that 
time  that  a two-year  survival  is  not  an  indication 
of  a cure,  and  that  pre-operative  irradiation  has 
proved  useful  in  the  treatment  of  these  cases. 

By  far  the  greatest  advance  in  the  treatment  of 
Wilms’  tumor  has  been  through  combined  use  of 
irradiation  and  surgical  extirpation.  In  1947,  Sil- 
ver13 published  a series  in  which  seven  of  nine 
cases  treated  in  this  manner  were  alive  2x/4  to  15 
years  after  diagnosis.  Gross  and  Newhauser14  in 
1950,  reported  a series  of  38  cases  treated  by  im- 
mediate nephrectomy  and  postoperative  irradia- 
tion, with  18  surviving  two  years  or  more.  At  the 
Mayo  Clinic,  Kinzel  et  al.,15  found  16  of  40  treated 
with  combined  therapy  surviving  three  years  or 
more,  and  Latimer  and  Melicow16  reported  12  of  31 
cases  of  Wilms’  tumor  surviving  three  years  after 
combined  therapy. 

Several  extensive  reviews  of  the  literature  re- 
garding treatment  and  apparent  cures  of  Wilms’ 
tumor  have  been  compiled,  and  are  reproduced 
below  for  comparison  (Table  3). 

The  results  of  this  study  and  the  increasing 
numbers  of  reports  that  are  being  published, 
strongly  support  the  use  of  preoperative  irradia- 
tion and  surgical  extirpation  in  conjunction  for 
the  treatment  of  Wilms’  tumor.  Preoperative  x-ray 
therapy,  as  advocated  by  Kerr21  in  1939,  has  been 
utilized  in  the  majority  of  cases  treated  at  the 
University  Hospitals,  and  the  survival  rate  com- 


TABLE  3 

REPORTED  RESULTS  IN  TREATMENT  OF  WILMS'  TUMOR 


Harvey  ( I950)17 

Scott  ( 1954) 18 

Abeshouse  ( 

1957)19 

Klapproth  ( 1 

959)20 

440  Cases 

1,141  Cases 

434  Ca 

ses 

1,351  Ca 

ses 

No. 

No.  Per 

No. 

No. 

Per 

No. 

No. 

Per 

No. 

No. 

Per 

Treatment 

Cases 

Cures  Cent 

Cases 

Cures 

Cent 

Cases 

Cures 

Cent 

Cases 

Cures 

Cent 

Nephrectomy  only 

180 

28  15.5 

463 

87 

18.8 

51 

2 

13.0 

282 

59 

20.9 

Pre-op  irrad.  & nephrectomy 

27 

5 18.5 

81 

21 

25.9 

41 

8 

19.5 

103 

28 

27.1 

Nep.  and  post-op  irrad. 
Nephrectomy,  pre  & post- 

109 

33  30.5 

347 

83 

23.9 

250 

38 

15.2 

423 

1 1 1 

26.2 

op  irradiation  . . . . 

65 

21  32.0 

132 

42 

31.8 

128 

33 

25.8 

145 

35 

24.1 
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pares  very  favorably  with  those  resulting  from  the 
other  forms  of  treatment  reported  in  the  literature, 
as  did  that  for  the  group  of  cases  reported  by 
Flocks  and  Kadesky12  in  1957.  As  with  all  other 
neoplasms,  early  and  accurate  diagnosis  is  es- 
sential, and  the  prompt  utilization  of  excretory 
and  retrograde  pyelography  for  differentiation  of 
abdominal  masses  cannot  be  overemphasized. 

SUMMARY 

Thirty-eight  cases  of  Wilms’  tumor  treated  by 
various  modes  of  therapy  have  been  analyzed.  Of 
15  cases  treated  with  preoperative  x-ray  therapy, 
followed  by  nephrectomy,  seven  are  alive  three  to 
20  years  later,  without  apparent  metastasis.  A sur- 
vey of  the  literature  has  confirmed  this  as  the 
treatment  of  choice.  The  early  use  of  excretory 
and  retrograde  pyelography  in  the  diagnosis  of 
abdominal  masses  in  children  has  been  stressed. 
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Whatever  else  may  shape  our  attitudes,  surely 
the  adventure  of  life  comes  from  the  anticipa- 
tion of  tomorrow.  A doctor  is  touched  more 
than  most  by  this  adventure,  by  the  mystery 
and  excitement  of  life,  by  the  uncertainty  of 
living  and  dying.  If  he  has  humility,  it  comes 
from  an  awareness  of  forces  that  defy  not  only 
his  skill  but  his  predictions  as  well.  Medical 
history,  as  all  history,  teaches  that  learning  and 
progress  do  not  stop  with  us.  Knowing  this  is 
our  heritage.  We  can  neither  deny  nor  disregard 
it. 

With  this  in  mind,  I am  puzzled  that  so  many 
thoughtful  people  share  a popular  alarm  for  the  destiny  of  man  and  his 
children.  They  apparently  fear  that  some  day  we  shall  all  be  smothered  by 
irradiation  or  by  neighbors.  Either  way,  our  fate  is  frightful  to  contem- 
plate. But  do  they  not  forget  that  the  future  has  been  forbidding  to  every 
generation,  and  that  neighbors  have  always  been  a problem?  Because  I 
cannot  see  my  way  clear  does  not  mean  that  there  is  no  way.  Is  the  earth 
now  enclosed  by  a wall,  and  the  mind  bound  by  a chain? 

I hope  that  I shall  never  be  so  wise  that  either  the  outlook  of  the  next 
generation,  a manned  flight  to  the  moon,  or  faith  in  the  future  will  seem 
foolish.  For  this  kind  of  wisdom  deadens  the  spirit,  and  its  possessor  un- 
wittingly becomes  an  observer  rather  than  a participant  in  the  course  of 
events,  caught  in  a position  of  stagnation,  a position  of  defeat.  To  yearn  for 
yesterday  is  to  miss  the  adventure  of  tomorrow.  Somehow  I can’t  get  it  out 
of  my  head  that  there  is  limitless  space  about  us,  and  that  ideas  arise  with- 
out end.  — Daniel  F.  Crowley,  Jr.,  M.D., 
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medical  society,  34:85,  (May) 
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Treatment  of  Carcinoma  of  the  Larynx 


PAUL  J.  TRIER,  M.D. 
Des  Moines 


A discussion  of  the  treatment  of  patients  with 
carcinoma  of  the  larynx  frequently  results  in  con- 
troversy because  of  a confusion  of  terms  arising 
from  the  classification  of  laryngeal  lesions  as  “in- 
trinsic” and  “extrinsic.”  These  terms  have  different 
meanings  for  some  physicians  than  for  others.  The 
original  intent  of  the  terms  intrinsic  and  extrinsic 
was  to  differentiate  tumors  arising  inside  the  lar- 
ynx from  those  arising  outside  it,  although  both 
conditions  involve  laryngeal  structures.  With  the 
passage  of  time,  the  term  intrinsic  has  become 
synonymous  with  operable,  and  now  is  understood 
by  many  to  refer  only  to  tumors  of  the  vocal  cord. 

It  has  been  suggested  that  all  tumors  of  the  en- 
dolarynx  be  included  in  a single  group.  They 
should  be  differentiated  from  tumors  of  the  hypo- 
pharynx  since  they  rarely  metastasize  to  the  cer- 
vical lymph  nodes  and  have  a relatively  favorable 
prognosis.  The  point  of  origin  of  an  endolaryngeal 
tumor  is  important  because  of  its  relationship  to 
prognosis. 

ANATOMY 

The  anatomical  features  of  the  larynx  can  be 
seen  in  Figures  1 and  2.  Tumors  which  arise  from 
the  inside  or  lining  of  this  scoop-shaped  structure 
are  those  under  discussion  here. 

Figure  3 illustrates  the  freedom  of  the  vestibular 
region  from  lymphatic  supply,  which  accounts  for 
the  infrequency  of  cervical  lymph  node  metastases 
from  this  region.  Even  remote  areas  of  the  larynx 
are  more  likely  to  drain  to  the  sub-glottic  and  pre- 
tracheal areas  than  to  the  cervical  nodes. 

CLASSIFICATION  AND  STAGING 

In  an  effort  to  dispel  the  confusion  mentioned 
previously,  an  International  Committee  for  the 

Dr.  Trier  is  chief  of  Radiology  Service,  Veterans  Adminis- 
tration Hospital,  Des  Moines,  Iowa,  and  a clinical  associate 
professor  of  radiology,  State  University  of  Iowa  Medical 
School,  Iowa  City,  Iowa. 


Study  of  Cancer  of  the  Larynx  was  formed  at  the 
Sixth  International  Congress  of  Otolaryngology 
held  in  Washington,  D.  C.,  in  May,  1957.  Subse- 
quently, that  Committee  developed  the  following 
classification  and  presented  it  to  the  Seventh  In- 
ternational Congress  of  Otolaryngology.  It  is  ob- 
vious that  a uniform  system  of  classification  and 
staging  is  essential  if  treatment  methods  are  to  be 
evaluated  accurately.  The  problem  of  classification 
and  staging  still  has  not  been  entirely  solved,  but 
this  is  the  method  that  was  used  in  our  series. 


Figure  I.  Posterior  view  of  the  larynx  with  a frontal  section 
through  the  left  half.  I,  Laryngeal  wall  of  the  epiglottis;  2, 
false  cord;  3,  ventricle  of  Morgagni;  4,  buccal  cord;  and  5, 
subglottic  area.  Notice  also,  a,  section  of  the  thyroid  car- 
tilage; b and  c,  sections  of  the  cricoid  cartilage  at  different 
levels.  (Figure  261  From  Ackerman  and  del  Regato,  Cancer — 
Diagnosis,  Treatment  and  Prognosis,  3rd  Edition,  by  permis- 
sion.) 
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TABLE  I 

CLASSIFICATION  AND  STAGING  OF 
CANCER  OF  THE  LARYNX 

Anatomical  Classification 


Larynx 

Superior  Region  supraglottic  or  vestibular 

Middle  Region  glottic 

Inferior  Region subglottic 

Marginal  Region  upper  portion  of  epiglottis — ary 

epiglottic  fold — arytenoid 


Application  of  TNM  System 

T — Tumor 

Ti  Tumor  limited  to  one  region  without  impairment  of 
motility 

Ta  Tumor  limited  to  one  region  with  impairment  of 
motility  or 

Tumor  involving  two  regions  with  or  without  im- 
pairment of  motility 

T;i  Tumor  involving  more  than  two  regions  or 
Tumor  invading  the  laryngeal  cartilages 


Figure  2.  Lateral  view  of  the  larynx  showing,  a,  a cross 
section  at  the  anterior  midline  of  the  thyroid  cartilage;  b and 
c,  sections  of  the  cricoid  cartilage;  I,  the  laryngeal  wall  of 
the  epiglottis  and  its  close  relationship  with  the  pre-epiglot- 
tic  space;  2,  false  cord;  3,  opening  of  the  laryngeal  ven- 
tricle; 4,  true  cord;  5,  subglottic  area;  6,  arytenoid  region; 
7,  arytenoepiglottic  fold  with  a rectangular  section  to  show 
its  thickness  and  relationship  to  the  piriform  sinus;  and,  8, 
free  portion  of  the  epiglottis.  (Figure  262  From  Ackerman 
and  del  Regato,  Cancer — Diagnosis,  Treatment  and  Prog- 
nosis, 3rd  Edition,  by  permission.) 


Ti  Tumor  extending  beyond  the  anatomical  limits  of  the 
larynx 

N — Lymph  Nodes 

No  No  palpable  lymph  nodes 
Ni  Homolateral  movable  nodes 
N2  Contralateral  or  bilateral  movable  nodes 
Ns  Fixed  nodes  present 

M — Distant  Metastasis 

Mo  No  evidence  of  distant  metastasis 
M Distant  metastasis  present 

Staging 

Stage  I Tumor  limited  to  one  region  without 
impairment  of  motility  and  without  palpable 
lymph  nodes T.  No  M0 

Stage  II  Tumor  limited  to  one  region  without 
impairment  of  motility  but  with  homolateral 
movable  lymph  nodes  or 

Tumor  invading  one  region  with  impairment 

of  motility  Ti  Ni  M,> 

Tumor  invading  two  regions  with  or  without 


Figure  3.  Lymphatics  of  the  endolarynx.  Notice  the  scarcity 
of  lymphatics  at  the  level  of  the  glottis.  The  lymphatics  of 
the  supraglottic  area  are  richer,  ending  in  the  nodes  of  the 
anterior  jugular  chain.  The  lymphatics  of  the  subglottic  area 
may  end  in  a pretracheal  node  in  the  midline  and  rarely  in 
a lower  cervical  node.  (Figure  263  From  Ackerman  and  del 
Regato,  Cancer — Diagnosis,  Treatment  and  Prognosis,  3rd 
Edition,  by  permission.) 
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impairment  of  motility  but  without  palpable 

lymph  nodes  T2  No  Mo 

Stage  III  Tumor  limited  to  one  region  without 
impairment  of  motility  but  with  bilateral  or 
contralateral  movable  lymph  nodes  T:  No  Mo 


Tumor  invading  one  region  with  impairment 
of  motility  or  two  regions  with  or  without 
impairment  of  motility  but  with  homolateral 


movable  nodes To  N,  Mo 

Tumor  with  contralateral  or  bilateral  movable 

nodes  To  N2  Mo 

Tumor  invading  more  than  two  regions  or 
with  involvement  of  the  thyroid  or  cricoid 
cartilage  without  palpable  lymph  nodes  . . T3  N0  Mo 

or  with  homolateral  movable  nodes  . . . . . T3  Ni  Mo 

or  with  bilateral  or  contralateral  movable 
nod  es  T3  N2  Mo 


Stage  IV  Tumor  extending  to  a neighboring 

organ  regardless  of  the  status  of  the  nodes  T4  N0-3  M 
Tumor  regardless  of  extent,  with  fixed  nodes 


(homolateral  or  bilateral)  . Ti_4N3  M 

Tumor  regardless  of  extent  in  the  presence 

of  distant  metastasis  Tl_4  M 


Tables  such  as  this  are  valuable,  but  are  diffi- 
cult to  use  clinically  without  constant  reference.  It 
is  often  useful  to  make  generalizations  which  can 
easily  be  committed  to  memory.  Such  a general- 
ization using  the  criteria  of  number  and  fixation  of 
tumors,  node  involvement,  invasion,  and  spread 
to  other  organs  is  suggested. 

Stage  I Single  movable  tumor 

Stage  II  Two  movable  tumor  areas 
or 

Single  movable  tumor  with  movable 
nodes 

or 

Fixed  tumor 

Stage  III  Movable  tumor  with  bilateral  or  con- 
tralateral nodes 
or 

Fixed  tumor  with  fixed  nodes 
or 

Cartilage  invasion 

Stage  IV  Spread  to  other  organs 

PRESENTATION  OF  SERIES 

A total  of  49  histologically  diagnosed  cases  of 
carcinoma  of  the  larynx  were  reviewed  from  the 
standpoint  of  treatment  and  results. 

The  technic  of  radiation  therapy  used  was  250 
kilovolts  at  12  MA,  STD  50  cm.,  HVL  2.5  mm.  Cu. 
Treatment  was  given  through  two  opposing  fields 
as  small  as  was  consistent  with  the  extent  of  the 
disease.  Either  one  or  two  areas  were  treated 
daily.  If  one  area  was  treated,  300r  (in  air)  was 
given,  or  if  two  areas  were  treated,  each  received 
200r  (in  air).  The  total  dose  in  most  cases  ex- 


ceeded 5,000r  Dn,  with  an  over-all  treatment  time 
of  30-40  days. 

The  surgical  procedures  used  were  partial  laryn- 


TABLE  2 

TREATMENT  OF  CANCER  OF  LARYNX 


1 

II 

Stage 

III 

IV 

X-ray 

Living  1 1 

4 

4 

— 

3 

Dead  23 

2 

5 

5 

1 1 

Total  34 

6 

9 

5 

14 

Surgery 

Living  4 

— 

3 

1 

— 

Dead  2 

— 

1 

— 

1 

Total  6 

— 

4 

1 

1 

Surgery  + X-ray 

Living  4 

1 

1 

— 

2 

Dead  3 

— 

— 

1 

2 

Total  7 

1 

1 

1 

4 

Untreated 

Living  0 

— 

— 

— 

— 

Dead  2 

— 

1 

— 

1 

Total  2 

— 

1 

— 

1 

TABLE  3 

RESULTS  IN 

CANCER  OF 

LARYNX 

Survival 

(Years) 

Living 

Dead 

STAGE  1—7  Cases 

0-1 

0 

0 

5L— 2D 

1-2 

1 

0 

2-3 

0 

1 

4-5 

1 

1 

Over  5 

3 

0 

STAGE  11—15  Cases 

0-1 

2 

1 

8L — 7D 

1-2 

2 

3 

2-3 

1 

1 

3-4 

1 

0 

Over  5 

2 

2 

STAGE  III— 7 Cases 

0-1 

1 

2 

IL— 6D 

1-2 

0 

2 

3-4 

0 

1 

Over  5 

0 

I 

STAGE  IV— 20  Cases 

0-1 

1 

8 

5L— I5D 

1-2 

2 

5 

2-3 

1 

1 

Over  5 

1 

1 

gectomy  (laryngofissure),  total  laryngectomy  and 
radical  lymph  node  dissection. 

The  division  of  cases  among  the  various  forms 
of  treatment  is  presented  in  Table  2.  The  survival 
times  of  all  patients  according  to  the  stage  of  the 
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TABLE  4 


FIVE-YEAR  SURVIVALS  IN  CASES  OF 
CANCER  OF  LARYNX 


X-Ray 

Surg.  Both 

Surv.  Rate 

STAGE  1 

4 Cases 

2 

| 

75.0% 

STAGE  II 

6 Cases 

2 

2 

66.6% 

STAGE  III 
6 Cases 

I 

16.6% 

STAGE  IV 

10  Cases 

1 

10.0% 

TOTALS: 

26  Ca 

ses;  9 Survivals; 

34.5%  Rate 

TABLE 

5 

CAUSE  OF  DEATH 

IN  CASES  OF 

CANCER  OF 

LARYNX 

STAGE  1 

Cases 

STAGE  II 

Cases 

PRIMARY 

CA 

0 

PRIMARY  CA 

4 

Heart  disease 

2 

Suicide 

1 

— 

Ca,  lung 

1 

Total 

2 

Ca,  rectum 

1 

Total 

7 

STAGE  III 

Cases 

STAGE  IV 

Cases 

PRIMARY  CA 
Heart  disease 

5 

1 

PRIMARY  CA 

15 

Total 

6 

disease  are  presented  in  Table  3.  Much  of  the  sig- 
nificance of  the  data  in  that  table  is  questionable 
because  of  the  inclusion  of  recent  cases. 

In  Table  4 can  be  found  the  five-year  survival 
in  26  cases,  with  consideration  of  the  stage  of  the 
disease  and  the  form  of  treatment. 

The  causes  of  death,  according  to  the  stage  of 
the  disease,  are  presented  in  Table  5.  It  will  be 
noted  that  four  patients  with  Stage  II  disease  died 
of  carcinoma.  All  of  these  patients  received  radia- 
tion therapy.  A review  of  these  cases  indicates  that 
one  patient  survived  7 years  and  9 months.  The 
cause  of  death,  as  determined  at  autopsy,  was  re- 
current tumor  and  myocardial  infarction.  One  pa- 
tient died  1 year  and  8 months  following  the  diag- 
nosis. The  total  amount  of  radiation  he  received 
was  2,000r  (air).  Inadequate  dosage  was  probably 
the  cause  of  failure. 

Two  patients  died  following  adequate  dosages 
of  radiation.  One  died  2 years  and  9 months  fol- 
lowing primary  irradiation  of  6,600r  (air),  fol- 
lowed by  two  courses  of  2,000r  in  air.  The  other 
patient  died  after  1 year  and  10  months,  of  recur- 
rent tumor  and  distant  metastases  following  an 
adequate  radiation  dosage  of  5,110r  to  the  tumor. 


The  question  arises,  “Might  surgical  treatment 
have  been  effective  in  these  cases?" 

DISCUSSION 

When  the  anatomical  limits  of  laryngeal  carci- 
noma are  understood  by  all  concerned,  disagree- 
ments over  treatment  policy  are  often  avoided.  It 
is  generally  agreed  that  radiation  therapy  is  most 
useful  in  supraglottic  lesions,  and  that  surgical 
treatment  is  to  be  preferred  in  subglottic  lesions. 
The  usual  area  of  controversy  concerns  glottic 
lesions.  The  basic  problem  is  to  weigh  the  value 
of  voice  preservation  against  that  of  survival. 

In  our  series,  the  following  treatment  policy  has 
evolved: 

Stage  I — Results  of  radiotherapy  are  good,  and 
desirability  of  voice  preservation  favors 
radiotherapy  over  surgery. 

Stage  II  — Although  the  results  of  radiotherapy 
were  good  in  this  series,  there  were 
two  deaths  following  adequate  radia- 
tion dosage.  Surgery  might  have  been 
life-saving  in  these  cases.  Patients  treat- 
ed by  radiation  should  be  followed 
closely  during  treatment.  If  regression 
and  complete  disappearance  of  the  le- 
sions do  not  occur  within  2-4  weeks  after 
the  end  of  treatment,  laryngectomy 
should  be  performed.  There  should  be 
a close  follow-up  at  three-month  inter- 
vals during  the  first  year,  with  laryn- 
gectomy indicated  at  the  first  sign  of 
recurrence. 

Stage  III — Surgical  treatment  should  be  under- 
taken whenever  feasible,  with  com- 
bined radiation  and  surgery  to  sec- 
ondary areas. 

Stage  IV — Radiotherapy  to  the  primary  lesions, 
and  radiotherapy  or  surgery  to  sec- 
ondary lesions,  are  indicated. 

SUMMARY 

1.  The  anatomical  considerations  of  carcinoma 
of  the  endolarynx  have  been  reviewed. 

2.  Classification  and  staging  of  these  lesions  have 
been  discussed,  and  a simplified  outline  has  been 
offered. 

3.  A series  of  49  cases  of  carcinoma  of  the  en- 
dolarynx has  been  presented,  with  an  analysis  of 
the  results  of  treatment. 

4.  A policy  of  treatment  has  been  recommended. 
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A Comparison  Between  Undesirable  Reactions 


To  Extracted  Pertussis  Antigen  and  to 
Whole-Cell  Antigen  in  D.P.T.  Combinations 


JULIUS  S.  CONNER,  M.D.,  and 
JAMES  F.  SPEERS,  M.D.,  M.P.H. 
Des  Moines 


From  its  inception,  the  use  of  D.P.T.  has  been  as- 
sociated with  a high  percentage  of  undesirable  re- 
actions, ranging  from  very  mild  to  fatal.  Table  1 
reviews  the  various  types  of  reactions  to  D.P.T. 
reported  in  the  literature,1’  2’  3 

The  great  majority  of  the  local  and  systemic 
reactions  are  immediate,  having  their  onsets  after 
injection  and  terminating  within  48  to  72  hours. 
Allergic  manifestations  may  be  immediate  or  de- 
layed. Rarely,  local  and  systemic  reactions  have 
produced  permanent  sequelae.  Subcutaneous  fat 
necrosis  (also  called  draining  cyst  or  sterile  ab- 
scess) which  may  occur  at  the  site  of  the  injection 
is  usually  non-tender  after  a few  days,  but  may  re- 

Dr.  Conner  and  Dr.  Speers  are  assistant  director  and  direc- 
tor, respectively,  of  the  Des  Moines-Polk  County  Health  De- 
partment. 

TABLE  I12’3 
REACTIONS  TO  D.P.T. 

Local: 

Inflammation  (heat,  redness,  swelling,  pain,  tenderness) 
Draining  cysts  (sterile  abscesses,  fat  necrosis) 

Systemic: 

Irritability 

Anorexia  or  vomiting 
Fever  or  febrile  convulsions 
Lethargy  or  malaise 
Allergic: 

Skin  (rash,  eczema,  etc.) 

Respiratory  (rhinitis,  asthma,  etc.) 

Anaphylactic 
Central  Nervous  System: 

Encephalitis  without  sequelae 

Encephalitis  with  sequelae  (mental  retardation,  behavior 
disorder,  cerebral  palsy,  etc.) 

Provocation  of  Paralytic  Poliomyelitis 


main  palpable  for  several  weeks.3  Upon  resolving, 
the  necrotic  area  may  cause  a dimpling  of  the  skin 
that  is  usually  transient.  Rarely,  the  liquifaction 
may  require  incision  and  drainage.  A more  severe 
sequela  has  been  noted  after  the  administration 
of  D.P.T.  to  susceptibles  during  the  polio  season. 
It  has  been  known  to  provoke  paralytic  poliomye- 
litis, with  paralysis  occurring  in  the  injected  limb.1 
Fortunately  the  most  serious  reaction,  encepha- 
lopathy, is  extremely  rare.  Only  100  such  cases 
have  been  reported  in  the  world’s  literature  in  the 
past  25  years.1 

The  factors  involved  or  believed  to  be  involved 
in  the  production  of  these  reactions  are  numerous. 
In  general  they  can  be  divided  into  three  cate- 
gories. 

1.  Vaccine  composition:  Reactions,  particularly 
systemic  ones,  are  increased  if  antigens  have  been 
prepared  from  bacteria  or  toxins  produced  from 
culture  media  utilizing  blood  products.  They  are 
also  augmented  by  an  increase  in  number  of  bac- 
teria or  amount  of  toxoid  injected  into  the  patient. 
Although  the  use  of  aluminum  potassium  sulfate 
(alum)  as  an  adjuvant  reduces  the  number  of 
pertussis  organisms  required,  it  also  creates  a 
large  proportion  of  reactions  and  perhaps  provokes 
poliomyelitis.1 

2.  Vaccine  administration:  Vaccines  containing 
alum  tend  to  produce  increased  local  reactions 
when  injected  into  subcutaneous  tissue.  The  re- 
action is  of  an  inflammatory  type,  and  is  not  often 
seen  with  deep  intramuscular  injections.1’  3 

3.  Individual  idiosyncracies:  The  individual  char- 
acteristics which  predispose  people  to  these  re- 
actions are  numerous.  The  best  understood  ex- 
ample of  this  is  the  allergic  reaction  of  some  in- 
dividuals to  protein  material  in  the  vaccine.  Ef- 
fects on  the  thermoregulatory  mechanism  or  au- 
tonomic nervous  system  may  also  be  involved,  as 
well  as  local  tissue  changes,  because  of  the  pres- 
ence of  a foreign  substance. 

EXTRACTED  PERTUSSIS  ANTIGEN 

Extracted  pertussis  antigen  was  developed  10 
years  ago.4, 5 Clinical  studies  performed  in  the 
last  three  years  have  indicated  that  it  has  a po- 


340 


Vol.  LI II,  No.  6 


Journal  of  Iowa  Medical  Society 


341 


tency  equal  to  that  of  the  whole-cell  vaccine,  and 
with  decreased  local  and  systemic  reactions.  The 
antigen  is  removed  from  the  bacterial  cell,  and  the 
cellular  debris  is  discarded.  The  agglutinating  an- 
tibody titer,  as  measured  by  standard  mouse  po- 
tency tests,  has  converted  to  a positive  result  in 
90  per  cent  of  infants  given  extracted  pertussis 
antigen,  as  compared  to  85  per  cent  given  whole- 
cell vaccine.4  Large  scale  clinical  trials  have  not 
as  yet  been  done.  Weihl  noted  only  two  patients 
developing  pertussis  during  an  epidemic  in  which 
1,248  patients  were  exposed  two  years  after  receiv- 
ing extracted  pertussis  antigen.5 

In  a clinical  study,  Weihl,  Riley  and  Lapin  com- 
pared D.P.T.  containing  extracted  pertussis  an- 
tigen with  one  containing  whole-cell  antigen  with 
respect  to  the  incidence  and  severity  of  local  and 
systemic  reactions.  Febrile  reactions,  as  determined 
by  rectal  temperature  measurements,  occurred  in 
11  per  cent  of  patients  who  had  received  the  re- 
fined vaccine,  as  opposed  to  51  per  cent  of  those 
who  had  been  given  the  whole-cell  vaccine.4  Local 
reactions  were  also  milder  with  the  newer  vaccine. 

PURPOSE  OF  THE  DES  MOINES  STUDY 

Extracted  pertussis  antigen  has  been  described 
above  as  a purer  and  slightly  more  potent  vaccine, 
with  considerably  fewer  reactions  than  the  whole- 
cell vaccine  to  which  it  was  compared.  The  moder- 
ate decrease  in  reactions  would  be  of  considerable 
advantage  to  us  in  advocating  the  infant-immuni- 
zation program  to  parents  during  well-child  con- 
ferences. 

The  purpose  of  our  study  was  to  compare  the 
extracted  pertussis  antigen  with  the  whole-cell  vac- 
cine we  are  currently  using,  in  an  actual  practice 
situation,  as  regards  the  frequency  and  severity  of 
local  and  systemic  reactions. 

METHOD 

The  study  population  consisted  of  370  infants  and 
children  two  months  to  five  years  of  age,  who  at- 
tended 20  well-child  conferences  scattered  through- 
out Polk  County,  Iowa.  All  children  requiring 
D.P.T.,  whether  the  initial  series  or  boosters,  were 
included  in  the  study. 

The  entire  investigation  was  conducted  by  the 
double  blind  method.  Neither  clinic  officials  nor 
parents  knew  which  vaccine  had  been  given.  The 
vaccine  vials  were  labelled  with  the  designation 
“D.P.T.”  followed  by  different  three-digit  code 
numbers.  The  vaccines  used  were  D.P.T.  with  ex- 
tracted pertussis  antigen,*  and  two  whole-cell  an- 
tigen D.P.T.  combinations.**  The  compositions  of 
these  vaccines  are  shown  in  Table  2.  Each  vial  was 
shaken  thoroughly  just  prior  to  use,  in  order  to 
assure  an  even  distribution  of  the  material.  After 
the  proper  amount  had  been  withdrawn  from  the 

* Tri-Solgen,  Eli  Lilly  & Company. 

**  Infagen,  Pitman-Moore  Company,  and  D.P.T.,  The  Na- 
tional Drug  Company. 


vial,  a fresh  needle  was  employed  for  the  deep  in- 
tramuscular injection.  All  subsequent  injections 
were  made  at  separate  sites. 


TABLE  25'  7 

VACCINE  COMPOSITIONS 

(per  total  immunizing  dose) 


Ext 

D.P.T. 

racted 

D.P.T. 

Whole-Cell 

D.P.T. 

Whole-Cell 

Diphtheria  Toxoid  ( Lf.  units) 

50 

19.9 

30 

Tetanus  Toxoid  ( Lf.  units) 

. 15 

15 

16 

Pertussis  Content 

( N.I.H.  units)  

. 12 

12 

12 

Whole  Bacteria  Cells  . 

No 

Yes 

Yes 

Extracted  Antigen 

Yes 

No 

No 

Potassium  Alum  (mg.) 

10.6 

7.5 

15 

Thimerosal  1 : 1 0,000 

Yes 

Yes 

Yes 

( Preservative ) 

Bloodless  Culture  Media 

Yes 

Yes 

Yes 

The  follow-up  was  conducted  by  one  of  the 
authors,  as  well  as  by  several  public  health  nurses. 
Each  recorder  got  in  touch  with  the  parents  by 
phone  or  home  visit  as  soon  as  possible  after  a 72- 
hour  waiting  period.  In  a few  cases,  the  parents 
couldn’t  be  reached  for  a week  or  two  after  the  in- 
jection was  given.  In  each  case,  a uniform  data 
card  was  used,  listing  the  reactions  to  D.P.T.  as 
shown  in  Table  1.  The  parents  were  allowed  to 
describe  any  reaction  before  the  check  list  was 
read  to  them. 

RESULTS 

Local,  systemic  and  allergic  reactions  were  ob- 
served. None  of  these  were  severe  or  required  pro- 
fessional help  in  management.  The  amount  of 
fever  in  most  cases  was  not  measured  by  ther- 
mometer. No  febrile  convulsions  occurred.  Central 
nervous  system  complications  are  extremely  rare 
and  were  not  seen  in  this  study.  Vaccine  contain- 
ing extracted  pertussis  antigen  produced  signifi- 
cantly fewer  reactions  (Table  3)  of  all  types  (30.7 
per  cent)  than  did  the  whole-cell  vaccines  (43.6 
per  cent).  Since  there  were  no  significant  differ- 
ences between  the  numbers  and  types  of  reactions 


TABLE  3 

REACTIONS  OF  ALL  TYPES 


Injections  Reactions 

Per  Cent 

D.P.T. — Extracted 

150 

46 

30.7 

D.P.T.— Whole-Cell 

220 

96 

43.6 

produced  by  the  two  whole-cell  vaccines,  their  re- 
sults were  combined  in  the  tables  for  comparison 
with  those  produced  by  the  new  vaccine. 
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The  local  reactions  reported  were  those  associ- 
ated with  inflammation  and  nodule  formation  at 
the  site  of  the  injection  (Tables  4 and  5).  Ex- 
tracted pertussis  antigen  vaccine  showed  a signifi- 
cantly lower  rate  (16  per  cent)  than  did  whole-cell 
vaccines  (28.6  per  cent).  With  the  new  vaccine, 
swelling,  redness  and  tenderness  were  reported 
in  significantly  fewer  cases.  Differences  in  pain  and 
in  nodules  were  not  significant.  There  was  no  ob- 
servation or  follow-up  of  the  nodules  to  determine 
whether  draining  cysts  (sterile  abscesses)  de- 
veloped. 


TABLE  4 

LOCAL  REACTIONS 


Injections 

Reactions 

Per  Cent 

D.P.T. — Extracted 

150 

24 

16.0 

D.P.T.— Whole-Cell 

220 

63 

28.6 

TABLE  5 

TYPES  OF  LOCAL  REACTIONS 


( Per  Cent  Reporting  ) 


Red- 

Tender- 

Swelling 

ness 

ness 

Pain 

Nodule 

D.P.T. — Extracted 

. . . 4.7 

5.3 

8.0 

7.3 

1.3 

D.P.T.— Whole-Cell 

14.6 

16.7 

19.7 

10.0 

1.3 

No  significant  difference  between  the  vaccines 
was  noted  with  respect  to  systemic  or  allergic  re- 
actions (Tables  6,  7,  8).  Our  study  differs  from 
Weihl’s4  in  that  no  significant  reductions  were 
noted  in  fever  or  other  systemic  reactions.  The 
allergic  manifestations  consisted  of  rash  in  four 
instances  and  rhinitis  in  three.  It  is  possible  that 
TABLE  6 

SYSTEMIC  REACTION 


Injections 

Reactions 

Per  Cent 

D.P.T. — Extracted 

150 

37 

24.7 

D.P.T.— Whole-Cell 

220 

68 

30.9 

TABLE  7 

TYPES  OF  SYSTEMIC  REACTIONS 


( Per  Cent  Reporting  ) 


Irrita- 

Ano- 

Vom- 

Leth- 

bility 

rexia 

iting 

Fever 

argy 

D.P.T. 

— Extracted 

17.3 

2.6 

1.3 

12.6 

4.0 

D.P.T. 

— Whole-Cell 

. . 19.0 

3.1 

1.8 

15.9 

8.6 

some  of  the  rashes  were  not  vaccine-related.  This 
also  may  be  true  of  the  rhinitis  cases,  for  three  ad- 
ditional patients  were  reported  to  have  developed 
incidental  colds.  Two  patients  had  bruises  at  the 
injection  site.  Four  noted  sore  legs.  One  developed 
diarrhea,  probably  not  related  to  the  injection. 


TABLE  8 

ALLERGIC  REACTIONS 


Injections 

Reactions 

Per  Cent 

D.P.T. — Extracted 

150 

3 

2 

D.P.T.— Whole-Cell 

220 

4 

1.8 

SUMMARY 

A comparison  of  extracted  pertussis  antigen 
D.P.T.  and  whole-cell  antigen  D.P.T.  was  made  in 
an  actual  practice  situation  with  regard  to  the  in- 
cidence and  severity  of  local  and  systemic  reac- 
tions. The  study  was  conducted  in  a well-child  con- 
ference setting,  using  the  double-blind  method  of 
investigation.  A total  of  370  injections  of  the  vac- 
cines (extracted  pertussis  antigen  and  two  whole- 
cell antigen  vaccines)  in  D.P.T.  combinations  were 
given  to  unselected  infants  and  children  from  two 
months  to  five  years  of  age,  along  with  their  other 
routine  immunizations.  Each  child’s  parents  were 
interviewed  72  hours  after  the  injection  to  deter- 
mine the  type  and  severity  of  reactions,  if  any. 

Infants  and  children  receiving  the  extracted  per- 
tussis antigen  had  a significantly  lower  rate  of 
reactions  than  did  those  receiving  the  whole-cell 
antigens  (30.7  as  compared  to  43.6  per  cent).  This 
difference  was  attributed  primarily  to  a lower  rate 
of  local  reactions  (16  as  compared  to  28.6  per  cent) . 
Although  there  was  a difference  between  the  in- 
cidences of  systemic  reactions  (extracted  pertussis 
antigen  24.7  and  whole-cell  antigen  30.9  per  cent), 
it  was  a small  one  and  not  statistically  significant 
in  this  study. 
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Round  Ligament  Spasm  in  Pregnancy 


J.  G.  McCARROLL,  M.D.,  F.A.C.S.,  F.R.C.O.G. 
Fort  Dodge 

Blakely1  commented  in  1933,  “Abdominal  pain  in 
pregnancy  is  frequent  and  has  not  thoroughly 
been  studied,’’  and  in  1942  Browne2  stated,  “Fully 
80  per  cent  of  women  suffer  from  abdominal  pain 
of  greater  or  lesser  degree  during  pregnancy, 
though  its  origin  is  often  obscure  or  impossible  to 
determine  with  certainty.”  A review  of  the  litera- 
ture reveals  that  Montgomery,3  Lane-Roberts,4 
Gardner,5  Fahrny6  and  Glassman7  each  made  ref- 
erence to  the  high  incidence  of  abdominal  pain 
during  pregnancy  which  remains  of  undetermined 
origin. 

All  the  above  writers  mentioned  stretch  of  the 
round  ligament  as  a source  of  lower-abdominal 
pain  during  pregnancy,  although  Glassman  was 
the  first  to  ascribe  such  pain  to  spasm,  as  opposed 
to  mere  stretch  of  the  round  ligaments.  This  paper 
will  restrict  consideration  to  the  lower-quadrant 
pain  during  pregnancy  which  is  believed  due, 
specifically,  to  spasm  of  the  round  ligaments.  This 
is  thought  to  be  a clinical  and  diagnostic  entity, 
but  no  previous  writing  has  detailed  the  mecha- 
nism and  clinical  picture. 

Too  often  is  lower  quadrant  pain  during  preg- 
nancy ascribed  to  “squeezed”  ovary,  “stretch”  or 
“pressure”  pains.  Such  diagnostic  epithets  are  not 
worthy  of  further  consideration  and  certainly 
should  not  be  perpetuated. 

The  round  ligament  develops  from  the  caudal 
portion  of  the  mesonephric  fold  that  forms  the 
gubernaculum  ovarii.  The  gubernaculum  extends 
from  the  ovary  above  into  the  inguinal  canal  be- 
low, with  ultimate  attachment  to  the  subcuticular 
connective  tissue  of  the  labium  major.  During  its 
passage,  an  attachment  is  acquired  to  the  uterine 
cornu  on  the  same  side.  Thus,  the  suspensory  liga- 
ment of  the  ovary  (utero-ovarian  ligament)  is  the 
cephalic  end,  and  the  round  ligament  is  the  caudal 
end  of  the  original  gubernaculum. 

HISTOLOGY  AND  ANATOMY 

The  round  ligament  is  a band  of  smooth  muscle 
fibers  and  connective  tissue  continuing  from  the 


uterus.  This  band  also  contains  lymphatics,  blood 
vessels  and  nerve.  It  has  attachment  to  the  uterine 
cornu,  below  and  anterior  to  the  fallopian  tube 
passes  forward,  laterally  and  upward,  across  the 
lower  abdomen,  raising  a fold  in  the  peritoneum 
of  the  anterior  leaf  of  the  broad  ligament.  It  pen- 
etrates the  abdominal  wall  through  the  internal 
inguinal  ring,  and  there  is  then  a hairpin  bend 
medially  down  the  inguinal  canal  to  end  in  the 
labium  major. 

Glassman  stated,  “Very  little  investigation  of  the 
physiology  of  the  round  ligament  has  been  done,” 
and  as  far  as  can  be  determined  he  was  correct. 
The  round  ligaments  provide  some  support  to  the 
uterus,  though  this  is  probably  minimal.  Their 
smooth  muscle  components  hypertrophy  some  five 
times  during  pregnancy,  and  elongate  as  the  result 
of  hypertrophy  and  stretch.  With  retroflexion-ver- 
sion of  the  uterus,  they  are  anatomically  stretched. 

MECHANISM  OF  SPASM 

As  indicated  previously,  most  writers  attribute 
much  of  the  lower-quadrant  pain  that  occurs  dur- 
ing pregnancy  to  stretch  of  the  round  ligaments. 
They  must  be  incorrect,  else  all  pregnant  women 
and  all  women  with  retroflexion-version  would 
have  lower-quadrant  pain  constantly,  and  such  is 
not  the  case. 

Blakely  noted  that  sudden  body  movements 
sometimes  cause  painful  local  cramps  in  round 
ligaments,  and  that  the  pain  is  worsened  when  the 
patient  lies  on  the  opposite  side.  Browne,  with  a 
converse  comment,  made  note  of  the  fact  that  re- 
lief from  such  pain  is  often  obtained  by  lying  on 
the  painful  side.  Glassman  added  further  informa- 
tion in  stating  that  pain  occurs  when  the  woman 
arises  from  the  sitting  position,  when  she  turns 
while  in  bed  or  when  she  coughs,  and  he  said  that 
according  to  one  patient,  it  occurred  before  and 
after  urination.  Thus  it  seems  that  pain  results 
when  one  or  both  round  ligaments  are  subjected 
to  a sudden  stretch  or  lengthening,  and  that  when 
this  stretch  or  lengthening  goes  beyond  a critical 
point,  it  results  in  spasm. 

If  one  analyzes  the  clinical  observations,  he 
finds  that  the  common  factor  causing  pain  of  round- 
ligament  origin  is  a movement  which  necessitates 
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sudden  contraction  of  the  anterior  abdominal-wall 
musculature,  one  which  results  in  a sudden  dis- 
placement of  the  uterine  corpus  to  either  side  or 
posteriorly. 

The  previously  named  writers  place  the  highest 
incidence  of  lower-quadrant  pain  variously  at  from 
six  to  30  weeks’  gestation  and  say  that  it  is  more 
common  in  multiparas  and  on  the  right  side.  At 
from  six  to  30  weeks’  gestation  in  multiparas,  the 
uterine  corpus  is  an  abdominal  organ  and  has 
some  mobility.  The  pregnant  uterus,  furthermore, 
is  rotated  slightly  to  the  right  because  the  sig- 
moid colon  passes  down  on  the  left  posterior  as- 
pect. The  right  round  ligament  therefore,  is  al- 
ways lengthened  a bit  more  than  the  left,  if  one 
considers  its  length  as  from  the  internal  inguinal 
ring  to  the  uterine  cornu.  Sudden  contraction  of 
the  anterior  abdominal  wall  will,  in  effect,  sharply 
displace  the  uterine  corpus  posteriorly,  resulting 
in  a sudden  stretch  or  lengthening  of  the  round 
ligaments,  and  thus  causing  spasm.  Any  movement 
which  may  cause  sudden  lateral  or  posterior  dis- 
placement of  the  uterus  will  have  a similar  result. 

Retroflexion-version  occasions  a lengthening  of 
the  round  ligaments  whether  the  uterus  is  preg- 
nant or  non-pregnant,  but  with  the  uterus  deep  in 
the  pelvis  and  the  anterior  aspect  facing  upward, 
any  sudden  increase  in  intra-abdominal  pressure 
is  transmitted  to  the  anterior  aspect  of  the  uterus, 
with  a consequent  sudden  further  lengthening  of 
the  round  ligament,  and  occasionally  with  spasm 
and  pain.  Due  to  the  mass  of  the  uterus,  a patient’s 
suddenly  sitting  down  on  a solid  surface  will  pro- 
duce a similar  effect  and  result  in  pain.  The  same 
mechanism  applies  in  the  occasional  case  of  utero- 
vaginal prolapse,  when  there  is  a sudden  increase 
in  intra-abdominal  pressure,  with  descent  of  the 
uterus  and  resulting  round-ligament  stretch,  spasm 
and  pain. 

CLINICAL  PICTURE 

With  the  preceding  information,  one  can  develop 
the  clinical  picture  of  round-ligament  spasm.  The 
picture  is  that  of  a woman,  usually  six  to  30  weeks 
pregnant,  who  presents  with  a history  of  intermit- 
tent, moderately  severe  pain  in  one  or  the  other 
lower  quadrant.  The  pain  is  always  of  sudden  on- 
set and  crampy,  and  it  frequently  causes  the  pa- 
tient to  double  over.  If  there  be  radiation,  it  is  to 
the  mid-inguinal  region  and  down  toward  the 
symphysis.  The  duration  of  the  initial  cramp  will 
have  been  two  to  three  minutes,  with  a persistence 
of  soreness  or  aching  for  periods  of  time  varying 
from  two  or  three  hours  to  two  days.  There  is  no 
vomiting,  and  rarely  is  nausea  present. 

Close  questioning  may  be  required  to  determine 
what  precipitated  the  initial  pain.  Usually,  one 
finds  that  the  immediate  precipitating  factor  was 
getting  up  from  a deep  chair,  turning  over  in  bed, 
a cough,  a sneeze,  or  a sudden  change  in  direc- 
tion or  speed  of  walking.  Ofttimes  one  is  told, 
“The  pain  came  on  when  I was  sitting  in  a chair,” 
or  “It  awakened  me  from  sleep.”  In  such  circum- 
stances it  is  fairly  obvious  that  the  patient  has 


neglected  to  mention  that  a sudden  movement  or 
roll-over  in  bed  was  involved,  or  that  she  has 
failed  to  recognize  the  cause-and-effect  relation- 
ship. A request  for  observation  of  subsequent  at- 
tacks will  usually  reveal  that  a sudden  movement, 
with  an  increase  of  anterior  abdominal-wall  ten- 
sion, immediately  precedes  the  pain. 

Examination  reveals  the  temperature,  pulse  and 
respiration  to  be  normal.  There  is  tenderness  over 
the  internal  ring  in  most  cases,  and  if  the  preg- 
nancy is  beyond  12  to  14  weeks,  the  round  liga- 
ment is  usually  palpable  as  a thick  cord  at  its  cor- 
nual insertion.  Invariably,  pressure  at  the  uterine 
cornu  with  displacement  to  the  opposite  side  will 
duplicate  the  pain  of  which  complaint  has  been 
made.  If  the  pain  is  present  at  time  of  examina- 
tion, the  spastic  round  ligament  is  palpable,  and 
posturing  the  patient  on  the  affected  side  affords 
relief. 

In  the  non-pregnant  with  similar  history,  exam- 
ination reveals  a uterus  in  retroflexion-version  or 
a degree  of  utero-vaginal  prolapse.  Displacement 
to  the  opposite  side  in  the  case  of  retroflexion- 
version,  or  traction  on  the  cervix  and  an  increase 
in  downward  displacement  in  the  case  of  prolapse, 
will  duplicate  the  pain.  A pessary  to  correct  the 
retrodisplacement  or  prolapse  will  prevent  recur- 
rence. 

The  absence  of  other  physical  signs  and  the  nor- 
malcy of  laboratory  findings  will  rule  out  an  in- 
fective process  as  the  basis  for  the  pain. 

TREATMENT 

Once  diagnosis  has  been  established,  an  explana- 
tion of  the  mechanism  and  advice  about  avoiding 
the  movements  which  precipitate  pain  are  usually 
all  that  is  required.  If  active  treatment  is  desired, 
one  of  the  several  available  antispasmodics  may 
be  used  on  a b.i.d.  or  t.i.d.  basis. 

SUMMARY 

Spasm  of  the  round  ligaments  is  a common 
cause  of  lower-quadrant  pain  during  pregnancy.  It 
occurs  more  commonly  between  six  and  30  weeks, 
and  invariably  follows  a movement  or  activity  that 
necessitates  contraction  of  the  anterior  abdominal- 
wall  musculature. 

The  mechanism  has  been  indicated,  and  the 
clinical  picture  detailed. 
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Hearing-Screening  Procedures 
In  the  Public  Schools 


JOSEPH  WOLVEK,  M.S. 
Des  Moines 


Much  has  been  written  in  educational  literature 
during  the  last  10  years  concerning  research  anal- 
ysis of  hearing-screening  procedures.  These  anal- 
yses used  comparatively  small  populations  of  school 
children,  usually  just  large  enough  to  be  statis- 
tically valid,  and  nearly  all  of  this  research  cen- 
tered upon  the  screening  method — i.e.,  the  num- 
ber of  hearing  handicapped  children  that  are  like- 
ly to  be  discovered;  the  number  of  hearing  hand- 
icapped children  that  probably  will  remain  undis- 
covered; and  the  number  of  normal  children  that 
will  be  falsely  suspected  of  having  hearing  dif- 
ficulties on  the  basis  of  the  various  methods  that 
were  employed.  This  type  of  research  has  provided 
hearing  clinicians  in  the  public  schools  with  data 
on  the  preferability  of  the  methods  that  have  been 
analyzed. 

Unfortunately,  these  studies  were  performed 
under  circumstances  that  approached  the  ideal — 
circumstances  that  hearing  clinicians  seldom  en- 
counter. In  actual  practice,  one  can  expect  the 
results  to  be  affected  by  the  pressures  of  screening 
schedules,  by  variations  among  the  populations 
to  be  served,  by  the  facilities  available  for  the 
screening  procedures,  by  the  extent  of  cooperation 
obtainable  from  local  school  administrators,  by  the 
size  of  professionally  trained  screening  staffs,  and 
by  the  time  available  for  the  performance  of 
screening  services.  It  matters  little  what  the  degree 
of  validity  a screening  method  is  said  to  have,  if  it 
can’t  be  used  efficiently  in  a given  situation. 

Because  it  is  important  to  emphasize  the  concept 
of  applicability  with  reference  to  need,  what  fol- 
lows in  this  paper  is  prefaced  with  an  excerpt 
from  the  text  entitled  audiology  by  Hayes  A. 
Newby1: 

“In  recent  years,  the  public  schools  have  been  as- 
suming an  increased  responsibility  for  discovering 
cases  of  hearing  impairment  in  school  children. 
Hearing-conservation  programs  are  becoming  as 
much  a part  of  school  health  examinations  as 
measurements  of  height  and  weight  and  tests  of 

Mr.  Wolvek  is  the  consultant,  in  hearing  conservation  serv- 
ices, in  the  Division  of  Special  Education,  of  the  Iowa  State 
Department  of  Public  Instruction. 


visual  acuity.  In  California,  for  example,  the  leg- 
islature has  made  it  mandatory  for  all  school  dis- 
tricts to  test  the  hearing  of  all  their  pupils.  It  was 
not  specified  how  frequently  the  hearing  of  each 
pupil  should  be  tested.  Ideally,  every  pupil  should 
be  tested  every  year,  but  few  districts  can  afford 
the  personnel  and  equipment  required  to  conduct 
yearly  examinations  of  all  pupils.  The  usual  prac- 
tice, therefore,  is  to  conduct  routine  tests  of  every 
child  every  third  year.  For  instance,  tests  may  be 
scheduled  for  the  first,  fourth,  seventh,  and  tenth 
grades  each  year.  In  addition,  usually  provision  is 
made  for  conducting  tests  on  any  child  referred 
by  individual  teachers  regardless  of  which  grade 
he  is  in.  Children  transferring  into  the  district 
are  also  tested  at  the  time  of  transfer. 

“Larger  school  districts  operate  their  own  hear- 
ing-conservation programs.  Smaller  schools  may 
contract  for  hearing  testing  services  through  the 
county  superintendent’s  office.  Some  hearing-con- 
servation programs  have  audiometrists  whose  sole 
responsibility  is  to  conduct  hearing  tests  through- 
out the  year.  Other  programs  make  use  of  school 
nurses,  who  of  course  have  other  responsibilities 
than  the  testing  of  hearing.  There  is  a trend  today 
for  larger  school  districts  to  employ  an  audiologist, 
whose  responsibility  it  is  to  supervise  the  hearing- 
conservation  program,  including  the  medical  and 
educational  follow-up  of  all  children  discovered  to 
have  impaired  hearing. 

“The  purposes  of  a school  hearing-conservation 
program  are  to  reduce  to  the  absolute  minimum 
the  number  of  children  with  permanently  im- 
paired hearing,  and  to  provide  for  the  special  ed- 
ucational needs  of  children  whose  hearing  cannot 
be  restored  to  normal  limits  through  medical  or 
surgical  treatment.  Since  discovery  of  children 
with  hearing  losses  is  prerequisite  to  providing 
for  their  needs,  the  testing  program  is  at  the 
heart  of  hearing  conservation.  The  success  of  a 
hearing-conservation  program  can  be  measured  by 
the  statistics  developed  in  yearly  testing.  It  is 
usually  true  that,  in  the  first  two  or  three  years 
of  a hearing-conservation  program,  testing  may 
lead  to  the  classification  of  as  many  as  10  per  cent. 
In  any  school  system,  the  greatest  number  of  med- 
ically significant  hearing  losses  will  be  discovered 
in  the  primary  grades  for  the  simple  reason  that 
very  young  children  have  a higher  incidence  of 
upper  respiratory  infections  and  of  tonsil  and  ad- 
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enoid  problems.  Because  these  conditions  usually 
respond  to  proper  medical  treatment,  it  is  impor- 
tant that  they  be  discovered  as  soon  as  they  be- 
come evident.  In  its  early  years,  therefore,  a hear- 
ing-conservation program  should  concentrate  on 
the  primary  grades.  The  discovery  and  treatment 
of  conditions  producing  hearing  loss  in  the  primary 
grades  will  have  the  result  of  reducing  the  number 
of  hearing  losses  in  the  higher  elementary  grades 
and  in  junior  and  senior  high  school.” 

Hearing  testing  of  school  children  may  be  di- 
vided into  two  types.  The  first,  termed  “screening,” 
is  a survey  of  large  (ideally  total)  school  popula- 
tions each  year.  The  purpose  of  the  screening 
evaluation  is  to  distinguish  those  children  who 
have  hearing  within  normal  limits  of  acuity  from 
those  whose  hearing  acuity  is  not  within  normal 
limits.  The  latter  group  are  then  referred  for  more 
complete  hearing  evaluations. 

The  second  type  of  hearing  evaluation  is  at 
times  referred  to  as  an  “individual  pure-tone  thres- 
hold test,”  a “refined  hearing  test,”  or  a “recheck.” 
This  test  is  given  to  children  who,  after  screening, 
have  been  selected  for  a more  complete  evalua- 
tion, to  those  who  have  been  referred  by  a teacher, 
nurse,  or  physician  because  of  a suspected  hearing 
loss,  and  to  those  with  histories  of  previous  hear- 
ing loss. 

Because  relatively  few  children  are  tested  by 
this  second  type  of  hearing  test,  and  because  staff, 
equipment,  procedures,  and  time  allotted  to  per- 
form this  type  of  hearing  evaluation  are  usually 
adequate,  this  paper  concerns  itself  only  with  the 
screening  type  of  hearing  evaluation  and  its  ap- 
plicability in  the  public  school  situation. 

As  has  been  stated  before,  the  goal  of  a good 
hearing  screening  program  is  to  discover  all  school 
children  who  have  any  degree  of  hearing  loss,  so 
that  they  may  be  referred  for  more  complete  hear- 
ing evaluations,  and  subsequently  for  medical  and 
special  education  attention,  if  warranted. 

Given  a total  school  population  in  need  of  an- 
nual hearing  evaluation,  and  given  limited  staff, 
equipment  and  time  for  the  performance  of  this 
service,  what  screening  procedure  or  procedures 
can  best  be  utilized?  The  type  of  screening  should 
be  selected  on  the  basis  of  two  equally  important 
factors — validity  and  applicability. 

PHONOGRAPH  TECHNIC 

Let  us  apply  these  criteria  to  the  types  of  screen- 
ing procedures  that  were  used  in  the  past  and  to 
those  now  in  use.  Among  the  first  attempts  at  an 
objective  evaluation  of  hearing  acuity  for  large 
populations  of  school  children  was  the  phonograph 
group-screening  method.  It  screened  30  children 
at  one  time.  A recording  of  either  a man’s  or  a 
woman’s  voice  calling  off  lists  of  two-digit  num- 
bers at  a progressively  descending  level  of  loud- 
ness was  used  to  determine  the  hearing  acuity  of 


each  child  screened.  The  children  screened  would 
record  the  numbers  they  heard  on  a hearing-test 
form.  The  tester  would  then  analyze  these  forms 
to  determine  the  level  of  loudness  at  which  each 
child  failed  to  respond  correctly  to  the  screening 
stimuli. 

First,  let  us  examine  this  method  of  screening, 
with  respect  to  validity.  For  a screening  test  to  be 
valid,  it  must  select  those  children  whose  hearing 
is  not  within  normal  limits  of  acuity  from  those 
whose  hearing  acuity  is  within  normal  limits.  The 
phonograph  group  method  at  times  failed  to  do 
this  for  a number  of  reasons.  Some  are  as  follows: 
(1)  After  the  recordings  had  been  played  a num- 
ber of  times,  surface  noise  from  worn  phonograph 
records  masked  out  the  stimuli  presented  as  they 
approached  the  threshold  of  normal  acuity.  (2)  If 
the  two-digit  numbers  presented  to  the  children 
were  spoken  by  a male  voice,  which  is  character- 
istically a half  to  a full  octave  lower  in  pitch  than 
the  female  voice,  there  was  a danger  of  allowing 
a child  with  a discrete  high-tone  hearing  loss  to 
pass  the  evaluation.  (3)  If  the  two-digit  numbers 
presented  to  the  children  were  spoken  by  a female 
voice,  the  danger  existed  that  surface  noise  would 
more  easily  mask  out  the  auditory  stimuli  and  ex- 
cessively screen  out  children  whose  hearing  was 
within  normal  limits.  (4)  Children  with  average 
or  better  intelligence  could  quickly  identify  the 
numbers  presented  (with  the  exception  of  5 and 
9)  by  their  vowel  components.  Thus,  the  danger 
existed  that  a child  with  a high-tone  hearing  loss 
would  be  identified  by  this  type  of  hearing  evalua- 
tion as  having  normal  hearing. 

What  about  the  applicability  of  this  screening 
method  in  the  public  school  situation?  (1)  The 
equipment  was  bulky  and  heavy,  making  trans- 
portation from  school  to  school  difficult.  At  least  a 
half  hour  was  needed  to  set  it  up  for  testing, 
and  very  little  less  time  to  repack  it.  (2)  A room 
in  which  to  screen  the  hearing  of  30  children  at 
one  time  had  of  necessity  to  be  a large  one.  (3)  If 
proper  screening  levels  were  to  be  maintained,  the 
recordings  had  to  be  replaced  as  soon  as  the  sur- 
face noise  began  significantly  to  affect  the  valid- 
ity. This  appreciably  increased  the  cost  of  this 
type  of  screening  method.  (4)  Once  the  phono- 
graph recording  was  started  in  the  screening  situa- 
tion, it  could  not  easily  be  stopped  and  restarted 
in  case  noises  or  other  distractions  from  within  or 
from  outside  interfered  temporarily  with  the  test. 
(5)  The  response  of  the  child  being  screened  was 
by  paper  and  pencil  and  thus  children  in  grades 
below  the  third  grade  could  not  validly  be  screened 
because  of  their  lesser  dexterity  and  familiarity 
with  such  implements.  It  is  very  likely  that  the 
weaknesses  of  validity  and  applicability  just  men- 
tioned contributed  to  the  general  abandonment  of 
this  method  of  screening  the  hearing  of  children  in 
the  public  schools. 
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PURE-TONE  AUDIOMETER 
INDIVIDUAL  SWEEP-CHECK  TECHNICS 

Another  method  of  performing  hearing  screen- 
ing came  into  use  with  the  general  acceptance  of 
the  pure-tone  audiometer.  This  is  an  electrical  ap- 
paratus which  is  capable  of  producing  the  major 
sound  frequencies  that  comprise  the  audible  speech 
range,  in  standardized  units  of  calibrated  loudness. 
It  is  with  this  apparatus  that  an  individual  pure- 
tone  threshold  hearing  test  can  be  administered. 
With  an  alteration  in  the  procedure  of  the  test,  the 
audiometer  can  also  be  used  to  screen  the  hearing 
ability  of  an  individual.  This  screening  procedure 
is  at  times  referred  to  as  an  “individual  sweep 
screening  evaluation,”  and  at  times  it  is  referred 
to  simply  as  a “sweep-check.” 

Much  of  what  we  read  in  the  literature  points  to 
this  individual  method  as  the  most  valid  type  of 
hearing-screening  evaluation  that  is  possible.  How- 
ever, because  of  the  time  it  takes  to  administer  it  at 
the  level  of  validity  of  which  it  is  capable,  con- 
siderably fewer  children  can  be  screened  in  a 
given  time  than  by  a group-screening  method.1-  2-  3 
From  my  personal  experience  with  this  method 
and  from  my  observation  of  its  administration  by 
others,  I very  much  agree  with  Dr.  Newby  and 
other  leading  authorities  in  the  field  that  it  is  im- 
possible validly  to  screen  the  hearing  ability  in 
both  of  a child’s  ears  in  less  than  two  minutes.1 
Therefore,  if  one  is  to  use  an  individual  sweep 
screening  evaluation  properly,  he  can  expect  to 
test  no  more  than  30  children  per  uninterrupted 
hour. 

Minimally-trained  hearing  conservationists,  using 
this  sweep-check  method  in  a public  school  situa- 
tion, have  the  tendency — an  ill-advised  one — to 
shorten  the  administration  time  so  as  to  test  a 
larger  number  of  children  within  the  limited  time 
at  their  disposal.  Within  the  past  years,  while  con- 
ducting hearing-screening  workshops  throughout 
the  state,  I have  observed  many  of  them  modifying 
the  individual  sweep-check  screening  procedure  in 
almost  as  many  different  ways  as  there  were  peo- 
ple performing  the  test.  By  so  doing,  as  was  dem- 
onstrated upon  re-test,  they  seriously  affected  the 
validity  of  the  findings. 

Following  are  some  of  the  most  common  ways 
in  which  I saw  the  findings  of  the  individual  sweep 
screening  evaluation  invalidated:  (1)  The  prin- 

cipal error  seemed  to  be  the  placing  of  undue  em- 
phasis upon  increasing  the  numbers  of  children 
screened  with  this  method.  The  personnel  ap- 
parently held  the  erroneous  belief  that  the  hear- 
ing of  both  of  a child’s  ears  could  be  validly  eval- 
uated in  no  more  than  30  seconds,  on  the  average. 

(2)  The  child  was  asked  to  hand-hold  one  au- 
diometer earphone  to  the  ear  under  evaluation, 
while  the  other  ear  remained  exposed  to  ambient 
room  noise.  This  procedure  seems  to  ignore  the 
fact  that  factory  calibration  levels  established  for 


that  earphone  have  been  determined  by  measure- 
ment of  electrical  input  to  the  earphone  with  the 
earphone  coupled  to  a standard  9-A  coupler.4 
(These  calibration  standards  are  presently  under 
study  for  possible  revision.)  Thus,  if  an  audi- 
ometer has  been  calibrated  in  five-decibel  steps, 
allowing  for  an  actual  interval  of  3.5  to  6.5  dec- 
ibels, and  if  screening  is  performed  at  15  decibels, 
an  ambient  room  noise  level  of  25  to  30  decibels 
impinging  upon  the  patent  ear  can  mask  out  fre- 
quencies presented  at  the  screening  level.  This 
usually  results  in  screening  out  many  children 
whose  hearing  acuity  lies  within  normal  limits, 
because  rooms  used  for  public  school  screening  in 
Iowa  rarely  have  less  than  a 50  to  a 55  decibel 
ambient  noise  level,  as  measured  in  a recent  in- 
formal survey  with  a sound  survey  meter.* 

(3)  At  times,  children  were  allowed  to  hand- 
hold both  of  the  earphones  to  the  ear.  However, 
whether  one  or  two  earphones  were  used,  by  al- 
lowing children  to  hand-hold  the  earphones,  the 
standardized  pressure  (400  grams)4  used  by  the 
manufacturer  in  calibrating  the  coupling  devices 
was  not  simulated.  At  times,  this  introduced  the 
effect  of  standing  waves  in  the  higher  frequencies 
(when  8,000  cycles  per  second  was  used),  and  a 
muscle  tremor  due  to  fatigue  at  times  introduced 
a masking  effect,  especially  with  the  younger  chil- 
dren. The  leading  audiometer  manufacturers  rec- 
ommend the  use  of  the  double  headband  which 
accompanies  the  audiometer  earphones,  and  they 
direct  that  it  be  positioned  properly  on  the  head 
of  the  child  under  evaluation  in  order  to  approx- 
imate the  correct  pressure  of  earphone  to  ear. 

(4)  At  times,  inappropriate  sound  frequencies 
were  selected  to  evaluate  the  medical  aspects  of 
hearing  loss.  Some  screening  procedures  included 
8,000  cycles  per  second,  and  children  with  normal 
hearing  were  unnecessarily  screened  out,  since  in 
children  in  the  elementary  grade  age  group5  stand- 
ing waves  introduced  at  that  frequency  were  com- 
pounded by  the  resonance  factors  of  the  varying 
shapes  of  external  ear  canals.7 

(5)  At  times,  3,000  and  4,000  cycles  per  sec- 
ond were  omitted  from  the  screening  frequencies 
selected,  thus  preventing  the  discovery  of  children 
who  very  definitely  may  have  had  hearing  losses 
of  medical  significance.  With  unselected  popula- 
tions of  at  least  150  children  evenly  distributed 
throughout  the  elementary  grade  range,  it  was 
repeatedly  demonstrated  that  if  3,000  and  6,000 
cycles  per  second  had  been  omitted,  from  20  to  25 
per  cent  of  the  number  of  children  screened  out 
would  not  have  been  discovered  because  of  the 
discrete  hearing  losses  that  existed  at  one  or  both 
of  these  frequencies. 

Lest  I give  the  impression  that  the  individual 
sweep-check  method  of  screening  is  not  a proper 

* Equipment  used  in  the  survey : Sound  Survey  Meter,  type 
155-A,  manufactured  by  General  Radio  Company,  Cambridge, 
Massachusetts. 
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hearing  evaluation  for  use  with  public  school  chil- 
dren, let  me  emphasize  that  the  individual  sweep- 
check  should  be  given  first  consideration  wherever 
the  total  school  population  is  not  too  large  and 
wherever  the  staff,  equipment  and  screening  time 
are  sufficient  to  permit  an  annual  evaluation  for 
each  child  in  need  of  one.  However,  when  comput- 
ing school  population  need  and  staff,  equipment 
and  screening  time  available,  one  should  remem- 
ber that  more  than  30  children  per  hour  cannot 
be  evaluated  by  one  tester  without  a serious  loss 
of  test  validity. 

GROUP  PURE-TONE  TECHNICS 

Because  of  the  limitations  of  applicability  of 
the  individual  sweep-check  with  respect  to  the 
large  numbers  of  children  in  need  of  an  annual 
hearing  evaluation  and  the  small  staffs  available 
to  perform  this  service,  it  was  recognized  early 
that  there  was  a need  for  a valid  group-screening 
technic  that  could  be  extended  to  total  popula- 
tions of  school  children  by  existing  staffs.  In  an- 
swer to  this  need,  Dr.  Phillip  W.  Johnston,  head 
of  the  Child  Growth  and  Development  Section  of 
the  Division  of  Maternal  and  Child  Health  Serv- 
ices of  the  Massachusetts  Department  of  Public 
Health,  developed  the  Massachusetts  Pure-Tone 
Group  Screening  evaluation  method. 

This  method  utilized  40  earphones  activated  by 
an  audiometer.  Three  puretone  speech  frequencies 
were  presented  to  the  children  being  evaluated. 
Following  instructions  from  the  evaluator,  the 
children  were  directed  to  indicate  on  a hearing- 
test  form  whether  or  not  they  heard  a puretone 
presented  or  not  presented  by  the  evaluator  when 
given  the  signal  to  do  so.  After  evaluating  both 
ears  of  the  children  being  screened,  the  evaluator 
would  then  score  each  test  form  by  counting  the 
negative  answers  given  and  comparing  it  to  the 
pattern  of  signals  he  had  presented. 

With  respect  to  validity,  the  one  major  draw- 
back of  this  method  of  screening  is  that  it  is  based 
upon  the  assumption  that  all  children  with  med- 
ically significant  hearing  losses,  as  well  as  educa- 
tionally-handicapping hearing  losses,  can  be  dis- 
covered by  discrete  evaluation  at  three  frequen- 
cies. The  validities  of  screening  methods  based 
upon  a two-  or  three-frequency  presentation  have 
received  much  critical  attention  in  the  profes- 
sional literature  in  recent  years.6  Where  such 
methods  have  been  advocated,  it  is  my  impres- 
sion that  undue  emphasis  has  been  placed  upon 
applicability,  in  terms  of  numbers  of  children  who 
can  be  “processed,”  at  the  sacrifice  of  validity,  in 
terms  of  allowing  children  with  medically-signif- 
icant  hearing  losses  to  “screen  through.” 

There  are  many  drawbacks  to  the  Massachusetts 
Group  Pure-Tone  Screening  method:  (1)  The 

equipment  is  heavy  and  not  easy  to  transport  from 
school  to  school,  especially  by  female  personnel. 


(2)  A large  room  is  needed  if  40  children  are  to 
be  screened  at  one  time.  Such  facilities  are  not 
easily  available,  because  of  the  present  shortage  of 
classroom  space.  (3)  To  keep  administration  time 
within  reasonable  limits,  a helper  has  to  be  utilized 
for  such  purposes  as  helping  adjust  earphones  to 
ears  by  proper  headband  placement,  correcting 
earphone  placement  to  the  ear  being  evaluated, 
sharpening  pencil  points  that  children  have  bro- 
ken, etc.  (4)  Roughly  20  per  cent  of  children 
screened  by  this  method  are  initially  “screened- 
out,”  and  half  of  these  are  usually  screened-out 
for  reasons  other  than  lack  of  hearing  acuity.  As 
a result,  the  children  initially  screened-out  have 
to  be  regrouped  and  rescreened  either  by  the  Mas- 
sachusetts method  or  by  another  procedure  before 
the  generally  accepted  7 to  10  per  cent  of  the 
population  has  been  identified  by  screening  as  be- 
ing in  need  of  a pure-tone  threshold  test.  (5)  Be- 
cause the  response  of  the  children  being  screened 
is  by  paper  and  pencil  on  a test  form,  the  test  is 
inapplicable  to  children  in  grades  below  third. 

The  innovator,  Dr.  Johnston,  recognized  these 
limitations  of  the  Massachusetts  Group  Pure-Tone 
Screening  method,  and  in  1951  he  reported  a new 
group  pure-tone  screening  method  in  the  journal 
of  speech  and  hearing  disorders  of  the  American 
Speech  and  Hearing  Association.  This  method, 
known  variously  as  the  Johnston  Group  Pure-Tone 
Screening  Test  and  as  the  New  Group  Pure-Tone 
Test,  employs  10  earphones  activated  by  an  audi- 
ometer. The  earphones  are  equipped  with  Insuline 
No.  195  rubber  cushions,  and  are  hand-held  to  the 
ear  under  evaluation.  This  type  of  cushion  reduces 
the  masking  effect  of  the  muscle  tremor  that  at 
times  may  be  caused  by  fatigue.  The  earphones 
and  audiometer  group  circuitry  calibration  stand- 
ards were  determined  by  a “jury”  method  to  be 
comparable  to  the  earphones  for  use  with  a double 
head-band  receiver. 

Following  the  evaluator’s  instructions,  children 
are  allowed  to  respond  to  the  puretones  presented 
by  raising  their  hands  when  they  hear  a signal  in 
their  earphones,  and  by  lowering  their  hands  when 
the  signal  is  interrupted.  There  are  a number  of 
ways  to  eliminate  chances  of  faked  responses. 

When  administered  by  a trained  hearing  clin- 
ician, the  Johnston  Group  Pure-Tone  Screening 
method  closely  approximates  the  level  of  validity 
of  which  the  individual  sweep-check  screening 
method  is  capable  when  properly  administered. 
(1)  The  Johnston  method  screens  the  hearing  of 
children  for  all  major  frequencies  of  the  speech 
range.  (2)  Its  component  parts — an  audiometer 
and  one  tray  of  ten  receivers — comprise  a kit 
which  is  light  in  weight,  compact  and  easily  trans- 
ported. (3)  On  the  average  it  takes  five  or  six 
minutes  to  set-up  and  field-check  this  equipment 
completely,  and  three  to  four  minutes  to  repack  it. 
The  shorter  set-up  and  take-down  times  permit 
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the  screening  of  greater  numbers  of  children.  (4) 
The  shorter  period  of  time  per  child  makes  pos- 
sible the  annual  screening  of  a greater  portion  of 
the  total  school  population.  (5)  Because  of  the 
hand-raising  type  of  response  utilized  by  the 
Johnston  method,  and  the  simple-to-comprehend 
instructions,  children  in  the  first  and  second  grades, 
as  well  as  those  in  the  grades  above,  can  be  valid- 
ly screened. 

In  addition  to  those  screening  methods  already 
discussed,  a few  others  have  recently  been  men- 
tioned in  the  literature.  However,  one  can  eval- 
uate the  use  that  can  be  made  of  these  in  the 
public  school  situation  by  carefully  considering 
the  factors  of  validity  and  applicability  just  dis- 
cussed. 

SOME  BASIC  CONCEPTS 

In  closing,  I should  like  to  present  some  basic 
concepts  concerning  hearing-testing  in  the  public 
schools. 

It  is  erroneous  to  suppose  that  just  anyone  who 
occasionally  has  a block  of  free  time  can  properly 
administer  a hearing-testing  program.  Merely  iden- 
tifying children  with  hearing  problems  serves  no 
useful  purpose.  One  should  be  trained  in  and  pre- 
pared to  supply  the  other  services  which  many  of 
these  children  will  undoubtedly  need.  Hearing  con- 
servation services  in  the  public  schools  consist  of 
five  major  programs,  of  which  hearing-testing  is 
just  one.  The  others  are  prevention,  medical  fol- 
low-up, special  education  follow-up,  and  classroom 
adjustments.  In  any  school  organization  of  a size 
that  permits  the  hiring  of  a speech  therapist,  a 
school  psychologist  or  a school  nurse,  a hearing 
clinician  should  be  considered  a necessity  for  the 
purpose  of  extending  total  hearing  conservation 
services  to  the  school  population.  The  importance 
of  this  member  of  the  special  education  team  can 
easily  be  recognized  when  one  considers  that  with- 
in any  given  year,  conservatively  six  per  cent  of 
the  school  population  will  have  hearing  problems 
of  varying  degrees  of  medical  and  educational  sig- 
nificance. 

When  selecting  a screening  procedure  for  use  in 
a school  district,  do  not  sacrifice  validity  to  ap- 
plicability. Testing  technics  capable  of  “screen- 
ing” all  the  children  every  year  do  no  particular 
good  if  they  miss  many  children  with  hearing 
problems.  Even  worse  than  missing  these  children 
is  the  danger  that  by  such  a procedure  their  hear- 
ing will  be  misidentified  as  normal.  Thus  the 
child’s  teacher,  school  nurse,  or  parent  is  led  mis- 
takenly to  suppose  that  nothing  can  be  amiss. 

On  the  other  hand,  a screening  procedure  should 
not  be  selected  for  its  validity  alone,  regardless  of 
its  applicability.  It  is  a disservice  to  a school 
population  to  offer  hearing  tests  once  every  three 
years,  when  through  the  use  of  a valid  procedure 
of  more  applicability,  the  test  interval  might  be 
significantly  reduced. 

School  districts  that  claim  to  test  the  hearing  of 


all  children  every  third  year  through  a program  of 
testing  third,  sixth  and  ninth  graders  lose  sight  of 
the  fact  that  under  such  a program  first  and  sec- 
ond graders  are  never  routinely  screened.  It  is  at 
these  grade  levels  that  the  incidence  of  hearing 
loss  is  particularly  high,  and  therefore  the  exten- 
sion of  hearing  evaluation  services  is  of  extreme 
importance.  Especially  now  that  improved  group 
pure-tone  screening  methods  as  well  as  the  in- 
dividual sweep-check  method  can  validly  test  the 
hearing  of  first  and  second  graders,  there  is  every 
reason  to  provide  this  service  for  all  children  en- 
rolling in  the  first  grade,  as  well  as  in  the  third, 
sixth  and  ninth  grades,  if  it  is  not  possible  to  eval- 
uate the  hearing  of  all  school  children  annually. 

In  keeping  with  the  recommendations  of  the 
1951  report  of  the  Council  on  Physical  Medicine 
and  Rehabilitation  of  the  American  Medical  As- 
sociation, 8,000  cycles  per  second  should  not  be 
selected  as  a screening  frequency  because  of  the 
large  numbers  of  normal-hearing  children  that 
will  be  screened  out  at  this  frequency  because  of 
standing  wave  factors  which  usually  occur  at  fre- 
quencies above  6,000  cycles  per  second.5 

On  the  other  hand,  from  personal  experience 
and  from  informal  studies  that  I have  conducted 
over  the  years,  I should  recommend  that  the  fol- 
lowing frequencies  be  selected  to  help  assure  a 
more  valid  hearing  evaluation:  500,  1,000,  2,000, 
3,000,  4,000,  and  6,000  cycles  per  second.  A seventh 
frequency,  250  cycles  per  second,  may  be  included 
as  an  indicator  frequency,  to  help  the  evaluator 
determine  the  masking  effect  which  the  ambient 
room  noise  commonly  encountered  in  public  school 
screening  facilities  has  upon  the  screening  loud- 
ness level  (15  decibels). 

One  should  not  attempt  to  evaluate  the  hearing 
of  children  where  the  amount  of  ambient  room 
noise  present  cannot  be  adjusted  to  allow  for  the 
use  of  a 15-decibel  screening  level. 

When  determining  criteria  for  medical  referral, 
do  not  settle  only  for  a pre-established  arbitrary 
level  of  audiometrically-measured  hearing  loss.  A 
very  clear  danger  exists  in  selecting  a certain 
amount  of  hearing  loss  as  the  only  referral  crite- 
rion. The  danger  is  not,  as  many  believe,  in  the 
over-referral  to  physicians  of  children  not  in  need 
of  medical  attention.  No  physician  would  complain 
of  seeing  a child  in  his  office,  if  the  child  were 
referred  on  the  basis  of  an  objective  test.  The 
danger  is  that  children  who  have  medically  sig- 
nificant hearing  losses  but  do  not  quite  come  up 
to  the  arbitrarily  established  cut-off  level,  will  not 
be  referred  for  needed  medical  attention. 

I am  aware  that  for  administrative  reasons  some 
criteria  for  medical  referral  must  of  necessity  be 
established.  The  American  Academy  of  Otolaryn- 
gology and  Ophthalmology  suggests  that  a loss  of 
20  decibels  or  more  in  two  or  more  frequencies 
be  selected  as  a referral  criterion.  Some  programs 
will,  in  addition,  accept  a loss  of  30  decibels  or 


350 


Journal  of  Iowa  Medical  Society 


June,  1963 


more  in  a single  frequency  as  being  medically  sig- 
nificant. 

No  matter  what  audiometric  criteria  are  select- 
ed, the  simple  fact  is  that  it  is  not  possible  for  any- 
one to  determine  medical  significance  of  a hearing 
loss  when  such  a determination  is  based  only  upon 
an  audiogram.  There  are  many  severe  hearing 
losses  that  are  not  medically  significant,  and  many 
more  mild  hearing  losses  that  are.  Medical  signif- 
icance should  be  left  up  to  a physician  capable 
of  making  that  determination,  and  every  effort 
should  be  made  to  refer  all  children  who  may  be 
in  need  of  such  attention.  One  way  of  doing  this 
might  be  to  select  as  medical  referral  criteria,  not 
only  the  hearing  threshold  shown  on  the  audio- 
gram,  but  also  a careful  evaluation  of  the  child’s 
past  medical  history,  and  a consideration  of  pres- 
ent physical  factors  that  may  possibly  contribute 
to  the  hearing  loss. 

Another  way  of  establishing  medical  referral 
criteria  is  to  defer  the  individual  pure-tone  thres- 
hold test  to  a period  of  three  or  four  weeks  fol- 
lowing initial  discovery  in  screening.  If  at  the 
time  of  the  second  evaluation  a hearing  loss  is 
found  to  exist,  the  child  may  be  referred  on  the 
basis  of  a hearing  loss  that  has  been  observed  to 
exist  for  at  least  three  or  four  weeks  (depending 
upon  the  interval  of  time  between  evaluations), 


regardless  of  its  severity.  The  exceptions  in  this 
method  of  referral  would  be  children  with  evidence 
of  acute  or  severe  pathology.  These  should  be  re- 
ferred as  soon  as  discovered. 

It  is  unfortunate  that  more  people  engaged  at 
the  grass-roots  level  of  identification  audiometry 
do  not  see  fit  to  enlighten  their  colleagues  in  the 
research  field  concerning  the  very  real  problems 
with  which  they  are  faced  in  a public  school 
screening  program.  Until  they  do  so,  the  practical 
application  of  much  of  what  is  reported  to  them 
through  research  may  be  compared  to  the  bottom 
half  of  a double  boiler — all  steamed  up  without 
knowing  what’s  cooking! 
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Treatment  of  the  Binghamton  Babies 


Accidentally,  on  the  morning  of  March  7,  1962, 
infants  at  a hospital  in  Binghamton,  New  York, 
began  to  receive  a formula  containing  a sodium 
concentration  of  100  mEq./L.  The  error  was  dis- 
covered and  corrected  on  March  11.  By  that  time, 
six  of  the  14  babies  who  had  received  the  formula 
were  dead.  Postmortem  examination  disclosed  in 
one  case  that  death  apparently  had  been  unrelated 
to  salt-poisoning,  but  in  the  other  cases  (infants 
ranging  from  four  days  to  eight  months  of  age), 
the  typical  effects  of  salt-poisoning  were  found — 
parenchymal  dehydration,  pneumonitis  and  mul- 
tiple brain  hemorrhages. 

Of  the  eight  remaining  patients,  six  required 
most  attention.  One  of  them  was  moribund,  with 
a serum  sodium  of  244  mEq./L.;  three  were  criti- 
cal, with  serum  sodiums  of  274,  244  and  163  mEq. 
/L.;  and  two  were  in  fair  condition  with  serum 
sodiums  of  178  and  164  mEq./L. 

In  the  four  most  serious  cases,  peritoneal  dial- 
ysis, using  glucose  and  water,  was  carried  out. 
The  technic  was  well  tolerated,  and  there  was  no 
apparent  complication.  It  removed  significant 


quantities  of  sodium,  corrected  the  hypernatremia 
and  resulted  in  a gratifying  relief  of  hyperirrita- 
bility. Five  dialyses  reduced  the  sodium  from  244 
to  194  mEq./L.  in  the  moribund  infant,  but  death 
occurred  from  bronchopneumonia.  Seven  dialyses 
reduced  the  sodium  from  244  to  159  mEq./L.  in  the 
second  of  the  treated  infants,  with  recovery.  In 
the  third,  the  sodium  was  reduced  from  185  only 
to  174  mEq./L.,  by  seven  dialyses,  but  the  patient 
recovered,  thereby  establishing  a record.  In  the 
fourth  case,  one  dialysis  reduced  the  sodium  from 
163  to  140  mEq./L.,  and  the  subsequent  condition 
of  the  baby  was  satisfactory.  The  two  babies  with 
initial  concentrations  of  179  and  164  mEq./L.  im- 
proved following  salt  restriction  and  water  admin- 
istration, and  did  not  require  dialysis. 

All  peritoneal  dialyses  were  associated  with 
some  water  retention,  although  it  did  not  produce 
significant  edema.  This  was  thought  to  suggest, 
however,  that  the  tonicity  of  the  dialysis  fluid 
should  closely  approximate  the  tonicity  of  serum, 
so  as  to  forestall  excessive  absorption  of  water 
from  the  peritoneal  cavity  by  the  hypertonic  se- 
rum. 
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SUMMARY  OF  CLINICAL  FINDINGS 

A 15-year-old  Negro  boy  was  treated  in  an  out- 
patient clinic  for  a dog  bite  on  the  wrist.  The 
wound  was  cauterized,  and  he  was  given  anti- 
tetanus serum  and  sent  home. 

On  the  afternoon  of  the  following  day  he  be- 
came febrile  and  had  frequent,  mild  chills.  Ap- 
parently these  symptoms  did  not  change  appre- 
ciably during  the  remainder  of  the  day.  At  3: 00  a.m. 
the  next  day,  the  boy’s  father  recognized  that  the 
lad  was  very  acutely  ill  and  had  difficulty  in  walk- 
ing. He  brought  him  back  to  the  hospital. 

When  admitted  to  the  hospital  a half-hour  later, 
the  boy  was  moderately  jaundiced.  He  was  semi- 
comatose  with  episodes  of  delirium,  and  he  was 
having  mild  tetanic  convulsions.  His  body  tem- 
perature was  103.5°  F.,  his  respiratory  rate  was 
24/minute,  and  his  pulse  rate  was  120/minute. 

The  only  evidence  of  significant  illness  derived 
from  the  past  history  was  that  the  boy  had  been 
anemic  and  had  experienced  several  episodes  of 
icterus;  the  first  had  occurred  in  early  childhood. 
He  lived  in  Central  America  in  an  area  where 
malaria  was  common.  The  father  did  not  know 
whether  the  boy  had  previously  received  tetanus 
anti-serum  or  other  serum  injections.  Testing  fox- 
serum  sensitivity  was  claimed  to  be  standard  prac- 
tice in  the  outpatient  clinic  where  the  tetanus  anti- 
serum had  recently  been  given,  but  the  hospital 
chart  contained  no  record  of  his  having  been  given 
a sensitivity  test. 

The  dog  that  had  bitten  the  child  had  been  a 
family  pet  for  the  previous  six  months.  The  dog 
had  first  become  ill  on  the  day  it  bit  the  child.  It 
had  been  lying  in  a corner  of  a room  and  had  re- 
fused food.  The  boy  had  been  bitten  while  carrying 
the  animal  to  a veterinary  clinic.  The  veterinarian 
diagnosed  the  dog’s  illness  as  leptospirosis,  on  the 
basis  of  clinical  findings  and  a microscopic  exam- 
ination of  the  ui’ine. 

The  boy  was  given  400,000  units  of  penicillin 
intramusculax-ly  shortly  after  admission.  He  died 
within  a half  hour  after  admission. 

CLINICAL  DISCUSSION 

Dr.  Hans  Zellweger,  Pediatrics:  Today’s  case 


will  be  discussed  first  by  Mr.  Gary  Roghair  for 
the  students. 

Mr.  Gary  Roghair,  junior  ward  clerk:  In  our 
study  of  the  case,  we  divided  the  possibilities  into 
those  which  were  likely  and  those  which  were  not. 
I shall  first  mention  the  possibilities  that  we  did 
not  think  likely.  We  felt  that  rabies  was  doubtful 
because  there  was  no  history  that  the  dog  had 
rabies.  Also,  if  this  was  the  only  dog  bite  incuiTed, 
the  incubation  period  was  too  short.  There  might 
be  an  anaphylactic  shock  or  serum  sickness  re- 
sulting fi-om  the  boy’s  anti-tetanus  shot,  but  an- 
aphylactic shock  can  be  expected  to  occur  much 
more  i-apidly  than  this  illness  did.  Moreover,  serum 
sickness,  as  a rule,  is  non-fa tal.  We  didn’t  think  he 
had  tetanus  because  there  was  no  sign  of  spasm, 
with  increased  l’igidity,  and  also  because  normally 
the  patient  is  conscious  and  mentally  clear  in  such 
cases,  and  this  patient  was  not.  Also,  the  time  de- 
velopment was  against  it. 

Next,  I shall  discuss  those  conditions  which  we 
thought  were  likely  diagnoses.  Fulminating  in- 
fectious hepatitis  was  a possibility.  In  such  in- 
stances the  white  blood  cell  count  is  increased, 
and  the  patient  has  some  bleeding,  with  hemor- 
rhagic areas  along  with  ascites.  In  a brief  con- 
sultation with  Dr.  Zimmerman  beforehand,  we  had 
learned  that  information  to  support  or  rule  out 
this  disease  was  not  available. 

Another  possibility  was  malai-ia.  In  malaria  one 
would  expect  an  enlarged  spleen,  and  the  blood 
smear  would  show  parasites.  Apparently  informa- 
tion about  the  spleen  and  the  blood  smear  was  not 
available  either.  Another  point  which  would  be 
interesting  to  know  would  be  how  long  the  patient 
had  been  away  from  an  area  of  malaria.  If  one  is 
away  from  the  area  for  more  than  two  years,  the 
chances  of  developing  falciparum  malaria  de- 
creases. Is  it  known  how  long  he  was  away  from 
this  ax-ea? 

Dr.  George  Zimmerman,  Pathology:  He  was  in 
the  area. 

Mr.  Roghair:  This,  then,  is  still  a possibility. 

Since  the  dog  had  leptospirosis,  the  boy  may 
also  have  developed  this  condition.  The  time  when 
he  sustained  the  bite  is  not  especially  important, 
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since  he  might  have  been  playing  with  the  dog  for 
some  time,  and  might  have  come  in  contact  with 
its  urine  or  feces  and  developed  leptospirosis  be- 
fore being  bitten.  In  this  case,  again,  he  should 
have  had  leukocytosis.  Another  common  finding  is 
conjunctivitis,  and  again  we  are  not  aware  that  he 
had  this  ailment.  Apparently  he  died  so  rapidly 
that  a white  blood  cell  count  was  not  taken  and 
smears  were  not  taken. 

Finally,  we  felt  that  crisis  from  sickle-cell  dis- 
ease was  a strong  possibility.  There  was  a previous 
history  of  jaundice.  In  this  connection,  smears 
showing  typical  red  blood  cells  would  have  been 
helpful.  Whether  or  not  he  had  leukocytosis  might 
have  been  important,  for  leukocytes  are  increased 
in  sickle-cell  anemia,  but  whether  or  not  he  had 
an  enlarged  spleen  is  not  especially  important  here, 
since  it  is  enlarged  in  only  10  to  20  per  cent  of  the 
cases. 

We  therefore  suggest  the  possibilities  as  fulmi- 
nating infectious  hepatitis,  malaria,  leptospirosis 
and  sickle-cell  anemia  crisis.  A crisis  of  sickle-cell 
anemia  could  have  been  brought  on  by  a mild  in- 
fection sustained  from  the  dog  bite. 

Dr.  Zellweger:  Dr.  Taylor. 

Dr.  J.  Taylor,  Pediatrics:  Most  striking  about 
this  case  is  the  lack  of  information,  and  Dr.  Zim- 
merman has  said  he  will  provide  us  with  no  more 
data. 

I would  like  to  attack  the  problem  from  the  end, 
and  first,  or  rather  last,  the  question  of  leptospi- 
rosis arises.  There  are  two  types  of  leptospi- 
rosis in  dogs  that  are  transmitted  to  humans.  The 
organism  is  transmitted  in  the  dogs’  urine  through 
a skin  abrasion,  since  it  does  not  pass  through  in- 
tact skin.  The  more  common  type,  Leptospira  cani- 
cola,  has  a very  low  mortality.  As  a matter  of 
fact,  there  have  been  only  three  deaths  in  children 
reported  from  an  infection  with  the  canicola  spe- 
cies. These  deaths  have  occurred  28  days,  9 days 
and  14  days  after  the  onset  of  the  illness.  The  sec- 
ond type,  icterohemorrhagica,  produces  the  classic 
Weil’s  disease.  This  has  an  incubation  period  of 
nine  to  14  days,  or  an  average  of  10  days.  As  a gen- 
eral rule,  Weil’s  disease  follows  a biphasic  course. 
The  first  is  a septicemic  course  characterized  by 
fever,  chills,  headaches  and  gastrointestinal  symp- 
toms. During  this  phase,  conjunctivitis  is  quite 
marked.  After  five  to  seven  days,  a lysis  of  the 
fever  takes  place,  and  then  there  is  a recurrence 
associated  with  meningeal,  hepatic,  and  renal 
symptoms.  During  the  second  phase,  leptospira 
cannot  be  found  in  the  body,  and  it  is  felt  that  this 
phase  represents  a hypersensitivity  reaction.  As 
a general  rule,  individuals  dying  of  the  ictero- 
hemorrhagic  type  of  leptospirosis  do  so  during  the 
second  or  third  week  of  their  illness. 

I do  not  think  this  child  had  leptospirosis.  The 
time  interval  from  the  onset  of  symptoms  to  death 
is  too  short,  and  the  incubation  period  is  too  short 


if  we  assume  that  the  dog  was  well  until  two  days 
before  the  child  died. 

The  dog  bite  raises  the  question  of  rabies,  but  I 
would  agree  that  it  is  a quite  unlikely  explana- 
tion, because  the  normal  incubation  period  is  from 
two  to  eight  weeks,  with  outside  limits  of  eight 
days  and  one  year.  The  bite  occurred  only  36  hours 
before  this  child’s  demise. 

Next  we  find  that  tetanus  antitoxin  was  given. 
It  is  assumed  in  the  protocol,  and  we  have  only 
that  assumption  to  rely  upon,  that  appropriate  skin 
testing  was  done.  If  testing  was  not  done,  the  hos- 
pital where  this  child  received  tetanus  antitoxin  is 
quite  seriously  at  fault.  As  has  been  mentioned, 
anaphylaxis  is  the  most  common  and,  in  fact,  the 
only  cause  of  death  due  to  an  antitoxin  reaction, 
and  it  occurs  from  seconds  to  minutes  after  the  in- 
jection of  the  antitoxin.  Serum  sickness  usually 
occurs  between  the  fifth  and  fourteenth  day.  This 
is  manifested  by  joint  swelling,  urticaria,  and  a 
wide  variety  of  neurologic  signs,  the  most  common 
being  brachial-plexus  palsy  and  peripheral  neu- 
ropathies. It  is  never  fatal.  Again  the  time  interval 
was  such  that  I don’t  think  serum  sickness  was  in- 
volved here. 

In  the  reactions  to  antitoxin  injection,  however, 
a more  rapid  onset  of  serum  sickness  has  been  de- 
scribed which  is  called  an  anaphylactoid  reaction. 
This  occurs  usually  between  the  second  and  fifth 
day.  The  symptoms  are  very  similar  to  those  of 
serum  sickness,  but  the  interval  between  injection 
and  onset  of  symptoms  is  considerably  shortened. 
I shall  come  back  to  this  a little  bit  later,  for  I 
think  this  may  have  played  a part  in  the  boy’s 
death. 

Now,  we  move  to  the  chronic  history  of  icterus 
and  anemia.  Unequivocably,  malaria  can  cause 
anemia.  This  is  produced  not  only  by  toxic  de- 
pression of  the  bone  marrow  but  by  a chronic 
hemolytic  process  due  to  the  parasitic  infiltration 
of  the  red  cells.  Malaria  can  also  produce  jaundice. 
Jaundice  occurs  usually  in  the  plasmodium  falci- 
parum infections,  and  is  characterized  by  what  is 
described  as  “black  water  fever.”  Here  a massive, 
intravascular  hemolysis  occurs.  The  onset  is  rapid. 
There  is  marked  hemoglobinuria;  there  is  pro- 
found anemia;  the  fever  is  quite  high;  and  there  is 
marked  jaundice.  Eventually  shock  and  death  en- 
sue. The  patient  was  not  in  shock  as  far  as  we  can 
determine.  His  pulse  rate  of  120  is  compatible  with 
a temperature  of  103°  F.  Also  it  is  highly  unlikely 
that  repeated  episodes  of  black  water  fever  ac- 
counted for  the  recurrent  episodes  of  jaundice. 
Malaria  can  have  a chronic  course,  in  addition  to 
producing  anemia  and  jaundice.  In  the  falciparum 
variety  of  malaria,  spontaneous  cure  from  the 
disease  usually  occurs  within  a year.  Of  course 
there  is  the  possibility  of  repeated  falciparum  in- 
fections, but  I think  it  very  unlikely  that  this  pa- 
tient had  had  repeated  hemolytic  episodes  due  to 
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this  parasite.  Death,  when  it  occurs  in  malaria,  is 
almost  invariably  due  to  falciparum  infection. 

I think  the  clue  to  the  case  under  discussion  to- 
day is  the  fact  that  the  child  had  been  anemic  and 
had  had  episodes  of  icterus  since  early  childrood. 
When  we  see  a child  with  anemia  and  icterus,  our 
first  thought  is  of  a hemolytic  anemia.  It  is  known 
that  there  is  a very  high  incidence  of  a deficiency 
of  glucose  6-phosphate-dehydrogenase  in  the  Negro 
population.  However,  I think  it  highly  unlikely 
that  this  child  had  been  reared  from  early  infancy 
on  a diet  of  lava  beans  and  mothballs.  Therefore, 
I am  inclined  to  throw  this  out  as  a possibility,  and 
instead  to  consider  one  of  the  congenital  hemolytic 
anemias.  Congenital  spherocytosis  is  extremely 
rare  in  Negroes,  although  there  are  reports  of  con- 
genital hemolytic  jaundice  in  some  of  the  Bantu 
tribes  in  Africa.  Thalassemia  is  another  possibility, 
but  it  would  be  extremely  unlikely  for  a child  with 
thalassemia  major  to  live  to  15  years  of  age  with- 
out coming  to  medical  attention. 

Finally,  there  is  sickle-cell  disease,  and  I feel 
that  this  child  had  that  disease.  As  you  know, 
sickle-cell  anemia  is  a recessively  inherited  dis- 
order characterized  by  the  presence  of  large 
amounts  of  abnormal  S-hemoglobin,  a chronic 
anemia,  and  intermittent  crises  which  may  result 
in  death.  S-hemoglobin  usually  occurs  in  Negroes, 
and  although  cases  of  sickle-cell  anemia  have  been 
described  in  the  white  population,  it  is  becoming 
increasingly  clear,  as  more  is  learned  about  the 
hemoglobinopathies,  that  many  of  the  early  re- 
ports of  sickle-cell  disease  in  white  persons  were 
probably  cases  of  a sickle-thalassemia  combination. 
In  homozygous  sickle-cell  anemia,  anywhere  from 
60  to  98  per  cent  of  the  hemoglobin  is  of  the  S 
variety,  and  the  remainder  is  fetal.  Usually  normal 
adult  hemoglobin  is  not  present. 

Sickle-cell  anemia  has  provided  the  basis  for 
very  interesting  genetic  and  anthropologic  studies 
following  the  first  observation  by  Beek,  in  1946, 
of  an  increased  incidence  of  the  sickle-cell  trait — 
i.e.,  the  heterozygous  condition — in  areas  where 
malaria  was  most  prominent.  In  vivo  studies  have 
indicated  that  the  S-hemoglobin  is  unsuitable  for 
the  growth  of  the  falciparum  organism,  but  not  for 
other  types  of  plasmodium.  Since  plasmodium  fal- 
ciparum malaria  is  the  leading  cause  of  death  from 
malaria,  the  loss  of  the  sickle-cell  gene  by  the  early 
death  of  the  homozygote  is  more  than  counter- 
balanced by  the  resistance  of  the  heterozygote  to 
malarial  disease.  Although  a great  deal  of  contro- 
versy still  exists  about  this,  there  is  general  agree- 
ment that  the  children  who  are  heterozygous  for 
the  sickling  gene  have  a greater  chance  to  live  to  a 
reproductive  age  than  do  normal  children,  when 
both  groups  are  exposed  to  malaria. 

In  addition  to  the  presence  of  S-hemoglobin,  the 
second  feature  of  sickle-cell  disease  is  a chronic 
anemia.  This  is  attributable  to  the  increased  me- 
chanical fragility  of  the  cells  containing  S-hemo- 


globin, and  their  diminished  life  span.  As  a rule, 
the  children  with  sickle-cell  disease  have  hemo- 
globins consistently  between  7 and  8 grams,  and 
they  do  surprisingly  well  between  crises. 

Sickle-cell  anemia  is  primarily  a disease  of  chil- 
dren. Scott  and  Jenkins,  at  Howard  University,  in 
Washington,  have  noted  that  aproximately  50  per 
cent  of  all  children  with  sickle-cell  disease  are 
diagnosed  by  two  years  of  age,  and  that  the  vast 
majority — aproaching  100  per  cent — are  diagnosed 
by  15  years  of  age.  It  is  very  rare  to  pick  up  sickle- 
cell anemia  before  six  months  of  age,  although 
there  are  some  reports  of  early  diagnosis  in  the 
literature.  Although  death  from  sickle-cell  anemia 
may  occur  early  in  childhood — and  this  is  cited  as 
one  of  the  causes  for  sudden  death  in  children  be- 
tween six  and  24  months  of  age — usually  the  per- 
son with  sickle-cell  disease  dies  in  a crisis  some- 
time during  the  second  or  third  decade  of  life.  It 
is  unusual  to  see  a person  with  sickle-cell  disease 
in  the  30’s  and  quite  rare  to  see  one  in  the  40’s. 

The  third  characteristic  of  sickle-cell  disease 
consists  of  recurrent  crises.  Several  types  of  crises 
have  been  recognized,  the  most  common  being  the 
thrombotic  or  so-called  “clinical”  crisis.  This  is 
characterized  by  generalized  thrombus  formation, 
accompanied  by  fever,  pain  and  very  little  change 
in  the  hemoglobin  or  reticulocyte  count  or  in  the 
bilirubin.  The  pathogenesis  of  crisis  is  related  to 
the  fact  that  the  sickle-cell  assumes  a crescent 
shape  in  atmospheres  which  are  deprived  of  oxy- 
gen. As  a result  of  sickling,  the  cells  which  are  in- 
flexible and  insoluble  enmesh  with  one  another, 
resulting  in  increased  viscosity  and  capillary  stasis. 
As  the  result  of  the  stasis,  there  is  more  anoxemia 
and  more  sickling,  and  eventually  a thrombus  is 
formed,  with  subsequent  infarction. 

The  factors  precipitating  a crisis  are  many,  and 
the  majority  of  crises  are  produced  by  unidenti- 
fiable factors.  Unequivocally,  anoxic  situations 
will  produce  a sickle-cell  crisis,  not  only  in  the 
homozygote  sickler  but  also  in  the  sickle  trait.  This 
has  been  shown  by  the  onset  of  mild  crises  in 
people  with  the  sickle  trait  during  air  travel.  A 
lowered  pH  will  produce  a sickle  crisis.  This  has 
been  induced  experimentally  by  giving  ammonium 
chloride.  Fever  will  produce  a sickle  crisis,  pos- 
sibly in  some  way  related  to  a mild  acidosis.  It  has 
been  estimated  that  anywhere  from  50  to  70  per 
cent  of  all  children  who  are  admitted  to  a hospital 
with  crises  have  some  evidence  of  infection.  Ane- 
mia predisposes  to  peripheral  anoxemia,  and  this 
in  itself  will  produce  a crisis.  However,  nature 
has  taken  care  of  the  child  with  sickle-cell  anemia 
by  providing  him  a high  cardiac  output,  thereby 
reducing  ai'teriovenous  difference  and  preventing 
massive  intravascular  sickling. 

The  symptoms  of  the  thrombotic  crisis  are 
legion.  All  diseases  have  been  confused  at  one  time 
or  another  with  the  sickle-cell  crisis.  For  ex- 
ample: rheumatic  fever  with  or  without  carditis 
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has  been  mistaken  fox'  it,  although  interestingly 
only  four  cases  have  been  reported  in  which  it 
was  proved  that  sickle-cell  disease  and  rheumatic 
fever  coexisted.  Infectious  hepatitis  can  be  simu- 
lated by  sickle-cell  crisis,  as  can  meningitis,  polio- 
myelitis, nephritis,  acute  surgical  abdomen,  osteo- 
myelitis, leukemia,  bacterial  endocarditis,  etc. 

A second  and  much  rarer  type  of  crisis  is  the 
so-called  “aplastic”  one,  where  the  symptoms  of 
pain  are  accompanied  by  falls  in  the  hemoglobin 
and  in  the  reticulocyte  count.  Here  the  bone  mar- 
row becomes  hypoplastic,  while  the  continuing 
destruction  of  the  red  cells  persists.  The  child  be- 
comes anemic  in  addition  to  having  symptoms  of 
thrombosis  throughout  his  body. 

A third  type  of  crisis,  known  as  the  hemolytic, 
has  been  desci’ibed.  In  this  situation  there  is  ac- 
tually an  increase  in  the  destruction  of  the  sickle- 
cells,  accompanied  by  a fall  in  hemoglobin  and  an 
increased  bilirubin.  The  existence  of  the  hemolytic 
type  has  been  questioned  by  many  observers. 

A few  words  about  therapy  of  the  crisis.  The 
majority  of  crises  that  we  see  in  children  with 
sickle-cell  anemia  are  of  the  thrombotic  type.  Here 
therapy  is  purely  symptomatic,  consisting  of  bed- 
rest, analgesics  and,  most  important  of  all,  ade- 
quate hydration.  Giving  plasma,  fluids  or  even 
Dextran,  expands  the  blood  volume,  which  in  turn 
helps  to  expedite  mobilization  of  the  ti’apped  cells. 
If  an  infection  is  present,  appropriate  antibiotics 
should  be  given.  If  the  child  is  critically  ill,  oxygen 
should  be  given  for  short  periods  of  time.  However, 
it  has  been  shown  that  the  use  of  oxygen  in  sickle- 
cell anemia  will  only  cause  depression  of  the  bone 
marrow,  and  this  aggravates  the  anemia.  Alkalis 
such  as  sodium  bicarbonate  have  been  used  to 
combat  local  acidosis;  Prescoline  has  been  used  to 
give  capillai’y  vasodilation;  and  finally,  of  course, 
ACTH  and  cortisone  have  been  used  without  much 
justification. 

In  the  aplastic  crisis,  blood  transfusions  are 
necessary.  These  increase  the  oxygen  capacity  of 
the  blood  and  reduce  the  number  of  sickle-cells 
both  by  dilution  and  by  depi'ession  of  hema- 
topoiesis. In  the  pure  thrombotic  ci’isis,  how- 
ever, blood  transfusions  are  usually  unnecessary 
because  there  is  no  drop  in  the  hemoglobin.  Ob- 
viously in  aplastic  ci’ises,  if  there  is  evidence  of 
congestive  heai’t  failure,  digitalis  is  indicated. 

Death  from  sickle-cell  disease  occurs  from  one 
of  four  causes.  First  is  congestive  heai’t  failure  due 
to  the  chronic  anemia  and  cardiomegaly.  Second 
is  an  overwhelming  infection.  There  is  a great  deal 
about  the  mechanisms  of  immunity  in  these  chil- 
dren that  we  do  not  understand.  Why  they  do  not 
get  rheumatic  fever  is  quite  a puzzle.  Why  they  are 
more  likely  to  get  infections  is  also  a puzzle.  Third 
is  an  abdominal  crisis.  Here  shock  occurs  because 
of  a massive  pooling  of  sickle-cells  and  plasma  in 
the  abdominal  organs.  The  patient  presents  as  an 
abdominal  surgical  emergency  with  moderate  to 


profound  shock.  The  diagnosis  is  often  difficult  to 
make  because  children  with  sickle-cell  anemia  have 
a tendency  to  develop  cholelithiasis,  and  also  in  the 
crisis  they  very  often  show  high  white  blood  cell 
counts,  in  the  range  of  30,000  or  above.  The  final 
cause  of  death  in  sickle-cell  anemia  is  congestion 
and  thrombosis  of  cerebral  vessels,  especially  the 
cortical  branches  of  the  middle  cerebral  arteries. 
These  massive  thromboses  cause  brain  infarction 
and  a wide  variety  of  neurologic  symptoms.  Throm- 
bosis of  the  dural  sinuses  has  been  reported,  and 
there  are  some  reports  of  subarachnoid  hemor- 
rhage. 

To  return  to  the  case  in  point,  I feel  the  child  un- 
der discussion  had  sickle-cell  anemia,  and  that  he 
died  of  a sickle-cell  crisis  with  central  nervous 
system  thromboses.  What  precipitated  this  crisis  is 
difficult  to  say.  It  may  have  been  an  anaphylactoid 
reaction  to  the  tetanus  antitoxin.  It  may  have  been 
an  infection  in  the  dog  bite  area,  or  it  even  may  be 
that  the  trauma  of  the  dog  bite  itself  precipitated 
it. 

Dr.  Zellweger:  Are  there  any  questions  for  Dr. 
Taylor? 

Mr.  Roghair:  Could  heparin  be  used  to  get  the 
patient  over  the  crisis — to  break  up  the  clots? 

Dr.  Taylor:  One  might  conceivably  use  it,  but 
the  problem  is  that  with  the  thrombosis  and  in- 
farction you  have  an  associated  hemorrhage,  so 
heparin  is  generally  not  used  in  cases  of  sickle-cell 
crisis. 

Dr.  Zimmerman:  I might  add,  in  respect  to  the 
last  question,  that  it  has  not  been  settled  whether 
these  are  real  thrombi — in  other  words  fibrin 
thrombi — or  whether  they  represent  just  occlu- 
sions caused  by  sickled-cells.  If  the  latter  were 
the  case,  I wouldn’t  expect  heparin  to  accomplish 
anything. 

With  respect  to  the  paucity  of  data  in  this  case, 
I might  say  that  originally  this  was  a medico-legal 
case,  and  the  only  information  withheld  was  the 
final  diagnosis  that  had  been  made  clinically.  A 
clinical  diagnosis  of  sickle-cell  disease  had  been 
made  some  years  previously.  The  police  investiga- 
tion incident  to  the  death  of  this  boy  permitted  us 
to  rule  out  other  considerations  such  as  trauma, 
poisoning  and  so  on.  Having  done  that,  we  pro- 
ceeded along  essentially  the  same  lines  that  were 
followed  by  the  previous  speakers.  Sensitization 
to  anti-serum  was  one  of  the  considerations.  Ma- 
laria was  a consideration.  Leptospirosis  was  a con- 
sideration. Sickle-cell  crisis  was  the  fourth  pos- 
sibility that  we  felt  would  be  worthwhile  investi- 
gating seriously.  The  question  of  anti-serum  sen- 
sitivity, I think  has  been  covered  adequately. 

Malaria  would  be  very  unusual  in  causing  a sud- 
den and  acute  course.  There  is  no  record  of  malaria 
smears.  I should  guess  they  probably  were  done, 
since  in  that  area  malaria  smears  are  practically 
routine.  The  course  was  very  atypical.  The  au- 
topsy findings  were  not  that  of  malaria. 
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Leptospirosis  was  mentioned  as  a possibility. 
The  incubation  time  was  wrong,  unless  we  want 
to  assume  that  the  boy  and  the  dog  both  contracted 
the  disease  simultaneously  at  an  earlier  date.  It 
would  certainly  be  unlikely  that  he  should  have 
contracted  it  from  the  dog  bite.  Imprints  of  tissues 
of  the  spleen,  kidneys,  liver  and  lungs  and  stains 
for  spirochetes  were  all  negative.  The  guinea  pig 
inoculation  for  leptospira  was  negative.  However, 
we  have  to  interpret  those  findings  in  light  of  the 
fact  that  the  tissues  were  not  received  until  some 
24  hours  after  death,  so  the  guinea  pig  inoculations 
may  have  been  negative  simply  because  the  time 
interval  had  been  too  great.  However,  we  have  one 
other  important  piece  of  evidence  with  respect  to 
leptospirosis.  In  an  acute  course  like  this,  there 
should  have  been  no  problem  in  identifying  the 
lesions  of  leptospirosis  in  heart  muscle,  kidneys  and 
so  on,  and  there  were  none.  So  with  the  combina- 
tion of  history,  the  negative  smears,  negative 
guinea  pig  inoculations  and  negative  histologic 
findings,  I think  we  can  exclude  leptospirosis. 

Sickle-cell  crisis,  which  was  decided  upon  as  the 
cause  of  death  in  this  case,  is  characterized  by 
fever,  abdominal  pain,  pain  in  the  extremities 
and/or  in  the  muscles  and  joints,  prostration, 
sometimes  shock  and  sometimes  death.  I would 
disagree  slightly  with  Dr.  Taylor  in  his  interpre- 
tation of  the  pathogenesis  of  the  crisis.  He  said 
that  crisis  is  due  to  stasis  of  cells  due  to  sickling, 
but  Diggs,  from  Memphis,  studied  156  patients  dur- 
ing 747  crises  and  was  unable  to  demonstrate  any 
consistent  increase  in  the  per  cent  of  sickle-cells  at 
the  time  of  crisis,  as  compared  to  the  per  cent  of 
sickle-cells  previously.  Undoubtedly,  there  must 
be  vascular  stasis  at  times,  and  if  there  is  vascular 
stasis  due  to  sickling  or  for  some  other  reason,  one 
would  expect  that  sickling  very  soon  would  take 
place  simply  by  the  mechanism  of  anoxia,  subse- 
quent sickling,  more  stasis,  then  complete  ob- 
struction of  a vessel,  and  finally  infarction.  In- 
farctions are  found,  as  Dr.  Taylor  said,  in  prac- 
tically all  organs  of  the  body. 

The  postmortem  findings  in  these  patients  are 
relatively  non-specific.  Quite  consistently,  one 
finds  congestion  of  the  vessels,  particularly  of  the 
small  vessels.  One  finds  pulmonary  hemorrhage 
and  pulmonary  edema.  However,  I would  remind 
you  that  such  findings  are  those  found  in  shock — 
as  a matter  of  fact,  the  findings  of  shock  due  to 
almost  any  cause  except  exsanguination.  For  this 
reason,  some  have  proposed  that  shock  is  the  in- 
itial feature  in  such  a crisis,  and  that  the  stasis 
and  vascular  obstruction  due  to  sickling  are  sec- 
ondary. Both  these  viewpoints  can  be  criticized, 
however,  since  neither  makes  any  provision  for 
an  inciting  factor. 

There  is  some  evidence  that  erythrocytes  are, 
in  fact,  trapped  during  a sickling  crisis,  and  the 
best  evidence  is  in  the  report  of  one  case  of  a small 
child,  less  than  a year  old  or  about  a year  old,  who 


was  in  sickle-cell  crisis  and  in  fact  was  also  in 
shock.  As  Dr.  Taylor  mentioned,  the  two  are  not 
always  related.  At  the  time  of  venipuncture,  this 
child’s  blood  was  described  as  having  the  appear- 
ance of  pink  water,  and  the  hemoglobin  level  was 
less  than  1 per  cent,  suggesting  very  strongly  that 
trapping  of  erythrocytes  had  occurred  at  some 
point  in  the  circulation. 

For  the  sake  of  completeness  I think  we  should 
speak  also  of  the  inciting  causes  that  are  men- 
tioned in  the  literature.  The  most  common  one, 
certainly,  is  infection.  In  the  reports,  most  of  the 
infections  were  inferred  from  the  presence  of  fever, 
without  much  substantiating  evidence.  It  is  also 
said  that  fever  in  itself  can  cause  or  incite  a crisis. 
In  the  reports  that  I saw,  I found  it  very  difficult 
to  separate  the  fever  attributed  to  infection  or 
fever  attributed  to  pyrogenic  reaction  (for  ex- 
ample, following  blood  transfusion),  from  the  fever 
of  the  crisis  itself.  Other  conditions  which  sup- 
posedly incite  sickle-cell  crisis  have  already  been 
mentioned,  for  example  the  altitude  factor.  In- 
juries such  as  toothache,  dog  bite,  etc.  are  so 
minor  that  one  wonders  whether  they  may  not 
have  been  merely  coincidental. 

I shall  now  proceed  with  slides  of  this  case. 
Grossly,  the  liver  was  congested  and  enlarged. 
The  kidneys  were  not  particularly  abnormal,  but 
the  brain  was  edematous.  Those,  in  essence,  con- 
stitute the  gross  abnormalities. 

This  is  a tri-chrome  stain  of  the  kidney  and  is 
intended  to  illustrate  one  point — the  intense  cap- 
illary congestion.  You  see  the  capillaries  are  packed 
with  erythrocytes,  and  the  vessels  between  the 
proximal  tubules  contain  large  numbers  of  erythro- 
cytes. Relatively  little  or  no  plasma  is  demon- 
strable. That  may  be  significant.  The  next  slide  is 
a higher  power  view  of  a portion  of  the  glomer- 
ulus. Here  you  can  see  the  capillaries  jam-packed 
with  sickle-cells. 

The  next  slide  is  a section  taken  primarily  to 
demonstrate  the  sickling  which  was  very  wide- 
spread in  all  of  the  tissues  examined.  The  cells,  as 
you  know,  are  not  truly  sickle-shaped.  Most  of 
them  are  simply  elongated  and  pointed  at  the  end. 
There  are  some  actual  sickle-shaped  forms,  some 
triangular  forms  and  all  sorts  of  bizarre  varia- 
tions. As  evidence  of  previous  hemolysis,  there  is 
pigment  in  the  renal  tubules.  I would  caution  you 
that  most  of  the  pigment  seen  here  is  a common 
artifact  which  we  recognize  as  a combination  of 
hemoglobin  and  formalin.  Some  of  the  pigment  in 
the  renal  convoluted  tubules  was  iron-positive, 
and  was  identified  as  being  of  blood  origin  and  not 
an  artifact. 

The  next  slide  is  of  the  lung,  and  is  intended 
mainly  to  show  the  intense  vascular  congestion,  not 
only  of  the  large  vessels  but  also  of  the  whole 
capillary  bed.  It  is  representative  of  the  entire 
lung.  Faintly,  in  the  alveolar  spaces,  one  can  see 
the  greenish  stain  which  represents  protein — a 
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minimum  amount  of  protein,  because  the  boy 
didn’t  live  long  enough  to  extravasate  a lot  of 
protein  and  concentrate  it.  This  protein  represents 
edema  fluid. 

The  next  slide  is  another  area  from  the  lung — 
again  with  tremendous  congestion,  and  in  addition 
to  the  edema,  areas  of  hemorrhage. 

The  next  slide  is  liver.  The  purplish  interlacing 
strands  of  tissue  represent  what  is  left  of  the  liver 
cells.  In  between  them  are  intensely  congested 
sinusoids  filled  with  blood.  Over  at  the  left  is  an 
area  of  complete  dissolution  or  necrosis  of  the  liver 
cells.  There  is  little  or  no  acute  inflammatory  re- 
action because  the  process  was  too  acute  to  permit 
that.  Possibly,  there  are  few  inflammatory  cells 
because  the  circulation  may  have  been  very  much 
impaired  in  that  portion  of  the  liver. 

The  next  slide  is  a higher  magnification  of  the 
liver,  and  shows  a few  sickle-cells  and  quite  a bit 
of  blood  pigment  which  reflects  high,  long-standing, 
chronic  hemolytic  anemia.  Here  is  one  of  a number 
of  angular  crystals  which  appear  to  be  hemoglobin 
free  of  the  red  cell  envelope. 

The  next  slide  is  from  the  white  matter  of  the 
brain,  and  displays  a vessel  packed  with  erythro- 
cytes. These  circles — empty  spaces — are  areas  of 
edema  in  and  around  glial  cells.  This  next,  again 
is  a slide  from  the  white  matter  of  the  brain,  and 
again  it  shows  the  vacuoles  of  the  edema  fluid  and 
vessels  congested  with  sickle-cells. 

The  next  slide  is  a gross  photograph  which  in- 
cludes approximately  two-thirds  to  three-fourths 
of  the  formalin-fixed  spleen.  The  spleen  was  about 
the  size  of  the  phalanx  of  a finger.  The  following 
photograph  shows  the  cut  surface.  Here  is  a little 
bit  of  splenic  substance.  The  rest  is  all  gray,  and 
was  grossly  fibrous,  wrinkled  and  scarred.  The 
next  photomicrograph  is  a low-power  view  of  the 
spleen.  It  shows  a very  much  wrinkled  capsule. 
These  various  blue  areas  are  deposits  of  a combina- 
tion of  calcium  and  iron.  They  are  the  remains  of 
old  infarcts.  The  other  remains  of  the  old  infarcts 
are  represented  by  fibrous  tissue,  as  is  shown  in 
the  next  slide.  This  is  a high  power  to  show  de- 
position of  iron  and  calcium  in  the  sclerotic  ves- 
sels. This  represents  the  remains  of  an  old  infarct. 
This  is  not  specific  for  sickle-cell  disease;  the  mas- 
sive infarction  is,  but  the  iron  and  calcium  deposi- 
tion is  not. 

The  next  slide  is  a tri-chrome  stain  of  collagen 
stained  green,  and  splenic  tissue  stained  purple. 
This  depicts  the  ratio  of  remaining  splenic  tissue 
to  scar  tissue.  The  spleen  is  scarred,  but  not  as  a 
result  of  a massive  infarction.  If  it  had  been  a 
single  infarction,  the  spleen  would  probably  have 
fallen  from  its  hilus.  The  scars  are  due  to  multiple 
small  infarcts,  widely  enough  separated  timewise 
to  have  permitted  healing  and  scarring  of  the  areas 
of  infarction. 

Dr.  Gisela  Abbo,  Medicine:  How  can  you  speak 
of  an  absolute  increase  in  sickle-cells  if  the  per- 


centage remains  the  same  before,  during  and  after 
crisis? 

Dr.  Zimmerman:  There  might  be  an  increase  if 
sickled  and  normal  cells  sequestered  in  the  same 
proportion.  This  raises  another  point,  however. 
Some  authorities  claim,  or  rather  claimed,  that 
formalin  fixation  induces  sickling.  The  present  con- 
cept is  that  formalin  fixation  does  induce  sickling, 
despite  the  fact  that  one  can  use  it  clinically  to 
demonstrate  sickling  in  a wet  smear.  I mentioned 
that  tissues  were  put  in  formalin  more  than  24 
hours  after  death.  I suspect  that  a lot  of  the  sick- 
ling is  a postmortem  phenomenon,  due  to  post- 
mortem anoxia  prior  to  fixation. 

Dr.  Henry  Hamilton,  Internal  Medicine:  Per- 
haps we  may  indulge  in  a little  speculation  here. 
After  viewing  these  most  remarkable  slides,  one 
can’t  help  being  impressed  by  the  primary  lesion 
of  capillary  occlusion  by  red  cells  without  adjacent 
tissue  hemorrhage.  We  should  give  consideration  to 
the  use  of  heparin  that  was  suggested  earlier.  It 
sounds  like  a good  idea.  I don’t  know  whether  it 
has  been  tried  before  or  not.  It  is  known  that  de- 
oxygenation of  the  sickle-cells  causes  a polymeri- 
zation of  the  S-hemoglobin,  with  a true  bonding 
between  separate  hemoglobin  molecules.  I can 
visualize  changes  in  the  electrostatic  charge  on 
the  cells  or  some  resultant  bonding  between  cells 
causing  an  increased  viscosity  of  blood  and  sludg- 
ing of  cells  in  capillaries.  The  net  result  is  death 
of  tissues  deprived  of  oxygen.  We  face  the  hard 
reality  that  these  patients  die,  as  Dr.  Taylor  in- 
dicated. Few  reach  age  20. 

There  is  a precedent  for  the  use  of  heparin  in 
reversing  the  ill  effects  of  sludged  blood.  For  ex- 
ample, Dr.  Sheets  and  I used  heparin  to  break  up 
sludging  of  blood  which  occurred  in  a woman  with 
red-cell  clumping  because  of  a very  strong  agglu- 
tinating Coombs’  positive  antibody.  In  another  pa- 
tient with  thrombocytosis  causing  the  sludging 
and  hemolysis  and  hemorrhage,  the  process  was 
reversed  with  heparin.  Heparin  works  in  one  way 
by  imparting  an  electronegative  charge  to  the 
cells,  thereby  causing  them  to  repel  each  other  and 
at  least  stay  separated  until  they  get  out  of  the 
capillary  bed  and  become  oxygenated  in  their  next 
cycle  through  the  lung. 

There  are  a few  points  regarding  falciparum 
malaria  that  we  should  consider.  This  form  of  ma- 
laria may  produce  symptoms  in  a few  minutes. 
Going  over  this  protocol  and  knowing  the  patient 
had  been  in  an  area  where  falciparum  malaria  was 
present,  we  should  not  exclude  plasmodium  falci- 
parum malaria  short  of  making  a microscopic 
study  of  the  brain.  Because  of  the  internal  sporu- 
lation  of  this  parasite,  with  local  thrombosis  of 
vessels,  say  in  brain  or  viscera,  a great  variety  of 
symptoms  may  appear  without  there  being  a trace 
of  the  parasites  in  the  peripheral  smear.  With  this 
disease,  a person  may  be  “apparently  well,”  but 
may  suddenly  have  a convulsion,  develop  other 
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central  nervous  system  symptoms  and  die  within  a 
few  hours.  When  I was  in  a malaria  area  taking 
care  of  many  patients  with  plasmodium  falciparum 
malaria,  we  put  this  type  of  malaria  at  the  head  of 
our  differential  diagnosis  list  for  persons  exhibit- 
ing central  nervous  system  symptoms,  mental 
confusion  and  convulsions,  with  or  without  fever. 
Splenomegaly  is  a poor  guide  in  the  differential 
diagnosis  of  malaria.  I have  treated  many  patients 
with  proved  malaria  whose  spleens  were  not  de- 
monstrably enlarged. 

Dr.  Zimmerman:  In  these  patients  with  acute, 
fulminating  falciparum  malaria,  how  much  jaun- 
dice and  how  much  fever  does  one  find? 

Dr.  Hamilton:  Some  people  will  have  jaundice, 
and  others  will  have  none.  Jaundice  doesn’t  help 
a bit  in  the  diagnosis  of  malignant  tertian  malaria. 
The  disease  is  often  characterized  by  an  erratic 
fever  curve.  The  patient  may  be  afebrile,  or  have 
a subnormal  temperature.  This  is  where  one  can 
be  completely  thrown  off. 

Unidentified  Questioner : Is  it  true  that  a patient 
with  sickle-cell  anemia  cannot  get  malaria? 

Dr.  Hamilton:  People  with  sickle-cell  disease  can 


get  malaria,  but  the  incidence  is  reported  to  be 
lower  than  among  individuals  with  normal  hemo- 
globin types. 

ANATOMIC  DIAGNOSES 

1.  Sickle-cell  anemia  (clinical) 

2.  Sickle-cell  crisis  (due  to  dog-bite) 

3.  Fibrosis  of  spleen 

4.  Congestion  of  brain,  liver,  lungs  and  kidneys, 
severe 

5.  Focal  necrosis  of  liver. 

STUDENTS'  DIAGNOSES 

1.  Leptospirosis 

2.  Sickle-cell  anemia  crisis 

Other  possibilities: 

1.  Fulminating  infectious  hepatitis 

2.  Malaria 

DR.  TAYLOR'S  DIAGNOSES 

1.  Sickle-cell  anemia 

2.  Sickle-cell  crisis  with  central  nervous  system 
thromboses 


Coming  Meetings 


IOWA 


June  10-14  Current  Topics  in  Internal  Medicine  (Amer- 
ican College  of  Physicians).  State  University 
of  Iowa,  Iowa  City 


CONTINENTAL  U.  S. 


June  6-8 


American  Geriatrics  Society.  Queen  Elizabeth 
Hotel,  Montreal,  Canada 


June  7-9 
June  8-9 
June  9-15 

June  10-12 
June  10-13 


Society  of  Biological  Psychiatry.  Claridge  Ho- 
tel, Atlantic  City 

American  Association  of  Neuropathologists. 
Dennis  Hotel,  Atlantic  City 

Traineeships  for  the  General  Practitioner. 
University  of  Nebraska  College  of  Medicine, 
Omaha 

American  Neurological  Association.  Claridge 
Hotel,  Atlantic  City 

Forty-eighth  Annual  Convention  of  the  Cath- 
olic Hospital  Association.  Conrad  Hilton  Ho- 
tel, Chicago 


June  10-14  & 
June  17-22 


Histochemistry.  University  of  Kansas  Medical 
Center,  Kansas  City,  Kansas 


June  13-14 
June  13-15 
June  13-16 
June  13-16 
June  13-17 

June  14-15 
June  14-16 


American  Rheumatism  Association.  Claridge 
Hotel,  Atlantic  City 

Endocrine  Society.  Chalfonte-Haddon  Hall, 
Atlantic  City 

American  Therapeutic  Society.  Shelburne  Ho- 
tel, Atlantic  City 

American  College  of  Angiology.  President 
Hotel,  Atlantic  City 

Twenty-ninth  Annual  Meeting  of  the  Amer- 
ican College  of  Chest  Physicians.  Ambassador 
Hotel,  Atlantic  City 

Pediatric  Ophthalmology.  University  of  Cal- 
ifornia, Los  Angeles 

Congress  of  Scientists  on  Survival.  Biltmore 
Hotel,  New  York  City 


June  15 

June  15 
June  15 
June  15-16 
June  15-16 

June  16 
June  16 

June  16-20 

June  16-20 
June  17-20 
June  17-29 
June  21-22 
June  23-29 

June  24-27 
June  24-28 

June  26-29 

June  28-29 


Eleventh  Annual  Conference  on  Disaster  Med- 
ical Care  (AMA  Council  on  National  Security). 

Traymore  Hotel,  Atlantic  City 

American  Academy  of  Tuberculosis  Phy- 
sicians. Ritz-Carlton  Hotel,  Atlantic  City 

American  Association  for  the  Study  of  Head- 
ache. Claridge  Hotel,  Atlantic  City 

American  Diabetes  Association.  Chalfonte- 
Haddon  Hall,  Atlantic  City 

Anxiety  and  Depression  (Academy  of  Psycho- 
somatic Medicine).  Marlborough  Blenheim  Ho- 
tel, Atlantic  City 

Society  for  Vascular  Surgery.  Atlantic  City 

Society  for  Surgery  of  the  Alimentary  Tract. 
Shelburne  Hotel,  Atlantic  City 

Annual  Meeting  of  the  American  Medical  As- 
sociation. Convention  Hall  and  Traymore  Ho- 
tel, Atlantic  City 

Society  for  Adolescent  Psychiatry.  Atlantic 
City 

Society  for  Investigative  Dermatology.  Atlan- 
tic City 

Association  for  Research  in  Ophthalmology. 
Atlantic  City 

Diseases  of  the  Kidney.  University  of  Califor- 
nia, Los  Angeles 

Ninth  Annual  General  Practice  Review  (Uni- 
versity of  Colorado  School  of  Medicine).  Den- 
ver 

American  Orthopedic  Association.  Homestead, 
Hot  Springs,  Virginia 

The  Psychosomatic  Illnesses  (American  Col- 
lege of  Physicians).  University  of  Colorado 
Medical  Center,  Denver 

Tenth  Annual  Meeting  of  the  Society  of  Nu- 
clear Medicine.  Queen  Elizabeth  Hotel,  Mon- 
treal, Canada 

Minor  Surgery.  University  of  California,  Los 
Angeles 
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June  30-July  4 

June  30-July  5 
July  3-7 

July  3-7 

July  8-10 
July  8-19 

July  10-14 

July  12-13 
July  12-13 

July  14-19 

July  18-20 
July  29-Aug.  9 

June  9-15 

June  14-16 
June  23-28 

June  23-28 

June  27-29 

June  27-29 

June  28-30 
July  2-4 
July  14-27 

July  21-25 

July  22-26 
July  23-27 

July  28-Aug.  1 

July  31- 
Aug.  16 


International  College  of  Surgeons.  Bretton 
Woods,  New  Hampshire 

Ophthalmology.  Colorado  Springs 

Advanced  Seminars  in  Dermatology  (Univer- 
sity of  California  Alumni  Association).  Tahoe 
Alumni  Center,  Lake  Tahoe,  California 

Advanced  Seminars  for  General  Practitioners 
(UCLA).  University  of  California  Residential 
Conference  Center,  Lake  Arrowhead,  Califor- 
nia 

Obstetrics  and  Gynecology.  University  of 
Colorado  Medical  Center,  Denver 

West  Coast  Institute  on  Alcoholism  (National 
Committee  for  the  Prevention  of  Alcoholism). 

Loma  Linda  University,  Los  Angeles 


Aug.  9-15 


Aug.  11-16 


Aug.  25-28 


Aug.  26-30 


International  Congress  on  Nutrition.  Edin- 
burgh, Scotland.  Write:  Secretary  6th  Inter- 
national Congress  on  Nutrition,  Department 
of  Clinical  Chemistry,  Royal  Infirmary,  Edin- 
burgh 

Sixth  International  Congress  of  Gerontology. 
Copenhagen.  Write:  P.  From  Hansen,  M.D., 
D.I.S.  Congress  Service,  19  Sankt  Peders 
Straede,  Copenhagen 

Fifth  European  Congress  on  Rheumatic  Dis- 
eases. Stockholm.  Write:  Olle  Lovgren,  M.D., 
St.  Eriks  Sjukhus,  Stockholm 

International  Congress  of  Nephrology.  Prague, 
Czechoslovakia.  Write:  V.  Fencl,  M.D.,  In- 
stitute of  Cardiovascular  Research,  Prague 
4-Krc 


Advanced  Seminars  in  Pediatrics  (UCLA). 
University  of  California  Residential  Confer- 
ence Center,  Lake  Arrowhead,  California 

International  Conference  on  Renal  Hyperten- 
sion. Columbus,  Ohio 

Seventeenth  Annual  Rocky  Mountain  Cancer 
Conference  (Colorado  Division  of  the  Amer- 
ican Cancer  Society  and  the  Colorado  Med- 
ical Society).  Brown  Palace  Hotel,  Denver 

Second  International  Conference  on  Congenital 
Malformations  (National  Foundation).  Amer- 
icana Hotel,  New  York  City 

Dermatology.  University  of  Colorado  Medical 
Center,  Denver 

East  Coast  Institute  on  Alcoholism  (National 
Committee  for  the  Prevention  of  Alcoholism). 

American  University,  Washington,  D.  C. 


Aug.  26-30 

Sept.  1-7 
Sept.  2-6 

Sept.  2-10 
Sept.  9-13 


International  Symposium  on  Radiological 
Health  and  Safety.  Vienna.  Write:  Interna- 
tional Atomic  Energy  Agency,  11  Kartner 
Ring,  Vienna  1 

International  Congress  on  Orthopaedic  Sur- 
gery and  Traumatology.  Vienna.  Write:  Karl 
Chiari,  Grillparzerstrasse  14,  Vienna  1 

International  Congress  on  Clinical  Pathology. 
Mexico  City.  Write:  E.  Cervera  B.,  M.D., 
Asociacion  Mexicana  de  Laboratorio  Clinico, 
Durango  213,  Mexico  7,  D.F. 

International  Congress  of  Genetics.  The  Hague, 
Netherlands.  Write:  S.  J.  Geerts,  14  de  Mon- 
chyplein,  The  Hague 

Conference  on  Cellular  Control  Mechanisms 
and  Cancer.  Amsterdam.  Write:  O.  Miihlbock, 
Netherlands  Cancer  Institute,  Antoni  van  Leeu- 
wenhoek-Huis,  Sarphatistraat  108,  Amsterdam 
C 


ABROAD 

International  Hospital  Congress.  Paris.  Write: 
J.  C.  J.  Burkens,  M.D.,  International  Hospital 
Federations,  24/6  London  Bridge  Street,  Lon- 
don, SE1 

Society  of  Obstetricians  and  Gynaecologists 
of  Canada.  Delawana  Inn,  Ontario 

World  Commission  on  Cerebral  Palsy.  Copen- 
hagen. Write:  P.  Hoeg  Albrethsen,  Samfundet 
for  Vanfore,  Esplanaden  34,  Copenhagen  K 

International  Society  for  Rehabilitation  of  the 
Disabled.  Copenhagen.  Write  the  Society,  701 
First  Avenue,  New  York  City 

International  Congress  on  Alimentary  and  Di- 
gestive Allergy.  Vichy,  France.  Write:  Pierre 
Lignon,  24  boul  des  Capucines,  Paris  9 

Neurosurgical  Society  of  America.  London. 
Write:  Courtland  H.  Davis,  Jr.,  M.D.,  Bowman 
Gray  School  of  Medicine,  Winston-Salem, 
N.  C. 

International  Congress  on  Food  and  Digestive 
Allergy,  Vichy,  France.  Write  Pierre  Lignon, 
24  boul  des  Capucines,  Paris,  9e 

Ciba  Foundation  Symposium  on  Cellular  In- 
jury. London.  Write:  Ciba  Foundation,  41 
Portland  Place,  London  W1 

Fifth  International  Postgraduate  Course  in 
Reconstructive  Surgery  of  the  Nasal  Septum 
and  External  Pyramid.  University  of  Leiden, 
The  Netherlands.  Write:  Prof.  Dr.  H.  A.  E.  van 
Dishoeck,  University  of  Leiden,  Academisch 
Ziekenhuis,  Leiden,  The  Netherlands.  Or 
American  Rhinologic  Society,  530  Hawthorne 
Place,  Chicago  13 

Third  International  Congress  of  Group  Psy- 
chotherapy. Milan,  Italy.  Write  J.  L.  Moreno, 
M.D.,  Box  311,  Beacon,  New  York 

World  Federation  for  Mental  Health.  Amster- 
dam. Write:  19  Manchester  Street,  London  W1 


Sept.  15-21 

Sept.  16-20 
Sept.  16-22 

Sept.  19-21 

Sept.  19-22 

Sept.  22-28 
Sept.  23-27 

Sept.  24-28 
Sept.  26-28 
Oct. 

Oct.  6-11 


International  Congress  on  Occupational  Health. 
Madrid.  Write:  D.  P.  Sangro  Torres,  M.D.,  In- 
stitute Nacional  de  Medicina  y Seguridad  del 
Trabajo,  Ciudad  Universitaria,  Madrid 

Ciba  Foundation  Guest  Symposium  on  Mother- 
Infant  Interaction.  London.  Write:  Ciba  Foun- 
dation, 41  Portland  Place,  London  W1 

Ninth  Congress  on  Vital  Substances,  Nutrition 
and  Diseases  of  Civilization.  Lindau  and  Gre- 
gens,  Germany.  Write:  Bemeroderstrasse  61, 
Hanover-Kirchrode,  Germany 

Congress  of  the  International  Society  of  Car- 
diovascular Surgery.  Rome,  Italy.  Write:  H. 
Haimovici,  M.D.,  862  Park  Avenue,  New  York 
21 

Fifth  International  Congress  of  General  Prac- 
tice. Salzburg,  Germany.  Write:  K.  Engel- 
meier,  M.D.,  Internationale  Gesellschaft  fur 
Praktisch  Angewandte  Medizin,  Langestrasse 
21,  Oelde,  Westf.  West  Germany 

Seventeenth  World  Medical  Assembly.  Mexico 
City.  Write:  Harry  S.  Gear,  M.D.,  10  Colum- 
bus Circle,  New  York  19 

World  Federation  of  Neurology.  Strasbourg. 
France.  Write:  H.  Fishgold,  M.D.,  Institut 

Bunge,  59  rue  Philippe  Williot,  Berchem-Ant- 
werp,  Belgium 

Seventeenth  International  Tuberculosis  Con- 
ference. Rome.  Write:  Sec. -Gen.  G.  l’Ettore, 
via  Ezio  24,  Rome 

International  Congress  of  Therapy.  Brussels. 
Write:  Dr.  Bauduin,  Faculte  de  Medicine,  115 
boul  de  Waterloo,  Brussels 

American  Society  of  Plastic  and  Reconstruc- 
tive Surgery.  Hawaiian  Village  Hotel,  Hono- 
lulu. Write:  T.  Ray  Broadbent,  M.D.,  Secre- 
tary, 508  E.  South  Temple,  Salt  Lake  City 

International  Congress  of  Clinical  Pathology. 
Mexico  City.  Write:  E.  Cervera,  M.D.,  Duran- 
go 213,  Mexico  7,  D.F. 


International  Society  of  Chemotherapy.  Lie- 
derhalle,  Stuttgart,  Germany.  Write:  Clemens 
A.  Hackethal,  318  West  Woodruff  Avenue, 
Toledo  2,  Ohio 

International  Psycho-Analytical  Congress. 
Stockholm.  Write  L.  Borge  Lofgren,  M.D., 
Narvavagen  25,  Stockholm 

Sixth  Annual  Refresher  Course  (University  of 
Southern  California).  Hawaii  and  on  board 
the  S.S.  Lurline 


Nov.  5-13  Ninth  Congress  of  the  Pan-Pacific  Surgical 
Association.  Honolulu.  Write:  F.  J.  Pinkerton, 
M.D.,  Director  General,  Pan-Pacific  Surgical 
Association,  Suite  236,  Alexander  Young  Build- 
ing, Honolulu  13,  Hawaii 

Nov.  13-Dec.  10  First  Pan-Pacific  Mobile  Educational  Lecture 
Seminar.  New  Zealand,  Australia,  Thailand, 
the  Philippines,  Hong  Kong  and  Japan.  Write 
Dr.  F.  J.  Pinkerton,  Director  General,  Pan- 
Pacific  Surgical  Association,  Suite  236,  Alex- 
ander Young  Building,  Honolulu  13 


sr* 


THE  WORKING  MOTHER 

A recent  news  story  on  the  subject  of  the  work- 
ing mother  pointed  out  that  a revolution,  which 
has  been  gradually  taking  place  in  this  country,  is 
having  a profound  effect  upon  the  very  core  of  our 
social  structure — the  American  home.  Between 
1951  and  1961,  it  is  reported,  there  was  a 66  per 
cent  increase  in  the  proportion  of  employed  mothers 
with  children  of  school  age.  In  1961,  45  per  cent 
of  the  mothers  of  all  children  between  the  ages  of 
6 and  17,  and  22  per  cent  of  the  mothers  of  pre- 
school-aged children,  were  employed.  In  the  State 
of  Iowa,  it  is  estimated  that  3 out  of  every  10 
women  have  jobs,  and  that  of  every  six  mothers 
with  children  under  the  age  of  six,  one  is  em- 
ployed. 

In  counseling  the  housewife,  a physician  should 
insist  upon  a serious  consideration  of  the  divided 
role  for  the  wage-earner  and  mother.  He  must  in- 
sist that  she  weigh  the  pros  and  cons  of  such  a dual 
role  objectively  and  carefully — the  possible  impact 
upon  her  marriage,  her  children  and  her  home.  It 
must  be  recognized  that  some  women  are  em- 
ployed from  necessity  and  that  others  want  ca- 
reers for  reasons  other  than  pecuniary  return,  but 
probably  the  majority  of  women  who  seek  employ- 
ment are  motivated  merely  by  a desire  to  provide 
themselves  and  their  families  with  “the  better 
things  of  life.”  What  commodities  are  regarded  as 
“the  better  things  of  life”  ordinarily  reflect  the  val- 
ues such  a woman  acquired  in  her  own  home  dur- 
ing her  developmental  years,  and  they  vary  with 
each  individual. 

It  is  regrettable  that  numerous  articles  in  lay 
magazines,  recently,  have  depicted  the  role  of  wife 
and  mother  for  the  intelligent  woman  in  an  ad- 
verse light.  It  is  said  that  though  a woman  must 
accept  this  role,  it  imposes  such  restrictions  that 
she  loses  her  identity  as  an  individual,  and  finds 
the  role  frustrating,  boring  and  disappointing.  The 
implication  is  that  marriage  and  the  responsibil- 
ities of  family  life  so  limit  the  individual  that 
she  is  unable  to  make  the  most  of  her  capacities 
and  talents.  The  role  of  wife  and  mother  is  not 
enough;  she  must  also  find  full  identity  and  ful- 
fillment in  socially-useful  work  outside  the  home. 
This  point  of  view  attributes  the  unhappy  state  of 
the  married  woman  to  the  role  per  se,  and  empha- 


sizes that  socially-useful  work  will  provide  fulfill- 
ment and  contentment. 

It  would  seem  that  the  bored  and  discontented 
housewife  can  attribute  her  unhappy  state  to  her 
own  intellectual  and  physical  inertia.  The  free 
hours  granted  the  modern  woman  by  the  advan- 
tages of  modern  household  equipment  provide  un- 
limited opportunities  for  growth  and  for  fulfill- 
ment in  creative  activity  undreamed  of  by  her 
mother  and  grandmother. 

The  role  of  wife  and  mother  continues  to  be  the 
most  important,  the  most  challenging,  the  most  re- 
warding, the  most  interesting  occupation  for  the 
American  woman.  Competing  in  the  market  place 
certainly  is  no  guarantee  of  contentment  or  of  ful- 
fillment. 

It  is  conceivable  that  there  is  some  relationship 
between  the  growing  numbers  of  working  wives 
and  the  rising  divorce  rate  in  this  country.  Marital 
difficulties  and  friction  over  economic  matters  are 
said  to  occur  more  frequently  when  the  wife  is 
working.  Jeopardy  of  the  husband’s  identity  as  the 
dominant  partner  is  a definite  hazard  to  the  mar- 
riage when  both  are  employed,  and  the  working 
wife  is  prone  to  lose  her  femininity  and  feeling  of 
dependence  which  are  essential  to  the  male  ego. 

Recent  surveys  among  school  children  are  said 
to  indicate  that  there  is  no  difference  between  the 
children  of  working  mothers  and  the  children  of 
mothers  at  home.  The  surveys  considered  school 
achievement,  social  development,  personality  char- 
acteristics and  family  relationships.  The  same  find- 
ings were  said  to  obtain  among  pre-school  children 
and  youngsters  in  the  elementary  grades.  Such  re- 
ports are  difficult  to  reconcile  with  the  startling  in- 
crease in  juvenile  delinquency,  in  promiscuity 
among  adolescents,  and  the  rapid  rise  in  venereal 
disease  among  teen-agers.  Antisocial  behavior  of 
youth  is  no  longer  restricted  to  the  children  of 
low-income  families,  but  occurs  at  all  economic 
levels. 

Psychologists  tell  us  that  no  other  factor  is  so 
important  in  the  development  of  a strong  and 
resilient  personality  and  sound  character  as  a 
closely-knit  family  life.  No  one  can  deny  that  it  is 
the  mother  who  shapes  this  pattern,  and  it  is  a 
reasonable  assumption  that  the  vast  majority  of 
women  consider  it  a serious  responsibility  and  a 
full-time  task.  Many  people  blame  parents  for  the 
antisocial  behavior  of  the  youth  of  today,  and  at- 
tribute it  to  lack  of  discipline  and  to  inadequate 
supervision.  The  mother  who  spends  eight  hours  a 
day  in  the  market  place  is  under  a great  handicap 
in  the  performance  of  her  role,  and  she  cannot 
depend  upon  others  to  assume  the  responsibility 
of  rearing  her  children. 

In  our  present  economy  there  is  little  justifica- 
tion for  the  high  proportion  of  working  mothers. 
The  welfare  of  children  and  the  shaping  of  their 
characters  and  personalities,  take  precedence  over 
all  other  obligations  within  the  family.  Unless  it  is 
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absolutely  necessary  for  the  mother  to  support  the 
family,  her  role  demands  a full-time  dedication  to 
her  responsibilities.  This  does  not  preclude  intel- 
lectual and  cultural  growth,  and  it  does  not  mean 
that  a housewife  must  be  a slave  to  her  family. 
She  needs  the  change  of  climate  and  of  tempo 
which  stimulating  company  and  challenging  in- 
terests can  provide. 

It  would  appear  that  our  educational  program 
for  young  women  should  give  greater  emphasis  to 
human  relationships  and  to  the  true  significance  of 
marriage,  to  prepare  her  to  find  a rewarding  and 
a complete  life  in  her  biologic  role  and  as  an  in- 
telligent citizen  trying  to  make  this  a better  and  a 
happier  world. 

A PLEA  FOR  PERSPECTIVE 

In  a stimulating  discussion  of  basic  genetics  in  a 
symposium  at  the  University  of  Missouri,  Gardner1 
presented  some  startling  figures  concerning  the 
population  explosion  which  emphasize  the  fact 
that  it  is  one  of  the  most  serious  problems  con- 
fronting this  troubled  world.  To  quote  this  geneti- 
cist: “According  to  the  population  reference  bu- 
reau, the  world  population  is  increasing  at  the  rate 
of  some  50,000,000  per  year,  140,000  per  day,  6,000 
per  hour.  At  the  current  rate,  there  will  be  two 
times  as  many  people  as  there  are  at  the  present  in 
one  more  generation.  It  is  estimated  that  there  will 
be  six  billion  people  on  earth  in  2000  A.D.  Of  all 
the  people  who  have  ever  lived,  about  1/20  are 
alive  today.  Two-thirds  of  the  people  constituting 
the  present  world  population  are  undernourished 
and  about  one-half  are  continually  hungry.” 

An  equally  provocative  article  on  public  health 
practices  in  the  Congo  by  Dickerson2  stated  that 
90  per  cent  of  Africa’s  200,000,000  black  people  are 
in  some  phase  of  starvation,  and  the  primary  rea- 
son for  this  is  that  the  food  supplies  in  Africa  are 
critically  low,  and  in  the  area  of  the  Congo  there 
is  a great  scarcity  of  animal  protein.  In  a four-year 
period  from  1956  to  1960,  Dickerson  served  as  a 
public  health  official  among  a primitive  tribe  of 
140,000  population  in  the  Congo.  In  this  tribe  the 
infant  mortality  was  80  per  cent.  Of  the  children 
surviving  infancy,  no  more  than  50  per  cent 
reached  maturity.  If  they  reached  adulthood,  the 
chance  of  their  living  past  40  years  was  about  one 
in  20.  The  protein  deficiency  disease  kwashiorkor 
caused  death  in  20  to  30  per  cent  of  the  children 
two  to  three  years  of  age.  Malnutrition  is  responsi- 
ble in  a large  measure  for  the  African’s  short  span 
of  life,  for  his  stunted  growth,  for  his  mental  leth- 
argy, and  for  his  great  susceptibility  to  disease. 

According  to  Dickerson,  sickness  is  the  rule 
among  the  natives  of  Africa.  It  begins  before  or  at 
birth  and  continues  until  death.  Four  or  more 
diseases  at  one  time  in  a single  individual  are  not 
at  all  unusual.  Every  tropical  disease  poses  a seri- 
ous problem  in  public  health,  and  since  many 
areas  of  central  Africa  are  no  longer  under  the 


colonial  administration  of  Belgium,  Britain  or 
France,  there  has  been  a breakdown  of  public 
health  services  which  will  have  serious  conse- 
quences. During  his  experience  in  the  Congo  the 
author  saw  malaria,  trypanosomiasis,  schistoso- 
miasis, leprosy,  intestinal  infestations,  tuberculosis, 
ankylostomiasis,  filiariasis,  mycosis  of  all  kinds, 
yaws,  amebiasis,  bacillary  dysentery,  tropical  ul- 
cers, venereal  diseases,  plague,  typhus,  yellow 
fever  and  smallpox. 

No  fewer  than  three  problems  of  utmost  serious- 
ness have  been  presented  here:  (1)  the  population 
explosion  that  threatens  to  overpopulate  our  plan- 
et; (2)  disparities  in  the  distribution  of  food  and 
of  the  know-how  for  producing  it;  and  (3)  the 
eradication  of  diseases  that  still  make  life  painful 
and  short  for  immense  numbers  of  our  fellow 
human  beings.  When  one  contemplates  these 
thoroughly  remediable  miseries  that  exist  on  this 
planet,  it  seems  obvious  that  the  energies  of  man- 
kind should  be  directed  toward  their  solution, 
rather  than  expended  on  the  exploration  of  outer 
space.  The  billions  being  expended  in  an  effort  to 
reach  the  moon  might  better  be  spent  to  correct 
some  of  the  inequities  which  prevail  among  the 
peoples  of  this  earth. 

Apropos  of  the  direction  in  which  the  energies 
of  mankind  should  be  guided,  Arnold  J.  Toynbee, 
in  the  last  of  a series  of  lectures  on  “The  Philos- 
ophy of  History,”  at  Grinnell  College,  stated,  “This 
education  in  a classical  culture  and  in  a higher 
religion  has  a double  advantage.  It  does  not  take 
one  out  of  our  human  world  into  the  non-human 
world  of  protons  and  nebulae. 

“This  is  of  great  practical  value,  because  human 
beings  are  good  at  dealing  with  non-human  nature, 
but  bad  at  dealing  with  human  nature. 

“Therefore,  we  cannot  afford  to  neglect  the  hu- 
manities. To  drop  these  and  to  fly  off  into  physical 
science  is  a form  of  escapism  and  will  bring  its 
nemesis.” 
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Iowa  in  June 

Cherries  in  the  garden, 

Red  roses  on  the  lawn, 

The  wind  across  the  wheat  fields, 

The  thrush’s  song  at  dawn. 

The  checkered  fields  are  tufted, 

With  slender,  tender  green. 

Honey  in  the  clover 

For  droning  bees  to  glean. 

The  red  winged  blackbird  follows 
Behind  the  busy  plow. 

Heaven  smiles.  Earth  answers. 

June  is  with  us  now. 
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PERIANAL  ABSCESSES 
AND  FISTULAE 

An  analysis  of  1,000  cases  of  perianal  abscess 
and  fistula,  by  Hoffman  and  colleagues,*  of  the 
Mayo  Clinic,  revealed  that  underlying  systemic 
disease  was  present  in  17  per  cent  of  the  cases.  As 
a result  of  the  experience,  it  was  emphasized  that 
careful  gastrointestinal  investigation,  particularly 
in  the  younger  individual,  is  a very  wise  procedure 
in  the  patient  with  perianal  disease. 

The  1,000  patients  in  the  Mayo  series  were  di- 
vided into  three  groups.  Group  I was  composed 
of  those  patients  in  whom  the  opening  of  the 
fistula  was  distal  to  the  anal  crypts.  This  type  of 
fistula  is  the  result  of  the  infiltration  of  organisms 
into  the  subcutaneous  tissues  from  an  anal  fissure. 
This  results  in  a subcutaneous  abscess  which  rup- 
tures and  leaves  a small  fistulous  tract,  the  so- 
called  subcutaneous  fistula.  Group  II  was  made 
up  of  those  patients  in  whom  the  primary  open- 
ing was  in  the  anal  crypts  or  higher,  with  spread 
of  organisms  into  the  surrounding  tissue  and  re- 
sulting abscess  formation.  Spontaneous  rupture  or 
surgical  incision  of  the  abscess  results  in  the  for- 
mation of  a fistula.  This  is  the  most  common  type 
of  perianal  fistula  and  is  the  result  of  the  break- 
down of  the  usual  defense  barriers  in  the  anal 
crypts.  Group  III  included  those  patients  who  had 
perianal  abscesses  only. 

In  Group  I,  with  subcutaneous  fistulas,  there 
were  355  patients.  Fifty-five  per  cent  were  males 
and  the  average  age  was  54  years.  There  was  only 
one  patient  less  than  20  years  of  age,  and  he  had 
an  associated  chronic  ulcerative  colitis.  This  pa- 
tient had  regional  enteritis,  six  had  chronic  ulcer- 
ative colitis,  and  21  had  diabetes  mellitus.  In  all  of 
this  group,  there  were  32  patients,  or  9 per  cent, 
with  associated  disease. 

Group  II  consisted  of  497  patients,  72  per  cent 
of  whom  were  males,  and  the  average  age  was  49 
years.  Twenty-three  of  those  patients  had  regional 
enteritis;  50  had  chronic  ulcerative  colitis;  and  42 
had  diabetes  mellitus.  There  were  an  additional  25 
patients  with  various  other  associated  diseases. 
Thus,  in  the  group  with  the  most  common  type  of 
perianal  diseases  143  patients  or  almost  29  per 
cent  had  an  associated  disease. 

The  148  patients  with  perianal  abscess  only  com- 
posed Group  III.  The  average  age  was  47  years, 
and  69  per  cent  were  males.  In  this  group,  six  pa- 
tients had  regional  enteritis;  15  had  chronic  ulcer- 
ative colitis;  four  had  diabetes  mellitus;  and  18 
patients  had  a variety  of  other  diseases.  Of  the  148 
patients  in  the  group  with  perianal  abscess  only, 
43,  or  29  per  cent,  had  associated  diseases. 

In  the  past,  tuberculosis  was  a common  cause 
of  fistula  in  ano,  but  in  this  series,  culture  and 

* Howls,  W.  E.,  Martin,  W.  J.,  Spencer,  R.  J.,  and  Hoffman, 
H.  N.:  Perianal  abscess  and  anorectal  fistula,  minn.  med., 
46:327-331,  (April)  1963. 


guinea  pig  inoculation  were  positive  for  m.  tuber- 
culosis in  only  six  patients.  Cultures  taken  in  65 
cases  grew  out  only  those  organisms  which  con- 
stitute the  normal  fecal  flora. 

In  their  series,  the  Mayo  group  found  that  4.6 
per  cent  of  patients  with  perianal  abscesses  or 
with  anorectal  fistulae  had  regional  enteritis.  In 
the  younger  age  groups,  however,  20  of  52  patients 
with  anorectal  fistulas,  between  the  ages  of  11  and 
30  years,  had  underlying  regional  enteritis. 

In  the  study,  chronic  ulcerative  colitis  was  the 
most  commonly  associated  disease.  It  was  present 
in  about  10  per  cent  of  the  patients,  and  in  the 
younger  age  groups,  15  of  52  patients  with  “an- 
orectal” fistulae  had  chronic  ulcerative  colitis. 

Diabetes  mellitus  was  associated  in  67  patients, 
and  this  disease  was  found  mostly  in  older  patients 
with  anorectal  disease. 

The  authors  conclude  that  subcutaneous  fistula 
is  of  frequent  occurrence  in  the  patient  with  dia- 
betes, but  that  this  particular  type  of  fistula  occurs 
infrequently  in  inflammatory  diseases  of  the  bowel. 
Anorectal  fistulae  which  arise  in  the  anal  crypts 
or  higher  are  frequently  associated  with  inflam- 
matory disease  of  the  bowel,  particularly  in  pa- 
tients in  the  second  and  third  decades  of  life.  In 
the  older  patient,  an  associated  diabetes  mellitus 
should  be  looked  for. 

POSTMATURITy 
IS  LIFE-THREATENING 

J.  C.  McClure  Browne,  a London  obstetrician,1 
points  out  that  there  are  two  directly  opposed 
schools  of  thought  on  the  subject  of  postmaturity. 
One  school  denies  that  there  is  any  problem  in 
prolonged  pregnancy  that  warrants  any  action. 
The  other  school,  to  which  Dr.  Browne  belongs, 
contends  that  prolonged  pregnancy  constitutes  a 
significant  and  an  avoidable  hazard  to  the  life  of 
the  child. 

The  author  urges  that  the  physician  make  every 
effort  at  every  stage  of  pregnancy  to  assess  the 
correctness  of  the  estimated  date  of  conception 
and  of  the  supposed  duration  of  the  pregnancy. 
When  42  weeks  of  pregnancy  have  been  completed 
and  the  woman  is  not  in  labor,  it  is  his  practice  to 
induce  labor  by  the  surgical  rupture  of  the  mem- 
branes. Induction  may  be  indicated  at  40  to  41 
weeks  in  the  older  patient — particularly  if  there 
is  the  slightest  evidence  of  hypertension  or  of 
toxemia. 

From  Dr.  Browne’s  own  series  at  Hammer- 
smith Hospital,  during  the  years  1960  and  1961, 
a total  of  4,202  women  were  delivered  between  the 
thirty-eighth  and  the  fortieth  weeks,  and  the  inci- 
dence of  fetal  distress  necessitating  operative  de- 
livery was  1.5  per  cent.  In  contrast,  of  520  women 
who  delivered  after  completion  of  41  weeks,  during 
the  same  two  years,  the  incidence  of  fetal  distress 
demanding  operative  delivery  was  6.5  per  cent. 
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Further  to  substantiate  his  argument,  the  author 
used  data  procured  from  an  unusual  British  sur- 
vey conducted  in  1958.  In  one  week  in  March,  1958, 
the  National  Birthday  Trust  of  Britain  conducted 
a detailed  study  of  every  birth  in  England  and 
Wales,  and  of  all  the  perinatal  deaths  that  occurred 
in  the  following  13  weeks.  The  pregnancies  and  la- 
bors which  occurred  in  the  one  week  of  the  study 
were  considered  representative  of  the  succeeding 
13  weeks.  Eighty-eight  per  cent  of  the  babies  lost 
were  subjected  to  postmortem  examination  by  a 
small,  coordinated  team  of  pathologists. 

During  the  main  week  of  the  British  survey, 
there  were  16,986  deliveries.  Assuming  that  the 
number  of  births  in  that  week  were  representative 
of  the  whole  three-month  period,  it  was  assumed 
that  some  200,000  births  occurred  during  the  great- 
er length  of  time.  During  the  three  months  there 
were  7,927  perinatal  deaths.  Some  of  the  data 
obtained  in  this  survey  relative  to  prolonged  preg- 
nancy were  summarized.  The  incidence  of  pro- 
longed pregnancy  was  10.4  per  cent,  if  pregnancies 
lasting  longer  than  41  weeks  (287  days)  were  con- 
sidered, and  was  3.5  per  cent  if  pregnancies  lasting 
longer  than  42  weeks  (294  days)  were  considered. 
The  perinatal  death  rate  after  pregnancies  of  39 
to  41  weeks  was  10.5  per  1,000.  The  ratio  doubled 
by  43  weeks,  more  than  tripled  by  44  weeks,  and 
was  five  times  higher  after  45  weeks.  When  con- 
genital anomalies  and  antepartum  hemorrhage 
were  excluded,  the  perinatal  mortality  after  39 
to  41  weeks  was  9.5  per  1,000. 

In  the  babies  born  to  patients  with  toxemia 
manifested  by  even  one  blood  pressure  reading 
of  140/90  or  higher,  or  by  hypertension  with  al- 
buminuria, there  was  a very  significantly  greater 
perinatal  mortality.  As  compared  with  infants 
delivered  by  normal  women  between  39  and  41 
weeks  after  conception,  the  perinatal  mortality 
rate  is  doubled  at  42  weeks,  tripled  at  42  V2  weeks, 
quadrupled  at  43,  and  more  than  quintupled  at  44 
weeks. 

From  the  survey  it  was  also  found  that  maternal 
age  at  the  time  of  delivery  had  a significant  in- 
fluence on  the  perinatal  death  rate,  both  in  prima- 
paras  and  in  multiparas.  The  older  the  woman, 
the  sharper  was  the  increase  in  the  perinatal  mor- 
tality rate  as  pregnancy  continued  beyond  41 
weeks. 

In  regard  to  fetal  distress,  the  study  clearly  con- 
firmed that  prolonged  pregnancy  has  a distinctly 
adverse  effect  on  the  fetus — increasingly  so  if  the 
pregnancy  is  prolonged  after  the  end  of  41  weeks, 
and  somewhat  worse  in  primiparas  than  in  multi- 
paras. 

There  is  evidence  of  profound  placental  changes 
in  prolonged  pregnancy — a degeneration  as  the  re- 
sult of  the  aging  process.  There  is  calcification  of 
the  placenta,  a diminution  of  liquor  amnii,  a slow- 
ing of  the  maternal  placental  circulation  in  some 
cases,  possibly  a lowered  oxygen  tension,  and  a 
tendency  for  the  baby  to  fail  to  grow. 

It  is  Browne’s  policy  to  make  every  effort  to 


evaluate  the  correctness  of  dates  at  every  stage  of 
pregnancy.  After  42  weeks,  if  the  woman  is  not 
in  labor,  surgical  induction  is  carried  out,  what- 
ever the  state  of  the  cervix.  If  the  liquor  amnii 
is  scanty  and  stained  with  meconium,  and  if  there 
is  any  evidence  of  fetal  distress,  immediate  ce- 
sarean section  is  done.  If  induction  fails  to  effect 
delivery  in  48  hours  or  if  fetal  distress  develops, 
lower-segment  cesarean  section  is  performed.  La- 
bor may  be  induced  earlier  (at  40  to  41  weeks)  in 
the  older  patient,  and  it  surely  is  induced  if  there 
is  the  slightest  indication  of  toxemia. 

In  1954,  Clifford2  reported  the  clinical  and  path- 
ologic findings  in  37  liveborn,  postmature  infants. 
Postmaturity  as  defined  by  Clifford  and  the  Boston 
group  was  a pregnancy  of  300  days,  and  the  inci- 
dence was  reported  as  about  5 per  cent.  In  con- 
trast to  the  British  report,  postmaturity  was  a 
problem  only  in  primiparas,  but  for  them  pro- 
longed pregnancy  ranked  second  only  to  prema- 
turity as  the  major  cause  of  fetal  and  neonatal 
mortality. 

According  to  Clifford,  two  progressive  changes 
in  utero  were  thought  to  explain  the  findings: 
maceration  of  the  skin  secondary  to  disappearance 
of  the  protective  layer  of  vernix;  and  degenera- 
tion of  the  placenta  which  occurred  as  a result  of 
the  aging  process.  The  clinical  findings  were  di- 
vided into  three  groups  according  to  the  stage  of 
dysfunction  encountered: 

1.  Stage  One,  in  which  the  skin  shows  the  effects 
of  loss  of  vernix.  The  skin  is  dry,  cracked,  parch- 
ment-like or  peeling.  The  infants  are  long  and 
thin,  and  show  evidence  of  recent  weight  losses, 
the  result  of  a failure  of  the  placenta  to  provide 
adequate  nutrition. 

2.  Stage  Two,  in  which  the  findings  of  the  first 
stage  are  present,  but  in  addition  the  amniotic 
fluid,  the  placental  membranes,  the  cord  and  the 
skin  are  all  stained  green — -evidences  of  severe 
intrauterine  anoxia. 

3.  Stage  Three,  a continuation  of  the  second 
stage.  The  skin,  nails  and  cord  are  now  stained  a 
marked  yellow  color. 

The  pathological  findings  are  those  associated 
with  intrauterine  asphyxia.  The  lungs  show  evi- 
dence of  aspiration  of  amniotic  fluid,  meconium, 
squamous  cells  and  amorphous  debris.  There  are 
areas  of  patchy  atelectasis,  and  areas  of  emphy- 
sema of  the  lungs  and  mediastinum  are  frequently 
found. 

Clifford  concludes  that  placental  dysfunction  is 
a particular  hazard  in  the  older  postmature  primi- 
gravida.  One  baby  in  three  will  die  in  utero  or  in 
the  neonatal  period.  In  general,  postmaturity  pre- 
sented no  added  risk  to  the  babies  of  multiparous 
mothers. 

Though  Clifford  was  of  the  opinion  that  post- 
maturity was  a problem  only  in  the  older  primi- 
gravida,  the  British  group  found  it  a problem  in 
both  multigravidas  and  primigravidas,  though 
more  so  in  the  latter.  Though  he  acknowledges 
that  there  are  two  opposed  schools  of  thought  as 
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regards  the  management  of  postmaturity,  Browne 
urges  the  obstetrician  to  take  prompt  action.  Sur- 
gical induction  to  effect  delivery  is  justified  at  42 
completed  weeks,  or  earlier  if  toxemia  is  or  has 
been  present,  or  if  the  woman  is  close  to  the  end 
of  the  child-bearing  age  range  or  is  losing  weight. 

REFERENCES 

1.  Browne,  J.  C.  McClure:  Postmaturity.  Am.  J.  Obstet. 
& Gynec.,  85:573-582,  (March)  1963. 

2.  Clifford,  S.  H.:  Postmaturity — with  placental  dysfunc- 
tion; clinical  syndrome  and  pathologic  findings.  J.  Pediat., 
44:1-13,  (Jan.)  1954. 


Once  Burned — Twice  Cautious 

Representatives  of  the  United  Mine  Workers  of 
America  were  a principal  driving  force  behind 
recent  efforts  to  pass  a pre-paid  medical  care  bill 
in  West  Virginia,  u.  s.  news  and  world  report,  in 
its  edition  of  March  25,  1963,  points  out  some  inter- 
esting facts  about  previous  UMW  ventures  into 
the  medical  field. 

According  to  the  article,  most  union  pension 
plans  are  operated  on  an  actuarial  basis  with  trust 
funds  large  enough  to  finance  the  promised  bene- 
fits for  the  lifetime  of  the  retired  workers  involved. 
The  UMW  Welfare  and  Retirement  Fund,  how- 
ever, was  set  up  on  a pay-as-you-go  basis  without 
accumulating  large  reserves. 

Because  of  this  omission,  the  article  cites  the 
following  results: 

1.  Medical  benefits  to  miners  and  their  families  have 
been  sharply  curtailed. 

2.  An  estimated  7,000  widows  have  not  received  the 
$500  death  benefits  when  their  miner  husbands  died. 

3.  UMW  hospitals  are  in  deep  financial  difficulties — 
four  must  be  sold  by  July  1,  1963. 

4.  The  $100  per  month  pensions  of  hard  coal  miners 
have  been  cut  to  $30. 

5.  The  $100  per  month  pensions  of  soft  coal  miners 
have  been  cut  to  $75. 

These  events  prompted  the  hard  coal  miners  to 
file  suit,  on  March  11,  against  their  own  union! 

The  same  union  organization  had  the  temerity 
to  urge  West  Virginia  citizens  to  accept  another 
financially  unsound  scheme  for  pre-paid  health 
care  programs  during  the  1963  session  of  the  State 
Legislature.  Proponents  insisted  upon  passage  of  a 
bill  that  would  allow  pre-paid  medical  plans  which 
would  not  require  maintenance  of  reserves  on  an 
actuarial  basis  or  which  would  operate  under  in- 
surance laws  of  the  State. 

On  direct  questioning  at  a legislative  hearing  on 
this  matter,  one  of  the  principal  sponsors  of  the 
bill,  Senator  William  A.  Moreland,  commented 
that  membership  in  such  plans  would  be  voluntary 
and,  if  funds  on  hand  were  insufficient  to  provide 
expected  benefits,  the  consumer  would  be  free  to 
drop  out.  What,  then,  does  the  victimized  miner  or 
other  subscriber  to  such  a plan  get  for  his  invest- 
ment after,  for  example,  several  years  of  paying 
premiums? 


The  miners  and  other  citizens  of  West  Virginia 
should  have,  by  now,  learned  a lesson  in  regard  to 
financially  unsound  programs  supported  by  the 
UMW  or  any  other  group.  Prepaid  medical  care 
programs,  group  practice  or  otherwise,  should  be 
permitted  by  law  only  if  the  subscriber  is  protect- 
ed by  the  insurance  laws. — A guest  editorial  by 
Stephen  D.  Ward,  M.D.,  and  Joseph  L.  Curry, 
M.D.,  reprinted  from  the  May,  1963  issue  of  the 
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Accident  Survey  in  Six  Iowa  Counties 
to  Be  Studied  for  Causes  and 
Prevention  Measures 

Machinery  has  been  the  leading  cause  of  416 
accidents  so  far  reported  in  a six-county  Rural 
Family  Accident  Study  being  made  by  the  In- 
stitute of  Agricultural  Medicine  at  the  State  Uni- 
versity of  Iowa.  Machinery  was  involved  in  25.5 
per  cent  of  the  accidents,  falls  caused  12  per  cent 
of  the  injuries,  and  auto  accidents  caused  10.1  per 
cent.  Seven  per  cent  of  the  injuries  occurred  in 
the  house,  hand  tools  and  animals  were  each  in- 
volved in  6.5  per  cent,  and  3.4  per  cent  of  the  ac- 
cidents reported  resulted  from  burns. 

These  preliminary  findings  are  for  the  period 
from  August  through  December  and  reflect  only 
“reported  accidents”  in  the  study  area  of  Cedar, 
Iowa,  Johnson,  Linn,  Muscatine  and  Washington 
Counties.  Physicians  in  the  area  are  cooperating 
in  the  study.  The  statistics  include  both  farm  and 
non-farm  accidents  of  residents  in  the  six  counties, 
with  the  exception  of  persons  living  in  towns  of 
more  than  2,500  population.  Directing  the  survey 
from  the  Institute  in  Iowa  City  are  Clyde  M. 
Berry,  associate  director  of  the  Institute,  L.  W. 
Knapp,  chief  of  the  safety  division,  and  William  H. 
McConnell,  Jr.,  safety  engineer  and  field  director 
for  the  study. 

Injuries  most  frequently  reported  in  the  study, 
which  will  run  one  year,  have  been  lacerations, 
fractures,  sprains,  and  contusions,  in  that  order. 

The  upper  and  lower  extremities  were  involved 
most  frequently,  although  15  per  cent  of  the  in- 
juries were  to  the  head,  with  a majority  of  these 
occurring  to  young  people  under  21. 

The  largest  number  of  accidents,  90,  happened 
to  people  in  the  45  to  64  age  group,  followed  close- 
ly by  the  25  to  44  age  group  with  82. 

Sixty-eight  accidents  reported  involved  persons 
in  the  6 to  16  age  group,  which  may  represent  the 
highest  injury  rate  of  all  groups,  although  the 
investigators  point  out  that  up-to-date  information 
on  population  age  is  lacking. 

Classification  of  accidents  by  day  of  the  week 
indicates  that  peaks  seem  to  occur  on  Monday  and 
Thursday,  with  a gradual  increase  from  Sunday 
through  Saturday.  However,  more  reports  are 
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needed  before  any  significance  can  be  attached  to 
this  point,  it  was  noted. 

The  survey  pointed  out  that  there  seems  to  be 
a tendency  for  some  farm  workers  or  members  of 
their  families  to  treat  rather  severe  injuries  lightly 
and  to  go  to  a physician  only  when  bleeding  is 
profuse  or  the  injury  is  coupled  with  a great 
amount  of  pain  or  discomfort. 

A primary  objective  of  the  study  is  to  provide 
a picture  of  the  most  frequent  types  of  accidents 
encountered  by  rural  families.  More  detailed  stud- 
ies of  these  accidents  will  then  be  made  by  the 
Institute  staff  to  find  the  causes  and  possible  meas- 
ures to  prevent  such  mishaps. 


The  Doctors'  Image 

In  defining  “image,”  the  dictionary  gives  a vari- 
ety of  interpretations,  but  I believe  that  for  our 
purposes  the  simplest  definition  is  the  following: 
“For  those  in  medicine,  an  image  is  what  the  pa- 
tient thinks  when  he  views  his  doctor  and  the  pro- 
fession. He  sees  the  sum  total  of  his  own  and  his 
family’s  experiences,  and  he  blends  this  with  the 
experiences  of  others.  The  patient  sees  medicine, 
or  his  own  physician,  in  terms  of  the  psychologic 
and  emotional  impact  that  he  has  experienced.  The 
resulting  image  may  be  real  or  imaginary.  Never- 
theless, it  is  his,  and  his  thoughts,  words,  and  ac- 
tions are  based  on  this  image.” 

The  doctors  of  35  to  40  years  ago  spent  their 
days  making  house  calls,  seeing  patients  in  their 
offices,  doing  obstetric  cases  in  the  home,  and  fre- 
quently doing  emergency  major  surgery.  Even  in 
my  younger  days  I assisted  older  surgeons  in  many 
procedures  in  the  home,  including  tonsillectomies, 
D and  C’s,  and  an  occasional  hernia.  This  doctor 
was  very  close  to  his  families;  he  knew  their  per- 
sonal and  socioeconomic  problems  very  well;  they 
depended  on  him  and  often  revered  him.  His  judg- 
ment and  decisions  were  rarely  questioned.  It  was 
unusual  for  him  to  be  unavailable  at  any  time  of 
the  day  or  night. 

He  had  certain  advantages:  He  was  relatively 
free  of  tax  burdens;  it  was  most  unusual  if  there 
was  any  threat  of  malpractice  action;  he  was  not 
beset  by  the  multiple  medical  meetings  that  we 
contend  with  today;  and  his  hospital  staff  appoint- 
ments were  not  burdened  with  regulations  con- 
cerning the  meetings  and  committees  that  we 
know  today.  It  was  rare  that  there  was  any  pub- 
licity concerning  medications  or  medical  matters. 
This  status  persisted  until  after  World  War  II. 

With  the  release  of  many  doctors  from  service 
in  1946  and  1947,  as  well  as  graduating  classes 
from  accelerated  courses,  there  was  a sudden  in- 
flux of  men  to  be  trained  in  specialties  and  to  take 
refresher  courses  in  specialties  or  in  general  med- 
icine. 

Doctors  who  began  practice  during  this  era 
found  themselves  extremely  busy  in  a very  short 
time.  The  result  was  that  they  were  almost  over- 


whelmed with  the  demands  on  their  time  and  re- 
sources. 

The  decrease  in  the  number  of  general  prac- 
titioners, with  a corresponding  increase  in  the 
number  of  specialists,  made  the  former  group 
work  excessively  and  brought  about  more  numer- 
ous referrals  to  the  specialist.  It  also  made  it  dif- 
ficult for  the  private  practitioner  to  be  available 
as  readily  as  his  older  colleague  had  been  in  years 
gone  by,  with  the  result  that  men  could  not  meet 
the  demands  of  their  calls,  and  frequently  were 
unavailable. 

Partly  as  a result  of  this  problem,  the  physician 
gradually  educated  his  patients  to  come  to  his  of- 
fice. In  turn,  this  developed  a situation  in  which 
the  waiting  rooms  were  crowded,  delays  developed 
in  his  seeing  patients  according  to  schedule,  and 
dissatisfactions  arose  in  the  minds  of  patients. 
Some  practitioners  reacted  by  becoming  somewhat 
arrogant  and  aloof. 

These  changes  have  caused  the  average  phy- 
sician today  to  lose  some  of  the  warm  human  rap- 
port that  was  so  characteristic  of  what  people 
nostalgically  refer  to  as  the  “old  time  family  doc- 
tor.” I am  sure  that  none  of  us  wish  to  go  back  to 
that  era,  either  as  to  the  type  of  practice  or  avail- 
ability of  medications  and  technics.  Many  of  the 
things  that  developed  almost  unnoticed  have 
brought  us  to  the  point  where  many  lay  individ- 
uals feel  that  doctors,  as  a whole,  are  inclined  to 
be  unapproachable,  that  they  are  too  affluent  and 
do  not  have  the  personal  interest  in  the  patient 
that  was  characteristic  of  the  older  practitioner. 
Many  patients  feel  that  self-interest  has  taken  the 
place  of  dedication.  It  is  possible  that  the  general 
commercialism  of  our  times  may  be  partly  respon- 
sible for  this  impression. 

If  all  these  factors  have  influenced  the  current 
image  of  the  physician,  there  are  some  statistics 
that  show  that  our  appearance  in  the  eyes  of  the 
public  is  not  so  bad  as  it  has  been  painted. 

In  a study  by  opinion  research,  it  was  shown 
that  people  not  only  have  a very  high  regard  for 
their  own  doctor,  but  also  hold  the  medical  pro- 
fession in  lofty  esteem.  In  an  article,  which  ap- 
peared in  the  Dallas  medical  journal  in  May, 
1961,  C.  Lincoln  Williston  stated  that  when  med- 
icine was  compared  with  15  other  occupational 
groups,  it  was  found  that  doctors  stand  highest  on 
the  scale  of  public  favor.  As  evidence  of  the  pub- 
lic’s esteem  for  health,  three  other  allied  profes- 
sional groups,  nurses,  pharmacists,  and  dentists, 
ranked  two,  three,  and  four,  respectively.  At  the 
bottom  of  the  scale  were  government  employes, 
business  executives,  lawyers,  actors,  and  finally 
labor  leaders. 

In  an  article  in  the  choice  of  medical  career, 
William  B.  Bean,  M.D.,  professor  of  medicine  at 
the  University  of  Iowa,  states: 

“.  . . I defined  the  physician’s  essential  quality 
as  ‘Caritas  Medici,’  using  the  Latin  words  because 
they  not  only  defined  the  mores  of  the  physician 
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of  good  will  but  embodied  them  in  a rich  expres- 
sion with  the  freshness  of  the  early  morning  dew 
still  on  it.  The  expression  ‘beside  manner,’  now 
much  abused,  captures  some  of  the  meaning.  ‘Car- 
itas,’  through  vagrant  changes,  stands  for  charity 
and  care,  and  carries  implications  of  love  and 
tenderness  and  dearness — of  ‘loving  kindness.’  But 
‘Caritas  Medici,’  a physician’s  caritas,  means  much 
more.  It  is  that  vigilant  and  humane  insight  and 
care,  compact  of  wisdom  and  spirit,  which  the  doc- 
tor owes  his  patient,  be  it  for  smypathy  or  dis- 
cipline— the  concept  Francis  Peabody  epitomized 
beautifully  for  us  once  and  for  all  in  his  state- 
ment: ‘The  secret  of  the  care  of  the  patient  is 
in  caring  for  the  patient.’  ” 

I would  like  also  to  stress  the  importance  that 
the  main  objective  in  medical  treatment  should 
be  the  treatment  of  the  person  as  a whole,  and 
not  the  disease  alone.  With  the  tremendous  ad- 
vancement in  the  field  of  the  science  of  medicine, 
this  attitude  on  the  part  of  the  physician  is  per- 
haps more  important  than  ever  before.  In  this 
way,  the  art  of  medicine  can  be  revived  and  our 
relations  with  our  patients,  and  the  general  public 
as  well,  enhanced. 

In  many  ways  the  concept  of  the  physician  is 
that  he  is  on  a pedestal,  and  in  view  of  this,  he, 
like  the  clergyman,  must  act  accordingly.  His  con- 
duct must  be  exemplary  in  all  ways,  including 
reasonable  fees,  avoidance  of  fee  splitting,  and  the 
like.  While  the  true  physician  should  conduct  him- 
self in  such  a manner  that  he  will  be  looked  up  to 
and  respected,  he  cannot  be  aloof  and  live  along  in 
an  ivory  tower.  As  a matter  of  fact,  he  will  not 
gain  the  respect  of  his  patients,  in  this  modern 
day,  unless  he  assumes  his  role  as  a business  man. 
He  should  be  an  active  citizen,  participating  not 
only  in  local,  state,  and  national  affairs,  but  also 
should  be  a leader  in  these  activities  because  of 
the  advantage  of  his  education  and  experience. 

The  practice  of  medicine  is  a way  of  life  as  well 
as  a way  of  making  a living.  If  we  adhere  to  these 
principles,  our  image  will  be  satisfactory. 

— Joseph  A.  Lane,  M.D.,  President, 

in  NEW  YORK  STATE  J.  MED., 

May  15,  1963. 


Frequent  Problems  in  Practice 
To  Be  Aired  at  AMA  '63  Meeting 

The  latest  information  on  some  of  the  most  com- 
mon problems  that  confront  physicians  will  be 
presented  at  eight  general  scientific  sessions  dur- 
ing the  annual  meeting  of  the  American  Medical 
Association  in  Atlantic  City,  June  16-20. 

A series  of  lectures  on  modern  concepts  of  acute 
myocardial  infarction,  including  basic  physiolog- 
ical and  pathological  considerations,  will  be  pre- 
sented by  Jesse  E.  Edwards,  M.D.,  St.  Paul,  Minn.; 
Richard  J.  Bing,  M.D.,  Detroit;  Jack  W.  Crowell, 
Ph.D.,  Jackson,  Miss.;  Carleton  B.  Chapman,  M.D., 


Dallas;  Franklin  D.  Johnston,  M.D.,  Ann  Arbor, 
Mich.,  and  Thomas  N.  James,  M.D.,  Detroit. 

A day-long  symposium  on  strokes  is  scheduled 
on  Wednesday,  June  19.  Participants  include  Louis 
Sokoloff,  M.D.,  Bethesda,  Md.;  C.  Miller  Fisher, 
M.D.,  Boston;  Clark  H.  Millikan,  M.D.,  Rochester, 
Minn.;  T.  H.  Newton,  M.D.,  San  Francisco;  John 
Stirling  Meyer,  M.D.,  Detorit,  and  James  E.  Ecken- 
hoff,  M.D.,  Philadelphia.  Others  are  Ellen  Mc- 
Devitt,  M.D.,  New  York  City;  Edwin  J.  Wylie, 
M.D.,  San  Francisco;  Donald  A.  Covalt,  M.D.,  New 
York  City;  Roy  R.  Greening,  M.D.,  Philadelphia; 
H.  L.  Baker,  M.D.,  Rochester,  Minn,  and  J.  Law- 
rence Pool,  M.D.,  New  York  City. 

A full  day’s  program  will  be  devoted  to  a sym- 
posium on  newer  knowledge  and  therapy  of  peptic 
ulcer  on  Monday,  June  17.  The  11  speakers  are 
David  State,  M.D.,  New  York  City;  Eldon  Foltz, 
M.D.,  Seattle;  John  Campbell,  M.D.,  Indianapolis; 
James  L.  A.  Roth,  M.D.,  Philadelphia;  Joseph  B. 
Kirsner,  M.D.,  Chicago;  John  Bruce,  M.D.,  Edin- 
burgh, Scotland;  Edward  R.  Woodward,  M.D., 
Gainesville,  Fla.;  H.  William  Scott,  Jr.,  M.D.,  Nash- 
ville, Tenn.;  Claude  E.  Welch,  M.D.,  Boston; 
George  A.  Hallenbeck,  M.D.,  Rochester,  Minn,  and 
Eugene  Bernstein,  M.D.,  Minneapolis. 

A panel  discussion  on  medical  genetics  will  bring 
together  David  Y.  Y.  Hsia,  M.D.,  Chicago;  Har- 
old F.  Falls,  M.D.,  Ann  Arbor,  Mich.;  Maurice  T. 
Fliegelman,  M.D.,  Louisville;  E.  Burke  Evans, 
M.D.,  Galveston,  Texas,  and  David  C.  Fainer, 
M.D.,  Baltimore. 

Various  problems  associated  with  the  treatment 
of  obesity  will  be  explored  by  a six-man  panel 
consisting  of  Edgar  S.  Gordon,  M.D.,  Madison, 
Wis.;  Eliot  Stellar,  Ph.D.,  Philadelphia;  Albert 
Stunkard,  M.D.,  Philadelphia;  Charlotte  M.  Young, 
M.D.,  Ithaca,  N.  Y.;  Garfield  G.  Duncan,  M.D., 
Philadelphia  and  Seymour  L.  Halpern,  M.D.,  New 
York  City. 

Participating  in  a symposium  on  venereal  dis- 
ease will  be  R.  H.  Kampmeier,  M.D.,  Nashville, 
Tenn.;  M.  Brittain  Moore,  Jr.,  M.D.,  Atlanta;  Sid- 
ney Olansky,  M.D.,  Atlanta;  Nicholas  J.  Fiumara, 
M.D.,  Boston;  D.  B.  Stewart,  M.D.,  Mona,  Jamaica, 
B.W.I.  and  Kyril  B.  Conger,  M.D.,  Philadelphia. 

An  analysis  of  the  painful  back  will  take  the 
form  of  a panel  discussion  among  H.  Relton  Mc- 
Carroll,  M.D.,  St.  Louis;  Allen  S.  Russek,  M.D., 
New  York  City;  Robert  D.  Moreton,  M.D.,  Fort 
Worth,  Texas,  and  Eben  Alexander,  M.D.,  Wins- 
ton-Salem, N.  C. 


In  the  July  issue  of  the  journal,  and  subse- 
quently whenever  there  are  such  proceedings 
to  report,  meetings  of  the  IMS  Executive  Coun- 
cil will  be  summarized. 

Deputy  councilors  are  asked  to  watch  for  and 
to  read  these  summaries  carefully,  so  that  they 
can  make  them  the  bases  for  their  oral  reports 
to  their  respective  county  medical  societies. 
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Presidents  Page 

Members  of  the  Iowa  Medical 
Society  can  be  certain  that  the 
wishes  of  physicians  will  be  ad- 
equately presented  to  the  MAA 
Advisory  Council  and  the  Board 
of  Social  Welfare,  as  the  program 
for  Medical  Assistance  to  the  Aged 
is  formulated. 

The  medical  profession  has  a 
representative  on  the  MAA  Ad- 
visory Council,  and  we  are  con- 
fident representatives  of  many  of  the  other  groups  rep- 
resented, will  share  our  points  of  view  concerning  im- 
plementation of  this  program. 

At  a special  meeting  last  week,  the  IMS  Subcommit- 
tee on  Public  Assistance  considered  all  aspects  of  the 
MAA  program,  and  its  findings  are  to  be  presented  to  the 
IMS  Executive  Council  at  a special  meeting  this  week. 
Prior  to  a meeting  of  the  MAA  Advisory  Council  sched- 
uled for  June  5,  the  resultant  suggestions  from  the  Exec- 
utive Council  will  be  transmitted  to  the  physician  mem- 
ber of  that  group,  and  he  will  relay  it  to  the  other  mem- 
bers of  the  Advisory  Council. 

Final  recommendations  regarding  the  content  of  the 
Kerr-Mills  program  for  Iowa  won’t  be  presented  without 
adequate  consideration  and  approval  by  the  appropriate 
policy-making  body  of  the  IMS,  and  a special  meeting  of 
the  House  of  Delegates  will  be  called,  if  necessary. 


THE  DOCTOR'S  BUSINESS 


Are  You  Expressing 
Your  Opinions  to 
the  Right  People? 

HOWARD  D.  BAKER 
Waterloo 


Most  of  us  feel  that  in  today’s  busy  and  complex 
society,  we  fulfill  our  responsibility  as  citizens  by 
voting,  by  paying  our  taxes  and  by  expounding 
loudly  at  the  country  club  on  political  issues. 
Those  are  not  enough! 

Though  there  is  admittedly  a lot  of  political 
maneuvering  in  Washington,  and  though  a great 
deal  of  influence  is  wielded  by  various  lobbying 
groups,  plain  old  grass-roots  sentiment — when 
voiced — is  the  single  most  influential  factor  in 
legislation.  No  sane  senator  or  representative 
would  ignore  the  wishes  of  his  constituents.  They 
are  the  people  who  elected  him,  and  who  are  to 
decide  whether  or  not  he  can  continue  in  office. 

With  our  very  complex  economic  structure, 
many  extremely  important  social  and  economic 
proposals  are  constantly  being  considered.  No  in- 
formed person  can  honestly  claim  not  to  have 
opinions  on  these  issues.  These  opinions,  no  mat- 
ter how  strong,  are  wasted  if  not  expressed  to 
our  lawmakers.  Your  colleagues  on  the  hospital 
staff  and  the  members  of  your  Rotary  Club  do  not 
cast  their  votes  in  the  halls  of  Congress. 

What  are  your  sentiments  on  subsidies  for  farm- 
ers, foreign  aid,  tax  reduction  and  revision,  the 
present  version  of  the  Self-employed  Persons’ 
Retirement  Act,  medical  aid  for  the  aged,  and  the 
many  other  crucial  issues  facing  us  today?  More 
important  than  “What  are  your  feelings?”  is  the 
question  “Who  has  been  made  aware  of  your  feel- 
ings?” The  impact  of  a substantial  number  of  let- 
ters from  his  constituents  will  be  far  more  in- 
fluential on  your  Senator  or  Representative  than 
even  the  most  powerful  lobby. 

Mr.  Baker  is  a partner  in  Professional  Management  Mid- 
west, and  manager  of  its  Retirement  Planning  Department. 
He  majored  in  accounting  and  business  administration  at 
S.U.I.,  and  was  an  agent  of  the  U.  S.  Bureau  of  Internal 
Revenue  for  ZV2  years  before  forming  his  present  association 
in  1953. 


THE  LAWMAKERS  ARE  ANXIOUS  TO  PLEASE  YOU 

This  appeal  might  have  been  even  more  timely 
a couple  of  months  ago,  when  letters  to  your  state 
legislators  would  have  enabled  you  to  help  shape 
the  state  laws  that  were  enacted  in  Des  Moines. 
But  it  is  never  too  late!  Every  major  act  of  the 
General  Assembly,  like  every  major  act  of  Con- 
gress is  a tissue  of  compromises.  No  individual 
lawmaker  is  completely  satisfied  with  any  of  the 
principal  measures  he  voted  for  on  final  passage. 
The  chances  are  good  that  he  will  have  an  oppor- 
tunity next  time  to  propose  or  to  support  changes 
in  the  new  laws  or  parts  of  laws  that  you  consider 
faulty,  and  a letter  from  you  will  strengthen  his 
determination  to  do  so. 

Don’t  be  deterred  by  the  fact  that  you  and  your 
Senator  or  Representative  are  of  different  political 
parties  or  that  you  voted  for  the  man  whom  he 
defeated  in  the  election.  Actually,  he  may  be  even 
more  interested  in  gaining  your  support  than  in 
gratifying  those  of  his  followers  whose  support  it 
would  be  hard  for  him  to  lose. 

On  the  other  hand,  don’t  hesitate  to  write  to 
one  of  your  lawmakers  because  he  has  done  pre- 
cisely as  you  wanted  him  to  do,  or  because  you 
know  that  his  principles  and  attitudes  exactly  coin- 
cide with  yours.  If  he  has  voted  “right”  send  him 
a “thank  you”  letter.  He’ll  be  grateful  for  your 
note  of  appreciation,  and  his  persistence  will  be 
reinforced  to  a degree  far  out  of  proportion  to  your 
importance  as  a voter. 

This  communication  of  your  sentiments  and  de- 
sires is  a duty  and  responsibility — not  just  a right. 
You  should  complain  against  political  parties, 
against  individual  politicians  and  against  specific 
legislation  only  if  and  after  you  have  fulfilled  this 
responsibility.  It’s  as  simple  as  picking  up  your 
Dictaphone  and  expressing  your  opinion — now! 
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Bierring  Memorial 


A committee  formed  to  plan  and  raise  funds  to 
finance  a fitting  memorial  to  the  late  Walter  L. 
Bierring,  M.D.,  has  received  approval  from  the 
State  Executive  Council  to  remodel  and  refurnish 
the  Conference  Room  of  the  State  Department  of 
Health,  on  the  third  floor  of  the  State  Office  Build- 
ing, in  Des  Moines,  in  the  manner  shown  in  the 
accompanying  picture. 

The  project  will  involve  paneling  all  walls  in 
walnut,  draping  the  windows  from  ceiling  to  floor, 
and  carpeting  the  floor.  The  memorial  plaque,  in 
walnut  and  about  six  feet  square,  is  to  be  placed 
on  the  north  wall.  An  anteroom  will  be  construct- 
ed to  the  south,  and  it  also  will  be  panelled  in 
walnut. 

It  is  estimated  that  the  work  will  cost  about 
$20,000,  and  funds  are  being  sought  from  the  mem- 
bers of  professional  associations  in  which  Dr.  Bier- 
ring was  interested,  and  from  his  many  other  col- 
leagues and  friends  throughout  the  state  and  na- 
tion. 

The  chairman  of  the  committee  is  D.  C.  Conzett, 
M.D.,  Dubuque,  a member  of  the  State  Board  of 
Health;  Marie  Tenner,  R.N.,  Iowa  City,  director  of 
nursing  service  at  University  Hospitals,  is  secre- 


tary; and  Mr.  Donald  L.  Taylor,  Des  Moines,  ex- 
ecutive director  of  the  Iowa  Medical  Society,  is 
treasurer.  Other  members  are:  Mr.  Louis  Blair, 
Cedar  Rapids,  superintendent  of  St.  Luke’s  Meth- 
odist Hospital;  John  Schwartz,  Sr.,  D.O.,  Des 
Moines,  chairman  of  the  board  of  Des  Moines  Gen- 
eral Hospital;  Mr.  B.  F.  Carter,  Jr.,  Forest  City, 
newspaper  editor;  Mrs.  Jay  C.  Tone,  Jr.,  Des 
Moines;  F.  W.  Pillars,  D.D.S.,  Des  Moines;  Mr. 
Elmer  H.  DenHerder,  Sioux  Center,  a legislator; 
Mr.  John  Brooks,  Des  Moines,  an  architect;  Mr. 
Paul  E.  Morgan,  Ames,  an  ISU  faculty  member; 
Mr.  William  Wimer,  Des  Moines,  an  attorney;  and 
Mr.  Thomas  Tibbs,  Des  Moines,  director  of  the 
Des  Moines  Art  Center. 

Contributions  to  the  fund  are  solicited.  Checks 
should  be  made  payable  to  “The  Bierring  Mem- 
orial Room,”  and  sent  to  Mr.  Taylor  at  529  Thirty- 
sixth  Street,  Des  Moines  12. 

In  a memorial  article  published  in  the  Septem- 
ber, 1961,  JOURNAL  OF  THE  IOWA  MEDICAL  SOCIETY, 
Lee  Forrest  Hill,  M.D.,  of  Des  Moines  said  that 
history  will  acclaim  Dr.  Bierring  as  one  of  the 
nation’s  outstanding  physicians  of  all  time.  Fol- 
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lowing  are  a few  of  Dr.  Bierring’s  accomplish- 
ments that  Dr.  Hill  mentioned. 

During  his  senior  year  in  medical  school  at  the 
State  University  of  Iowa,  he  was  invited  by  the 
dean  to  undertake  a two-year  postgraduate  tour 
of  European  medical  centers,  and  upon  its  com- 
pletion to  became  chairman  and  professor  of  the 
projected  Department  of  Pathology  and  Bacteriol- 
ogy at  Iowa  City.  Thus,  from  1893  to  1913,  he  was 
an  academician,  the  first  seven  of  those  years  at 
S.U.I.,  and  the  final  three  at  the  Drake  University 
Medical  School,  in  Des  Moines.  In  1894  or  1895, 
he  was  the  first  to  make  diphtheria  antitoxin  west 
of  New  York  City. 

When  the  Drake  Medical  School  was  merged 
with  the  one  at  S.U.I.,  Dr.  Bierring  began  his  sec- 
ond career — a private  practice  as  consultant  in  in- 
ternal medicine.  He  served  in  this  capacity  from 
1913  to  1933.  His  third  career  was  as  commissioner 
of  health,  and  occupied  another  20-year  period, 
from  1933  to  1953,  and  he  began  it  at  the  age  of  65, 
when  he  might  well  have  been  thinking  of  the 
comforts  of  retirement.  But  even  at  the  age  of  85 
he  was  not  yet  ready  to  retire,  and  in  1953  he 
accepted  the  post  of  director  of  the  Division  of 
Gerontology,  Heart  and  Chronic  Diseases,  in  the 
State  Department  of  Health. 

He  served  as  president  of  the  Johnson  County 
Medical  Society  in  1902,  of  the  Iowa  Medical  So- 
ciety in  1908,  of  the  Polk  County  Medical  Society 
in  1911,  and  of  the  American  Medical  Association 
in  1933.  In  1956,  he  was  awarded  the  American 
Medical  Association’s  Distinguished  Service  Medal. 

He  was  secretary-treasurer  of  the  Federation  of 
State  Licensing  Boards  of  the  United  States  and 
editor  of  the  federation  bulletin  from  its  estab- 


lishment in  1915  until  his  death.  He  assisted  in  the 
organization  of  the  National  Board  of  Medical 
Examiners  in  1915  and  1916.  He  was  the  first 
chairman  of  the  Board  of  Internal  Medicine,  and 
he  also  served  as  chairman  of  the  American  Board 
of  Preventive  Medicine  and  Public  Health  during 
nine  consecutive  terms.  He  was  instrumental  in 
the  establishing  of  a Sub-Board  of  Aviation  Medi- 
cine, and  was  national  president  of  the  honorary 
fraternity,  Alpha  Omega  Alpha,  from  1924  until 
1960. 

Dr.  Bierring  wrote  almost  innumerable  medical 
articles  and  several  books.  A selected  “Bierring 
Bibliography,”  published  in  the  Bierring  Festschrift 
issue  of  the  journal  of  the  iowa  medical  society, 
in  August,  1957,  lists  194  separate  items. 

It  is  unlikely  that  any  other  Iowa  physician  will 
match  Dr.  Bierring’s  record  of  service  to  the  pub- 
lic and  to  the  profession.  Thus,  he  is  supremely 
deserving  of  an  appropriate  and  lasting  memorial. 


Civil  Defense  Officials  to  Discuss 
Disaster  Care  Program 

Civil  defense,  biological  and  chemical  warfare, 
and  disaster  planning  will  be  the  major  topics  at 
the  11th  annual  National  Conference  on  Disaster 
Medical  Care,  June  15,  at  Atlantic  City,  N.  J. 

Sponsored  by  the  American  Medical  Associa- 
tion’s Council  on  National  Security,  the  one-day 
conference  will  precede  the  opening  of  AMA’s 
112th  annual  meeting  on  Sunday,  June  16. 

The  national  civil  defense  program  will  be  dis- 
cussed by  Stuart  L.  Pittman,  assistant  secretary 
of  defense  for  civil  defense.  Medical  aspects  of 
civil  defense  will  be  outlined  by  Lt.  Col.  Louis  J. 
Hackett,  Jr.,  MC,  medical  coordinator  in  the  Dept, 
of  Defense’s  Office  of  Civil  Defense. 

Gabriel  P.  Ferrazzano,  M.D.,  chief  of  the  Pub- 
lic Health  Service’s  Division  of  Health  Mobiliza- 
tion, will  report  on  progress  in  health  mobilization 
programs  of  the  PHS,  and  George  W.  Paschal,  Jr., 
M.D.,  Raleigh,  N.  C.,  a member  of  AMA’s  Commit- 
tee on  Disaster  Medical  Care,  will  discuss  “Phy- 
sician Responsibility  in  Disaster  Planning.” 

The  10-year  history  of  Medical  Educators  for 
National  Defense  (MEND)  will  be  outlined  by 
James  E.  Fitzgerald,  M.D.,  Washington,  D.  C.,  a 
member  of  the  sponsoring  Council.  David  W. 
Clare,  M.D.,  Pittsburgh,  Pa.,  will  speak  on  “Com- 
munity Disaster  Planning  and  Effective  Testing.” 
Conrad  E.  Ronneberg,  Ph.D.,  chairman  of  the 
committee  on  civil  defense  of  the  American  Chem- 
ical Society,  will  report  on  “Chemical  and  Biolog- 
ical Defenses  in  Perspective.”  Following  his  pre- 
sentation, scientists  from  the  Army  Chemical  Cen- 
ter will  discuss  both  biological  and  chemical  war- 
fare, including  such  topics  as  classification,  iden- 
tification, methods  of  delivery,  effects,  immuniza- 
tion and  treatment,  and  prevention  and  protection. 


BOOK  REVIEWS 

Medical  Laboratory  Technology,  by  Matthews  J. 

Lynch,  M.D.,  Stanley  S.  Raphael,  M.B.,  Leslie  D. 

Mellor,  Peter  D.  Spare,  Peter  Hills  and  Martin  J.  H. 

Inwood  (Philadelphia,  W.  B.  Saunders  Company, 

1963.  $12.00). 

This  text  is  a new  one,  and  the  authors  are  pathol- 
ogists and  technologists  associated  with  hospitals  in 
Sudbury,  Ontario,  Canada.  The  preface  states:  “Our 
aim  has  been  to  give  workers  in  our  field  a book  that 
is  up-to-date  and  covers  the  vast  bulk  of  investigative 
demands  encountered  in  the  average  general  hospital, 
yet  one  which  outlines  not  only  the  ‘how’  but  also  the 
‘why’  of  laboratory  work.” 

Basic  physics,  general  chemistry,  physiologic  chem- 
istry, and  physiology  germane  to  laboratory  determina- 
tions, as  well  as  procedural  details,  are  all  included. 
The  reviewer  does  not  think  the  book  superior  to 
other  standard  texts  having  the  same  content  and 
objectives,  but  histologic  technics  which  usually  are 
rather  inadequately  treated  in  general  texts,  have 
been  given  considerable  space  and  have  been  well  pre- 
sented in  this  volume. 

The  quality  of  the  illustrations  varies  from  very,  very 
good  in  the  parasitology  chapters,  to  poor  in  the  hema- 
tology chapters.  Black  and  white  illustrations  only, 
and  a newspaper  type  of  print  have,  I am  sure,  aided 
materially  in  keeping  down  the  price  of  the  book. 
These  economies  are  laudable,  no  doubt,  but  they  do 
make  the  pages  less  attractive  than  those  of  compa- 
rable texts,  and  do  make  the  reader  fatigued  more 
rapidly. 

One  would  judge  this  text  to  be  of  some  value  as  a 
supplementary  manual  for  students  of  medical  tech- 
nology because  of  the  type  of  detail  it  contains,  but 
physicians  and  experienced  medical  technologists 
would  probably  have  little  occasion  to  refer  to  it. — 
David  Baridon,  Jr.,  M.D. 


Moving  into  Manhood,  by  W.  W.  Bauer,  M.D.,  (Garden 

City,  New  York,  Doubleday  and  Company,  Inc.,  1963. 

$2.95) . 

This  is  another  book,  written  for  the  adolescent, 
which  stresses  the  ever-present  need  for  educating 
youth  on  the  complexities  of  adulthood — the  respon- 
sibilities, the  problems  and  the  emotional  reactions. 
The  text  is  straightforward  and  in  plain  language.  The 
physician  will  do  well  to  keep  this  book  in  mind 


when  such  reference  material  is  needed  for  his  adoles- 
cent male  patient. — M.  E.  Alberts,  M.D. 


Counseling  in  Medical  Genetics,  Second  Edition,  by 
Sheldon  C.  Reed,  Ph.D.  (Philadelphia,  W.  B.  Saun- 
ders Company,  1963.  $5.50). 

The  increased  interest  in  medical  genetics  is  reflected 
in  the  increasing  numbers  of  books,  monographs  and 
treatises  appearing  in  the  medical  literature.  This  book 
has  been  revised  to  keep  up  with  the  rapidly  changing 
data  available  to  the  physician  who  is  concerned,  at 
least  occasionally,  with  genetic  problems. 

The  book  is  delightfully  written  and  the  physician 
is  provided  with  the  facts  he  needs  when  he  must 
answer  a family’s  questions  regarding  the  chances  of 
a repetition  of  genetic  traits  (desirable  as  well  as  un- 
desirable) . Many  illustrative  examples  are  cited  to 
emphasize  the  practical  aspects  of  the  counseling. 

The  value  of  this  work  is  greatly  enhanced  by  a very 
extensive  bibliography  covering  many  of  the  very  rare 
situations  which  are  not  discussed  in  the  body  of  the 
book.  Thus,  since  it  will  serve  as  a quick  reference, 
without  confusing  the  issue  with  a lot  of  deeply  tech- 
nical genetic  data,  this  book  well  serves  a useful  place 
in  the  physician’s  office  library. — M.  E.  Alberts,  M.D. 


BOOKS  RECEIVED 


THE  CARE  OF  MINOR  HAND  INJURIES,  SECOND  EDI- 
TION, by  Adrian  E.  Flatt,  M.D.  (St.  Louis,  The  C.  V.  Mos- 
by  Company,  1963.  $10.50). 

CLINICAL  GASTROENTEROLOGY,  SECOND  EDITION,  by 
Eddy  D.  Palmer,  M.D.  (New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  Publishers,  1963.  $22.50). 

CURRENT  PSYCHIATRIC  THERAPIES.  VOL.  Ill,  ed.  by  Jules 
H.  Masserman,  M.D.  (New  York,  Grune  & Stratton,  Inc., 
1963.  $9.75). 

THE  RISK  TAKERS,  by  Hugh  McLeave.  (New  York,  Holt, 
Rinehart  and  Winston,  Inc.,  1963.  $4.50). 

HANDBOOK  OF  PEDIATRICS,  FIFTH  EDITION,  by  Henry 
K.  Silver , M.D.,  C.  Henry  Kempe,  M.D.,  and  Henry  B. 
Bruyn,  M.D.  (Los  Altos,  California,  Lange  Medical  Pub- 
lications, 1963.  $4.00). 

NEW  AND  NONOFFICIAL  DRUGS.  1963,  evaluated  by  the 
AMA  Council  on  Drugs.  (Philadelphia,  J.  B.  Lippincott 
Company,  1963.  $ ) . 

MEDICINE  AND  THE  STATE,  by  Matthew  J.  Lynch,  M.D., 
and  Stanley  S.  Raphael,  M.B.  (Springfield,  Illinois,  Charles 
C Thomas,  1963.  $9.75). 
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Link  Between  Arthritis  and  Weather 

Dr.  Joseph  Lee  Hollander,  a Philadelphia  rheu- 
matologist, has  reported  that  symptoms  of  arthritis 
patients  became  worse  when  barometric  pressure 
was  lowered  and  humidity  was  increased  simulta- 
neously under  scientifically  controlled  conditions. 
“We  believe  that  we  have  established,  on  a sci- 
entific basis,  that  the  environment  has  a definite 
and  measurable  effect  on  arthritis,”  he  said. 
“ Weather  effect’  is  not  just  another  ‘old  wives’ 
tale.’  ” Further  knowledge  of  how  weather  af- 
fects this  disease  may  ultimately  lead  to  special 
air  conditioning  to  provide  the  i-heumatic  patient  a 
more  comfortable  life,  he  said. 

In  a report  in  the  April  1963,  archives  of  envi- 
ronmental health,  Dr.  Hollander  described  experi- 
ments conducted  in  a $125,000  controlled  climate 
chamber,  dubbed  the  Climatron.  The  chamber  is  a 
room  of  reinforced  concrete  15  feet  square  suitable 
for  two  persons  to  live  in,  Dr.  Hollander  said.  It  is 
entirely  sealed  and  is  accessible  only  through  an 
air-lock  vestibule  equipped  with  submarine  doors 
and  pressure  equalizing  valves.  A room  under  the 
chamber  houses  machinery  for  controlling  tem- 
perature, humidity,  rate  of  air  flow,  barometric 
pressure,  and  ionization,  the  number  of  ions  (posi- 
tive and  negative  charged  particles)  in  the  air. 

In  the  first  series  of  tests  with  arthritic  volun- 
teers, Dr.  Hollander  said,  the  five  climatic  factors 
were  changed  one  at  a time  and  the  results  were 
“conclusively  negative.”  No  single  climatic  factor 
induced  the  “weather  effect.” 

In  a second  series  of  tests,  a drop  in  barometric 
pressure  was  coupled  with  a rise  in  humidity  be- 
cause these  are  the  prevailing  factors  in  nature  be- 
fore any  rainstorm,  the  time  when  most  arthritics 
complain  the  most  about  their  symptoms.  “In 
seven  of  the  eight  rheumatoid  arthritis  patients, 
and  three  of  the  four  osteoarthritic  patients  there 
was  significant  worsening  of  symptoms  and  ob- 
jective measurements  in  29  of  40  trials  of  this 
combination,”  he  said.  “The  subjective  symptoms 
increased  within  four  hours  of  the  start  of  the  cli- 
mate change,  and  the  objective  worsening  was 
obvious  within  six  to  eight  hours.” 

The  patients  recorded  their  own  symptoms  every 
day,  Dr.  Hollander  explained,  but  in  addition  to 
these  subjective  reports  a researcher  examined 
each  patient  twice  daily  and  made  objective  meas- 
urements of  his  condition.  “If  the  humidity  was 
kept  constant  for  a day  at  the  peak  of  80  per  cent 
and  the  barometric  pressure  at  the  low  of  28.5 
inches  after  the  cycle  of  variation  from  the  baseline 
level  was  achieved,  the  condition  of  the  arthritis 
improved,  demonstrating  that  it  was  the  simul- 
taneous dhange  in  the  two  factors  and  not  the  high 
humidity  or  low  barometric  pressure  alone  which 
aggravated  the  condition.” 

“This  is  not  to  say  that  other  combinations  may 
not  induce  similar  or  even  greater  effects,  because 


we  have  not  yet  tested  the  myriad  of  possible  com- 
binations of  the  five  parameters  of  climate  which 
we  can  control,”  Dr.  Hollander  said. 

There  have  been  reports  that  negative  ionization 
in  high  concentration  causes  amelioration  of  symp- 
toms of  fatigue,  stiffness,  and  pain.  On  the  other 
hand,  reports  claim  to  show  that  positive  ioniza- 
tion of  the  air  increases  the  discomfort  of  the  sub- 
jects. “It  seems  too  simple  that  this  one  climatic 
factor  can  produce  so  many  effects;  further  con- 
trolled studies  are  needed,”  he  declared. 

The  Climatron  project  is  proceeding  with  fur- 
ther experiments  to  determine  which  other  weather 
combinations  are  detrimental  to  the  patient  with 
arthritis  and  other  musculoskeletal  diseases.  Per- 
haps it  may  be  possible  to  detect  the  one  or  two 
key  climatic  factors  which  must  be  kept  constant 
for  the  benefit  of  the  rheumatic  patient,  and  spe- 
cial air  conditioning  for  his  home  may  give  him  a 
more  comfortable  life. 

Most  important  are  experiments  attempting  to 
determine  what  changes  occur  in  the  body  in  re- 
sponse to  climate  changes.  Many  of  the  rheumatic 
disorders  seem  to  arise  from  a failure  of  the  in- 
dividual to  maintain  homeostasis,  or  a normal  in- 
ternal environment,  when  challenged  by  changes 
in  his  external  environment  which  are  inherent  in 
life,  he  said.  Although  a vast  number  of  studies 
have  been  made  over  the  years  purporting  to  show 
the  effects  of  weather  on  man  and  on  diseases,  Dr. 
Hollander  said,  none  has  employed  very  accurate 
methods.  Only  one  previous  attempt  at  establish- 
ing a controlled  climate  chamber  for  such  a study 
has  been  made,  and  it  was  designed  to  regulate 
only  heat  and  humidity. 

Dr.  Hollander  has  studied  joint  diseases  at  the 
University  of  Pennsylvania  for  17  years.  He  is  pro- 
fessor of  medicine,  School  of  Medicine  and  Grad- 
uate School  of  Medicine. 


W.  B.  SAUNDERS  COMPANY  features  the  fol- 
lowing new  editions  in  their  full  page  advertise- 
ment appearing  elsewhere  in  this  issue: 

BEESON  and  McDERMOTT— CECIL-LOEB 
TEXTBOOK  OF  MEDICINE 
The  New  (11th)  Edition  of  a world-famous 
text,  with  contributions  by  173  noted  authori- 
ties and  details  of  over  800  diseases 

ANDREWS  and  DOMONKOS— DISEASES  OF 
THE  SKIN 

A thorough  revision  of  a classic  text  offering 
sound  advice  in  dermatologic  diagnosis  and 
treatment 

AEGERTER  and  KIRKPATRICK— ORTHOPE- 
DIC DISEASES 

An  up-to-the  minute  book  to  aid  you  in  the 
accurate  diagnosis  of  bone  disease 


Speech -Reading  and  Auditory  Training 


In  a program  of  speech-reading  and  auditory 
training,  we  are  concerned  with  that  segment  of 
hearing-handicapped  persons,  either  children  or 
adults  who  still  retain  some  measure  of  usable 
hearing,  but  first,  have  hearing  deficits  which  can 
not  be  remedied  by  medical  or  surgical  interven- 
tion, and  second,  have  hearing  deficits  of  suffi- 
cient magnitude  to  constitute  a significant  barrier 
to  communication  through  speech.  Our  goals  for 
a program  of  speech-reading  and  auditory  training 
are  (1)  to  help  such  persons  learn  to  make  max- 
imal use  of  the  hearing  they  have,  and  (2)  to  help 
them  learn  how  to  augment  their  limited  auditory 
ability  by  making  effective  communicative  use  of 
other  cues,  especially  visual  ones,  by  means  of 
which  speech  perception  may  be  aided. 

Speech-reading,  or  the  more  dated  term  lip  read- 
ing, may  be  defined  as  the  use  of  visual  cues  by 
which  a hard-of-hearing  or  deafened  individual 
can  assist  himself  in  comprehending  oral  language. 
Not  only  lip  movements  but  facial  expression, 
gestures,  and  contextual  clues  are  employed  by 
such  a “listener”  to  gain  information  that  will  be 
helpful  to  him  in  understanding  a speaker.  In 
auditory  training,  the  hard-of-hearing  person  is 

The  Committee  on  the  Conservation  of  Hearing  for  the  State 
of  Iowa,  which  is  presenting  a series  of  articles  in  the  jour- 
nal, consults  with  and  advises  all  agencies  interested  in  the 
problems  of  hearing  impairment.  Its  services  are  available  to 
industry,  agriculture,  education  and  to  the  broad  spectrum  of 
public  health  and  welfare  services  within  the  state. 

The  Committee  has  been  officially  sponsored  by  the  Iowa 
State  Department  of  Health  since  1957.  It  was  first  formed  in 
1949,  under  the  leadership  of  Dr.  D.  M.  Lierle,  head  of  the 
Department  of  Otolaryngology  and  Maxillofacial  Surgery  at 
S.U.I.  From  the  first,  the  Committee  has  been  interdisciplinary 
in  composition  and  purpose. 

The  Committee  presently  consists  of:  C.  M.  Kos,  M.D. 
(chairman),  otologist  in  private  practice,  Iowa  City:  Joseph 
Wolvek  (executive  secretary),  consultant,  Hearing  Conserva- 
tion Services,  State  Department  of  Public  Instruction,  Des 
Moines;  M.  G.  Barillas,  assistant  director  for  Special  Services 
Division  of  Vocational  Rehabilitation,  Des  Moines,  Iowa; 
L.  E.  Berg,  superintendent,  Iowa  School  for  the  Deaf,  Council 
Bluffs:  Dale  S.  Bingham,  consultant.  Speech  Therapy  Serv- 
ices, State  Department  of  Public  Instruction,  Des  Moines; 
Paul  Chestnut,  M.D.,  private  practitioner  and  member  of 
AAGP,  Winterset;  James  F.  Curtis,  Ph.D.,  head,  Department 
of  Speech  Pathology  and  Audiology,  S.U.I.,  Iowa  City;  Mad- 
elene  M.  Donnelly,  M.D.,  director,  Division  of  Maternal  and 
Child  Health,  State  Department  of  Health,  Des  Moines;  Joseph 
Giangreco,  assistant  superintendent,  Iowa  School  for  the 
Deaf,  Council  Bluffs;  Malcolm  Hast,  Ph.D.,  Department  of 
Speech  Pathology  and  Audiology,  S.U.I. , Iowa  City;  Byron 
Merkel,  M.D.,  otolaryngologist  in  private  practice  and  mem- 
ber of  Academy  of  Otolaryngology  and  Ophthalmology,  Des 
Moines;  William  Prather,  Ph.D.,  Department  of  Speech  Pathol- 
ogy and  Audiology,  S.U.I.,  Iowa  City;  Mrs.  Jeanne  Smith, 
Department  of  Otolaryngology  and  Maxillofacial  Surgery, 
S.U.I.,  Iowa  City;  Edmund  Zimmerer,  M.D.,  commissioner, 
State  Department  of  Health,  Des  Moines. 


reeducated  to  utilize  all  auditory  clues,  from  gross 
sounds  to  speech  sounds,  so  as  better  to  compre- 
hend speech.  To  be  aware  of,  to  discriminate 
among,  and  to  utilize  information  provided  by 
sounds  are  the  key  steps  in  auditory  training. 
Actually  these  are  also  the  steps  taken  in  speech- 
reading; one  looks,  discriminates  visual  cues,  par- 
ticularly lip  movements,  and  utilizes  these  cues  in 
gleaning  the  “message.”  It  is  for  this  reason  that 
we  combine  work  in  speech-reading  and  auditory 
training,  for  the  hard-of-hearing  individual  natu- 
rally combines  auditory  and  visual  cues  in  his  at- 
tempt to  understand  a speaker.  It  is  this  combina- 
tion of  auditory  cues  and  speech-reading  that  re- 
sults in  greater  understanding  of  speech  than 
either  speech-reading  or  limited  audition. 

There  are  established  principles  that  the  speaker 
should  observe  in  such  a situation.  First,  the 
speaker  should  face  the  speech-reader,  at  a distance 
of  about  three  or  four  feet,  with  his  (the  speaker’s) 
face  clearly  exposed  by  day  or  artificial  light.  Sec- 
ond, the  speaker  should  enunciate  his  words  clear- 
ly in  a voice  of  moderate  loudness.  He  should  avoid 
exaggeration  of  lip  movements  because  exagger- 
ated movements  are  distorted  and  actually  are 
more  difficult  to  interpret.  Third,  if  the  speech- 
reader  has  difficulty  in  understanding,  the  speaker 
should  repeat  or  re-word  his  thought  until  the 
hard-of-hearing  person  indicates  understanding. 
Also,  since  the  speech-reader  must  depend  on  con- 
text, the  speaker  should  be  careful  to  define  the 
topic  at  the  beginning  of  a discussion.  Finally,  the 
speaker  should  avoid  distractions  or  facial  distor- 
tions such  as  continuous  smiling,  head  movements, 
distracting  hand  movements,  and  holding  a pipe 
or  cigar  or  cigarette  in  his  mouth. 

For  the  speech-reader  or  one  wishing  to  learn 
speech-reading,  there  also  are  principles  to  be  fol- 
lowed. First,  it  is  unnecessary  to  perceive  clearly 
every  sound  or  word  that  is  spoken;  context  will 
fill  in  many  gaps  if  he  concentrates  on  understand- 
ing a thought  and  does  not  become  too  concerned 
with  individual  syllables  or  words.  Besides,  only 
about  one-third  of  all  speech  sounds  are  clearly 
visible.  Second,  many  sounds  and  words  are  homo- 
phonous,  i.e.,  they  look  alike  when  spoken.  An  ex- 
ample, of  groups  of  such  homophonous  sounds  are 
pear,  mare,  and  bear;  fine  and  vine;  two  and  do; 
etc.  The  approach,  then  to  good  speech-reading  is 
to  think  synthetically,  not  analytically.  That  is  to 
say,  one  must  learn  to  fill-in  missing  words,  to 
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derive  meaning  from  the  topic  and  the  context  of 
the  sentence,  to  pick  up  cues  from  the  rhythm, 
accent,  and  stress  of  a sentence,  and  finally,  to  do  a 
little  intelligent  guessing.  For  a speech-reader  to 
be  analytical — -to  try  to  account  for  every  sound 
or  word  group — is  disastrous.  Third,  a hard-of- 
hearing  person  must  continually  practice  speech- 
reading not  only  as  he  would  any  new  skill,  but  al- 
so as  he  would  a skill  which  he  wishes  to  maintain 
at  an  optimal  level. 

It  should  be  pointed  out  that  in  working  with  a 
hard-of-hearing  child,  one  teaches  speech-reading 
indirectly.  The  child  is  constantly  reminded  and 
made  aware  of  the  speaker’s  face,  but  no  formal 
exercises  and  principles  are  developed  for  him. 

The  latter  approach  is  particularly  essential  in 
developing  a program  of  auditory  training.  At  the 
beginning,  even  with  an  adult,  the  emphasis  is 
training  the  pupil  to  “listen.”  A child  who  has 
never  heard  normally  must  learn  to  become  aware 
of  many  sounds,  for  the  most  part  gross  sounds,  in 
his  environment;  these  are  sounds  he  may  or  may 
not  have  been  conscious  of  all  his  life.  For  the 
child,  many  of  these  sounds  will  be  new  and  will 
have  meaning  for  the  first  time.  For  the  adult  who 
has  been  gradually  or  suddenly  deprived  of  his 
auditory  environment,  awareness  and  discrimina- 
tion of  sounds  must  be  relearned.  Either  an  audi- 
tory training  unit  (table  model)  or  a hearing-aid 
will  be  used.  Whichever  device  is  employed  as  a 
means  of  amplifying  sounds  for  the  hard-of-hear- 
ing individual,  these  devices  amplify  sound  arti- 
ficially. It  is  for  this  reason  that  a hard-of-hearing 
person  must  learn  to  interpret  or  re-interpret  his 
auditory  world,  and  through  artificial  amplifica- 
tion. 

After  gross  sound  (a  door  slamming,  books  or 
dishes  falling  on  the  floor)  are  understood,  we 
proceed  to  finer  sounds  (person  walking  versus 
person  running,  etc.)  and  finally  to  speech  sounds. 
Here,  the  individual  leams  to  discriminate  and 
interpret  the  subtle  characteristics  of  consonants 
and  vowels  which  could  mean  the  difference  be- 
tween understanding  and  misinterpretation.  At  this 
point,  the  program  of  auditory  training  is  incor- 
porated with  speech-reading  exercises.  The  com- 
bination of  auditory  training  and  speech-reading 
will  enable  the  hard-of-hearing  individual  to  dis- 
criminate better,  interpret,  and  give  meaning  to 
another’s  speech;  this  is  our  primary  rehabilitative 
goal. 
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Slower  Fingernail  Growth 
Sign  of  Aging 

The  rate  of  growth  of  fingernails  varies  between 
men  and  women  and  from  family  to  family  but 
appears  to  slow  down  with  age,  according  to  Dr. 
William  B.  Bean,  of  the  State  University  of  Iowa. 

Dr.  Bean  made  a 20-year  study  of  the  growth 
pattern  of  his  left  thumbnail  and  found  at  the  end 
of  that  time  it  was  taking  nearly  a month  longer 
for  the  nail  to  grow  from  the  cuticle  to  the  finger- 
tip than  it  had  at  the  start  of  his  study.  A sharp 
decline  in  the  growth  rate  began  at  age  49  and 
seems  to  be  continuing,  he  said,  in  an  article  in  the 
April  archives  of  internal  medicine.  From  1942, 
when  he  was  32,  until  1958,  when  he  was  48,  the 
nail  took  from  117  to  126  days  to  grow  out,  Dr. 
Bean  said.  But  in  1959,  it  took  133  days;  in  1960, 
136  days;  and  in  1961,  138  days. 

The  nail  was  scored  with  a file  at  the  cuticle  on 
the  first  day  of  each  month  and  photographed  at 
intervals  by  a standardized  technique  in  order  to 
measure  its  growth,  he  explained. 

There  were  some  unaccountable  spurts  and  lags 
in  growth  over  the  years,  he  said,  but  they  were 
not  associated  with  the  seasons  of  the  year  or 
variations  in  climate.  However,  he  said,  other 
studies  have  shown  a reduced  rate  of  nail  growth 
in  persons  who  moved  from  the  temperate  to  the 
arctic  zone. 

Commenting  on  various  studies  on  fingernail 
growth,  Dr.  Bean  said  a generalization  which  holds 
for  all  groups  which  have  been  studied  intensively 
indicates  that  there  is  a slight  but  significant  dif- 
ference between  the  rate  of  nail  growth  in  the 
sexes,  a tendency  for  a faster  rate  being  found 
among  men. 

Familial  tendencies  in  growth  rates  also  have 
been  found,  with  some  families  having  a relatively 
fast  rate  and  others  a relatively  slow  rate,  he  said. 

Sporadic  observations  indicate  that  increased 
metabolism  is  associated  with  an  increased  rate  of 
nail  growth,  he  said.  This  is  seen  in  pregnancy 
where  the  rate  of  growth  may  be  increased  by  as 
much  as  one-third.  There  is  also  clear  evidence 
that  starvation  is  associated  with  conspicuous  re- 
duction in  the  rate  of  growth,  he  said. 


Mid-West  Allergy  Forum 

The  Annual  Meeting  of  The  Mid- West  Allergy 
Forum  will  be  held  at  The  Sheraton-Cleveland 
Hotel,  Public  Square,  Cleveland,  Ohio,  October  12 
and  13,  1963. 

The  one  and  one-half  days  of  scientific  sessions 
will  include  panels  on  chronic  pulmonary  prob- 
lems, cutaneous  diseases,  repository  methods  of 
therapy,  and  many  other  problems  of  clinical  al- 
lergy. 

For  further  information  write  to:  I.  M.  Hinnant, 
M.D.,  General  Chairman,  10465  Carnegie  Avenue, 
Cleveland  6,  Ohio. 


Spring  Postgraduate  Conference 

The  Iowa  Chapter  of  the  American  Academy  of 
General  Practice  will  hold  its  fourth  annual  Spring 
Postgraduate  Conference  at  the  New  Inn,  Lake 
Okoboji  on  June  13,  14,  15,  1963.  The  past  three 
annual  conferences  have  utilized  the  pattern  of 
morning  lectures  and  afternoon  relaxation.  This 
combination  of  study  and  play  has  been  well  at- 
tended and  thoroughly  enjoyed. 

This  year’s  program  will  follow  the  same  pat- 
tern, though  it  will  be  one  day  shorter  than  the 
conference  held  in  June,  1962.  The  Convention 
Hall  at  the  New  Inn  provides  a very  nice  site  for 
the  scientific  lectures.  The  excellent  accommoda- 
tions at  the  New  Inn,  as  well  as  the  many  other 
attractions  of  the  area,  make  it  an  ideal  place  for 
the  doctor  and  his  family  to  relax  and  enjoy  them- 
selves. The  swimming  pool  at  the  New  Inn  has 
been  a popular  spot  for  both  youngsters  and  adults. 
Fishing  and  boating  have  been  popular.  The  mini- 
ature golf  course  has  helped  entertain  not  only  the 
children,  but  also  the  grownups,  and  the  driving 
range  and  golf  course  have  provided  outlets  for 
their  pent-up  energy. 

The  program  on  the  13th  will  be  presented  by 
the  Northwestern  Heart  Council  of  the  Iowa  Heart 
Association,  and  our  Education  Committee  has 
worked  out  a schedule  that  is  sure  to  be  of  interest 
to  the  general  practitioner  for  the  14th  and  15th. 
The  complete  program  follows: 

Thursday,  June  13 
(HEART  DAY) 

(Sponsored  by  the  Northwestern  Heart  Council 
of  the  Iowa  Heart  Association  and  the 
Iowa  State  Department  of  Health) 

“Closure  of  Ventricular  Septal  Defects  and  Long-term 
Follow  Up” — Morris  Levy,  M.D.,  Minneapolis 

“Medical  and  Surgical  Cardiac  Emergencies  in  the 
Newborn” — Paul  Adams,  M.D.,  Minneapolis 

“Mitral  and  Aortic  Valvular  Disease  and  Prosthetic 
Replacements” — Dr.  Levy 


“Relationship  of  Mump’s  Skin  Test  to  Endocardial 
Fibroelastosis” — Dr.  Adams 

Friday,  June  14 

“Endocrine  Therapy  in  Obstetrics  & Gynecology” — 
David  N.  Danforth,  M.D.,  Evanston,  111. 

“Anemias  of  Pregnancy” — Roy  G.  Holly,  M.D.,  Lincoln, 
Nebr. 

“Respiratory  Problems  of  the  Newborn” — M.  E.  Al- 
berts, M.D.,  Des  Moines 

“Diagnosis  and  Management  of  Single  Nerve  Lesions” 
— Donald  W.  Mulder,  M.D.,  Rochester,  Minn. 

“Athletic  Injuries” — Carroll  B.  Larson,  M.D.,  Iowa  City 

“Respiratory  Allergic  Disease” — Lawrence  J.  Halpin, 
M.D.,  Cedar  Rapids 

Saturday,  June  15 

“Abnormal  Bleeding  Problems” — Dr.  Holly 

“Management  of  Abortion” — Dr.  Danforth 

“Recurring  and  Chronic  Respiratory  Problems  in  Chil- 
dren”— Dr.  Alberts 

“Diagnosis  and  Treatment  of  Epilepsies” — Dr.  Mulder 

“Dermatologic  Aspects  of  Allergies” — Dr.  Halpin 

“Whiplash  Injuries” — Dr.  Larson 

The  presentations  on  Friday  and  Saturday  are  made 
possible  by  a grant-in-aid  from  the  Merck  Sharp  & 
Dohme  Postgraduate  Program  and  the  Eli  Lilly  & 
Company  Educational  Seminar  Program. 


Remember  the  dates  of  the  Annual  Scien- 
tific meeting  of  the  Iowa  Chapter — Septem- 
ber 16,  17,  1963,  Hotel  Savery,  Des  Moines, 
Iowa. 
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The  1963  General  Assembly  of  Iowa  Enacted 

Well -Designed  Health  Legislation 


The  Sixtieth  General  Assembly  of  Iowa,  which 
adjourned  two  weeks  ago,  enacted  virtually  all 
of  the  measures  in  which  Iowa  doctors  were  pro- 
fessionally interested,  in  forms  that  the  Legisla- 
tive Committee  of  the  Iowa  Medical  Society  con- 
siders acceptable.  We  are  certain  that  the  new 
laws  will  greatly  benefit  the  people  of  the  state. 

MEDICAL  AID  FOR  THE  AGED 

The  Legislature  appropriated  $1,680,000  per  year 
for  the  next  two  years  to  finance  a Kerr-Mills  pro- 
gram that  will  help  near-needy  people  beyond  65 
years  of  age  to  finance  necessary  attention  for 
their  ailments — attention  that  might  otherwise  im- 
proverish  them.  Moreover,  it  authorized  the  In- 
terim Committee  to  release  up  to  $320,000  more 
money  for  that  purpose,  if  the  original  appropria- 
tion is  exhausted. 

At  the  suggestion  of  the  IMS  and  other  health 
groups,  the  Legislature  made  it  mandatory  that  a 
private  insurance  company  or  other  independent 
organization  be  employed  to  administer  the  pro- 
gram, at  least  for  the  first  two  years,  so  that  MAA 
can  be  kept  altogether  separate  from  the  Old  Age 
Assistance  set-up,  so  that  accurate  figures  can  be 
compiled  on  the  numbers  of  eligible  persons  and 
the  extents  of  their  needs,  and  so  that  the  way  is 
kept  open  for  the  substitution  of  a plan  under 
which  the  state  can  help  such  people  buy  health 
and  accident  insurance  policies,  beginning  perhaps 
in  1965.  Coverages  for  large  numbers  of  such  sub- 
standard risks  aren’t  yet  available  in  this  part  of 
the  country,  and  they  won’t  be  until  statistics  have 
been  gathered  and  actuarily-sound  rates  computed. 
The  IMS  and  apparently  a great  majority  of  the 
legislators  are  convinced  that  subsidized  health  in- 


surance promises  the  best  method  for  preserving 
the  dignity  of  the  people  whom  MAA  is  designed 
to  help. 

Together  with  federal  matching  funds,  the  sum 
voted  by  the  General  Assembly  will  provide  about 
$4,000,000  for  this  purpose  each  year.  The  services 
that  are  to  be  provided  the  eligible  elderly,  wholly 
or  in  part  at  government  expense,  will  be  decided 
by  the  State  Board  of  Social  Welfare  on  the  advice 
of  the  MAA  Advisory  Council,  which  is  made  up 
largely  of  representatives  of  health  professions  and 
institutions.  The  doctors  of  medicine  hope  that  the 
program  will  be  of  the  type  known  as  “major  med- 
ical”—one  that  will  help  pay  the  big  bills,  rather 
than  cover  multitudes  of  little  ones. 

COMPOSITE  LICENSURE  BOARD 

Hereafter,  licenses  to  practice  in  Iowa  are  to  be 
granted  to  both  doctors  of  medicine  and  doctors 
of  osteopathic  medicine  and  surgery  by  a single 
licensing  board.  The  new  law  neither  adds  to  nor 
detracts  from  the  practice  rights  currently  enjoyed 
by  osteopathic  physicians,  as  distinguished  from 
osteopathic  physicians  and  surgeons,  except  that 
henceforth  they  are  authorized  to  prescribe  drugs. 
No  new  osteopathic  physicians’  licenses  will  be  is- 
sued, however,  except  by  reciprocity  to  persons 
who  were  so  licensed  in  other  states  prior  to  the 
effective  date  of  this  act  and  who  have  chosen  to 
move  to  Iowa. 

Future  graduates  of  colleges  of  osteopathic  med- 
icine and  surgery  cannot  be  licensed  as  osteopath- 
ic physicians,  but  will  be  eligible  for  licensure  as 
osteopathic  physicians  and  surgeons  after  passing 
the  same  examination  that  is  given  to  the  grad- 
uates of  medical  schools,  and  after  serving  an  ap- 


proved  one-year  internship.  Anyone  now  holding 
a license  as  an  osteopathic  physician  can  qualify 
for  an  unlimited  license  as  an  O.P.&S.,  if  he 
wishes,  either  by  taking  a year  of  additional  class 
work  and  a year  of  internship,  or  by  taking  two 
additional  years  of  formal  training,  as  many  such 
men  have  done  in  the  recent  past. 

The  law  provides  that  both  osteopathic  schools 
and  osteopathic  internships  now  approved  by  the 
American  Osteopathic  Association  are  to  stand 
provisionally  approved  by  the  new  board  until 
1968,  unless  a majority  of  board  members,  includ- 
ing the  osteopathic  ones,  vote  disapproval.  The 
board  has  the  authority  to  revoke  or  suspend  the 
license  of  a doctor  of  medicine,  an  osteopathic  phy- 
sician and  surgeon  or  an  osteopath  who,  after 
notice  and  hearing,  has  been  found  guilty  of  “un- 
professional conduct”  as  defined  in  the  Code  of 
Iowa,  though  any  such  decision  is  subject  to  re- 
view in  the  courts. 

The  law  differs  from  the  proposal  originally 
agreed  upon  by  the  members  of  the  M.D./D.O. 
Liaison  Committee  in  only  two  particulars:  (1) 
The  composite  board  is  to  consist  of  six  M.D.’s  and 
two  osteopathic  physicians  and  surgeons,  rather 
than  five  and  one.  This  change  doesn’t  appreciably 
affect  the  ratio.  (2)  The  right  to  prescribe  drugs  is 
granted  to  osteopathic  physicians,  but  this  provi- 
sion does  no  more  than  recognize  a fait  accompli. 

OTHER  MEASURES  ADOPTED 

Implied  Consent.  One  of  the  amendments  that 
the  House  added  to  the  liquor  bill,  and  which  the 
Senate  accepted,  authorizes  policemen  to  order 
sobriety  tests  for  persons  whom  they  suspect  of 
having  operated  motor  vehicles  while  intoxicated. 
Specifically,  it  legalizes  the  assumption  that  by  ap- 
plying for  and/or  using  drivers’  licenses,  citizens 
have  granted  permission  for  such  tests  whenever 
the  police  choose  to  have  them  performed. 

This  portion  of  the  liquor  control  act  will  be 
administered  by  the  State  Department  of  Public 
Safety,  and  the  statute  provides  that  “only  a li- 
censed physician,  or  a medical  technologist  or 
registered  nurse  designated  by  a licensed  phy- 
sician as  his  representative,  acting  at  the  written 
request  of  a peace  officer  may  withdraw  such  body 
substances  for  the  purpose  of  determining  the  al- 
coholic content  of  the  person’s  blood.” 

The  Blood  Bill.  Senate  File  443,  as  enacted,  pre- 
vents any  insurance  company  authorized  to  do 
business  in  Iowa  from  furnishing  whole  human 
blood  or  blood  products,  or  from  replacing  them 
in  kind. 

Confidentiality  of  Medical  Studies.  Under  this 
act,  hospitals  may  release  records  for  use  in  re- 
search studies,  and  neither  the  materials  so  re- 
leased nor  any  conclusions  based  upon  them  are 
to  be  admissible  as  evidence  in  court. 

Nurses’  Practice  Act.  The  nurses  abandoned 
their  original  proposal,  which  called  for  the  estab- 
lishment of  a separate  nurses’  practice  act.  Instead, 
they  asked  for  and  were  granted  some  relatively 


small  changes  in  the  previously  existing  law.  The 
principal  one  of  these  provides  for  the  licensure, 
rather  than  merely  for  the  registration,  of  nurses, 
thus  enabling  the  nurses’  board  to  exercise  some- 
what greater  control  over  members  of  the  nurs- 
ing profession  in  Iowa. 

Workmen’s  Compensation.  The  Legislature  in- 
creased benefits  payable  by  employers  to  or  for  the 
care  of  employees  injured  at  work  or  afflicted  with 
occupational  diseases.  It  spent  considerable  time 
debating  an  amendment  which  would  have  grant- 
ed the  sick  or  injured  employee  the  privilege  of 
choosing  his  physician,  but  the  proposal  was  de- 
feated and  the  law  will  continue  to  provide  that 
the  employer  “shall  furnish”  medical  and  surgical 
care  in  such  cases. 

Itinerant  Licenses.  The  issuance  of  licenses  for 
the  practice  of  any  health  profession  in  numerous 
places  is  to  cease,  but  present  licensees  were  au- 
thorized to  continue  their  patterns  of  practice. 

Salaries.  The  IMS  favored  raises  for  the  state 
commissioner  of  health  and  the  state  medical  li- 
brarian. Both  were  granted  increases  in  the  de- 
partmental appropriation  bill  that  was  adopted  at 
the  close  of  the  session. 

BILLS  NOT  ACTED  UPON 

Radiation  Control.  This  proposal  by  the  State 
Department  of  Health  would  have  permitted  a fed- 
eral agency  to  make  sure  that  radiologists,  x-ray 
technicians  and  other  people  who  handle  radioac- 
tive substances  in  Iowa  are  exposed  to  no  more 
than  safe  amounts  of  radiation.  The  IMS  approved 
of  the  measure,  but  didn’t  actively  sponsor  it.  The 
bill  failed  to  reach  the  House  floor,  and  didn’t  get 
out  of  committee  in  the  Senate. 

Licensure  of  Physical  Therapists.  This  proposal 
failed  to  reach  the  calendar  in  either  house.  The 
IMS  has  taken  the  position  that  therapists  and 
technicians  can  raise  their  standards  of  training 
and  practice  by  other  means  than  by  seeking  the 
passage  of  licensure  laws. 

Bait  Advertising.  A bill  designed  to  restrict  the 
types  of  advertising  permissible  to  vendors  of  cor- 
rective eyeglasses  and  their  components,  and  re- 
lated services,  was  revised  to  a form  acceptable  to 
the  Iowa  Medical  Society.  The  House  passed  it,  but 
it  never  reached  the  floor  of  the  Senate. 

CONCLUSION 

Rather  than  heeding  the  critics  who  are  disap- 
pointed that  the  legislators  were  unwilling  to  en- 
act their  proposals  instantaneously,  physicians  and 
other  thoughtful  citizens  fully  recognize  the  neces- 
sity for  careful  study  of  all  bills  by  committees  in 
both  houses.  Iowa  is  fortunate  in  that  its  law- 
makers, without  exception,  have  been  intent  upon 
serving  the  best  interests  of  the  state.  In  the  ses- 
sion that  just  closed,  they  worked  hard  and  long, 
foregoing  income  that  in  most  instances  would 
have  far  exceeded  their  per  diem  as  legislators. 
Most  importantly,  their  accomplishments  this  year 
have  been  outstanding  ones. 


New  IAMA  President 


Mrs.  Marjorie  Snyder 

The  annual  meeting  of  the  Iowa  Association  of 
Medical  Assistants  was  held  at  the  Burlington 
Hotel,  Burlington,  with  members  of  the  Des  Moines 
County  Medical  Assistants  serving  as  hostesses.  In 
addition  to  meetings  of  the  Executive  Council 
and  House  of  Delegates  there  were  excellent  forums 
and  speakers  for  the  general  session  on  May  4, 
and  the  luncheon  meeting  on  May  5. 

Newly  elected  officers  were  installed  Sunday 
morning  at  the  conclusion  of  the  meeting  of  the 
House  of  Delegates.  Our  president  for  1983-64  is 
Mrs.  Marjorie  Snyder,  of  Anamosa.  Mrs.  Snyder 
is  a graduate  of  the  Northwest  Institute  of  Med- 
ical Technology.  She  has  worked  as  laboratory 
technician  in  Mercy  Hospital,  in  Des  Moines,  and 
as  laboratory  and  x-ray  technician  in  Dodge  City, 
Kansas,  before  assuming  her  present  employment 
with  Drs.  Paul,  Brown  and  Bailey  in  Anamosa,  a 
position  she  has  occupied  for  nine  years.  Mrs.  Sny- 
der has  served  the  Linn  County  Association  of 
Medical  Assistants  as  vice-president  and  president, 
and  for  the  IAMA  she  has  been  corresponding 
secretary,  editor  of  the  annual  bulletin,  and  con- 
vention program  chairman.  She  is  married,  and 
has  three  children. 

The  president-elect,  Mrs.  Gladys  Knight,  is  a 


member  of  the  Blackhawk  Association  of  Medical 
Assistants.  She  is  a high  school  graduate  with 
general  business  training.  For  the  past  four  years 
she  has  been  employed  as  secretary  to  Dr.  C.  W. 
Seibert,  in  Waterloo.  Previously,  she  served  for 
four  years  as  secretary-assistant  for  an  eye,  ear, 
nose  and  throat  specialist  in  Omaha,  Nebraska; 
one  year  as  secretary-bookkeeper  for  an  Omaha 
collection  agency;  two  years  as  assistant  bookkeep- 
er at  Doctors’  Hospital,  in  Omaha;  and  9 months 
as  secretary  for  Drs.  Entz  and  Kruse,  in  Waterloo. 
Mrs.  Knight  is  married  and  has  a teenaged  son. 
She  has  served  her  local  chapter  as  vice-president 
and  treasurer,  and  as  budget  and  finance  chair- 
man. She  was  appointed  corresponding  secretary 
of  IAMA  for  1961,  and  served  as  1962  convention 
treasurer. 

Mrs.  Lucille  Holmes,  of  Des  Moines,  our  new 
vice-president,  has  served  the  Des  Moines  Chapter 
as  secretary,  program  and  bulletin  chairman,  and 
for  several  years  has  served  IAMA  as  state  pin 
chairman.  Mrs.  Holmes  has  been  employed  by 
Drs.  Latchem  and  Burke  in  Des  Moines  for  about 
nine  years.  Prior  to  that  she  was  employed  by 
Drs.  Tom  B.  and  Tom  D.  Throckmorton  and  Dr. 
George  Watters.  She  was  a student  at  Drake  Uni- 
versity for  two  years.  In  addition  to  our  Associa- 
tion activities,  she  is  active  in  P.T.A. 

The  recording  secretary,  Mrs.  Mildred  Bailey,  of 
Grinnell,  is  married  and  the  mother  of  two  chil- 
dren. She  is  a graduate  of  Grinnell  High  school 
and  has  been  employed  as  a medical  assistant  in 
the  office  of  Dr.  T.  E.  Brobyn,  in  Grinnell,  for  12 
years.  She  is  active  in  the  Methodist  Church, 
Eastern  Star,  American  Legion  Auxiliary  and 
T.T.T.,  as  well  as  serving  on  the  Campfire  Girls 
Board.  She  is  a charter  member  of  the  Jasper- 
Poweshiek  Association  of  Medical  Assistants  serv- 
ing as  its  vice-president  and  president,  and  on 
all  committees.  She  has  also  been  a member  of  the 
IAMA  Education  Committee,  Civil  Defense  Com- 
mittee, and  Budget  and  Finance  Committee. 

Mrs.  Wilma  Mathis,  treasurer,  is  a member  of 
the  Mason  City  Association.  She  was  vice-pres- 
ident of  that  chapter  for  two  years  and  is  now 
president,  and  she  has  served  as  nominations 
chairman  for  IAMA.  Mrs.  Mathis  is  secretary-re- 
ceptionist for  Dr.  A.  J.  R.  Stueland,  of  Mason 
City,  a position  she  has  held  for  the  past  six  years. 

Re-appointed  as  historian  was  Mrs.  Grace  Brock, 
of  Panora.  Mrs.  Brock  has  been  employed  for  sev- 
eral years  by  Drs.  Nicoll  and  Peterson,  of  Panora, 
and  is  a member  of  the  Des  Moines  Medical  As- 
sistants chapter.  — Helen  G.  Hughes 
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Morbidity  Report  for  Month  of 
April  1963 


1963 

1963 

1962 

Most  Cases  Reported 

Diseases 

Apr. 

Mar. 

Apr. 

From  These  Counties 

Diphtheria 

0 

0 

0 

Scarlet  fever 

240 

522 

348 

Hancock,  Jefferson, 

Johnson,  Polk 

Typhoid  fever 

0 

0 

0 

Smallpox 

0 

0 

0 

Measles 

879 

1231 

2855 

Dubuque,  Muscatine,  Polk, 
Clay,  Howard,  Polk, 

Pottawattamie,  Scott, 

Whooping  cough  4 

6 

2 

Wapello 

Brucellosis 

17 

18 

9 

Iowa 

Chickenpox 

738 

938 

278 

Dubuque,  Scott 

Meningococcic 

Pottawattamie,  Scott 

meningitis 

1 

1 

3 

Palo  Alto 

Mumps 

323 

434 

359 

Buena  Vista,  Polk, 

Pottawattamie,  Scott, 
Woodbury 

Poliomyelitis 

Infectious 

0 

0 

0 

hepatitis 

30 

29 

84 

Black  Hawk,  Polk,  Scott, 

Woodbury 

Rabies  in 

animals 

38 

29 

40 

Clinton,  Dubuque, 

Jefferson,  Keokuk,  Lee, 
Palo  Alto 

Malaria 

0 

0 

0 

Psittacosis 

0 

0 

0 

Q fever 

0 

0 

0 

Tuberculosis 

23 

43 

25 

For  the  state 

Syphilis 

55 

86 

66 

For  the  state 

Gonorrhea 

86 

101 

97 

For  the  state 

Histoplasmosis 

0 

1 

3 

Food  intoxication  0 

3 

0 

Meningitis  (typ 

c 

unspecified ) 

2 

3 

0 

Clinton,  Polk 

Diphtheria  carrier  0 

0 

0 

Aseptic  meningitis  1 

0 

0 

Bremer 

Salmonellosis 

5 

3 

6 

Taylor 

Tetanus 

0 

0 

0 

Chancroid 

0 

0 

0 

Encephalitis  (type 

unspecified ) 
H.  Influenzal 

0 

1 

0 

meningitis 

0 

1 

0 

Amebiasis 

0 

4 

3 

Shigellosis 

3 

0 

0 

Pottawattamie 

Influenza 

126 

843 

0 

Lee 

A Look  at  Des  Moines  and  Polk  County 
Communicable  Disease  Problems 
About  Fifty  Years  Ago 

(These  items  of  special  interest  in  communi- 
cable disease  control  are  taken  from  the  Des 
Moines-Polk  County  Department  of  Public  Health 
Annual  Report  of  1962.  This  report  entitled,  “50 
Years  of  Progress,”  compares  health  problems  of 
earlier  years  with  those  of  the  present.) 

The  report  for  the  fiscal  year  1917  shows: 

“308  cases  were  quarantined;  137  diphtheria;  j 
114  scarlet  fever;  33  cases  of  smallpox;  and,  15 
cases  of  poliomyelitis.  1,947  rooms  were  fumigated. 
4,560  loads  of  night  soil  were  conveyed  to  the 
dump. 

“13  dairies  were  pasteurizing  their  milk  as  com- 
pared with  5 the  previous  year.  A total  of  42 
dairies  were  selling  milk  in  the  city.  The  average 
bacterial  count  was  256,500.  There  were  628  pro- 
ducers furnishing  the  city’s  milk  supply  and  the 
total  daily  milk  consumption  amounted  to  20,000 
gallons.”  (This  compares  with  70,000  gallons  today 
with  734  Grade  ‘A’  producers  in  44  central  Iowa 
counties.) 

Inventory  of  the  City  Health  Office  included  the 
following: 

1 Maxwell  automobile  $650 

1 three-story  brick  building  used  for  smallpox  cases 
1 two-story  frame  building  used  for  scarlet  fever  and 

diphtheria  cases 

Some  causes  of  death  listed  for  1916: 


1.  Organic  diseases  of 

11.  Measles  

13 

heart  

147 

12.  Automobile  ac- 

2.  Cancer  

118 

cidents  

12 

3.  Tuberculosis  

87 

Whooping  cough  . 

12 

4.  Cerebral  hemor- 

13.  Diphtheria  & croup  10 

rhage  

86 

14.  Acute  endocarditis 

9 

5.  Pneumonia  

81 

15.  Scarlet  fever  

8 

6.  Appendicitis  

25 

16.  Angina  pectoris  . . . 

5 

7.  Influenza  

24 

Traumatism  by 

8.  Bronchopneumonia 

22 

mines  

5 

9.  Puerperal  septi- 

Typhoid  fever 

5 

cemia  

19 

17.  Venereal  diseases 

4 

Diseases  of  arteries  19 

18.  Motorcycle  accidents  3 

10.  Embolism  & 

19.  Street  car  accidents 

2 

thrombosis  

14 

20.  Rabies  

1 

R.  R.  Accidents  . . , 

14 

(In  contrast  with  the  above  leading  causes  of 
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death  in  Polk  County  for  the  year  1916,  are  the 
leading  causes  of  death  for  1962: ) 


1.  Heart  disease  . . . 

852 

8.  Cirrhosis  of  liver 

. 30 

2.  Malignancies  .... 

366 

9.  Suicide  

. . 22 

3.  Cerebral  vascular 

10.  Diabetes  mellitus 

. 21 

lesions  

316 

11.  Auto  accidents  . . 

, . 20 

4.  Infancy  & congen- 

12.  Hypertension 

..  17 

ital  

113 

13.  Nephritis  & 

5.  Accidents  other 

Nephrosis  

. . 7 

than  motor  

. 85 

14.  Infections  

. 4 

6.  Influenza  & 

15.  Tuberculosis  . . . . 

. 1 

pneumonia  

. 66 

All  other  causes  . 

269 

7.  Arteriosclerosis  . 

. 60 

TOTAL  

2249 

“Diphtheria  was  quite  common  in  Des  Moines 
prior  to  1940,  with  as  many  as  200  cases  occurring 
annually.  Stop-gap  measures  of  quarantine  and 
vaccination  were  carried  out  during  the  epidem- 
ics, but  the  real  eradication  of  these  diseases  oc- 
curred only  because  of  continuing  programs  di- 
rected toward  getting  susceptible  persons  immu- 
nized, even  when  there  was  no  epidemic!  The 
‘routine’  programs  of  the  health  department  di- 
rected toward  maintaining  this  high  level  of  im- 
munity in  the  population  continue.” 

***** 


Tuberculosis  Deaths,  Des  Moines-Polk  County,  Iowa 

1917-1962 


Diphtheria  Cases,  Des  Moines-Polk  County,  Iowa 

1917-1962 


Summary  of  Rabies  Examinations 

STATE  HYGIENIC  LABORATORY  1938-1961  AND 
IOWA  VETERINARY  MEDICAL  DIAGNOSTIC 
LABORATORY  1951-1961 


Total 

Species  Examined 

Negative 

Positive 

No.  Per  Cent 

Coyote 

1 

0 

1 

100.0 

Skunk 

1,552 

265 

1,287 

82.9 

Civet  Cat 

71 

23 

48 

67.6 

Horse 

93 

39 

54 

58.0 

Cow 

1,724 

986 

738 

42.8 

Goat 

6 

4 

2 

33.3 

Hog 

170 

118 

52 

30.5 

Fox 

200 

146 

54 

27.0 

Unknown 

4 

3 

1 

25.0 

Dog 

3,61 1 

2,973 

638 

17.6 

Deer 

6 

5 

1 

16.6 

Sheep 

50 

43 

7 

14.0 

Monkey 

8 

7 

1 

12.5 

Badger 

9 

8 

1 

1 l.l 

Cat 

3,462 

3,122 

340 

9.8 

Raccoon 

482 

458 

24 

4.9 

Bat 

177 

173 

4 

2.2 

Mink 

45 

44 

1 

2.2 

Mole 

54 

53 

1 

1.8 

Ground  Hog 

78 

77 

1 

1.2 

Squirrel 

1,542 

1,522 

20 

1.2 

Gopher 

121 

120 

1 

0.8 

Muskrat 

194 

193 

1 

0.5 

Rat 

399 

397 

2 

0.5 

Rabbit 

441 

439 

2 

0.4 

Beaver 

3 

3 

— 

0.0 

Bird 

3 

3 

— 

0.0 

Chinchilla 

2 

2 

— 

0.0 

Chipmunk 

33 

33 

— 

0.0 

Ferret 

1 

1 

— 

0.0 

Ground  Squirrel 

143 

143 

— 

0.0 

Guinea  Pig 

22 

22 

— 

0.0 

Hamster 

183 

183 

— 

0.0 

Hawk 

1 

1 

— 

0.0 

Man 

2 

2 

— 

0.0 

Mouse 

366 

366 

— 

0.0 

Mule 

2 

2 

— 

0.0 

Opossum 

83 

83 

— 

0.0 

Owl 

4 

4 

— 

0.0 

Rodent 

1 

1 

— 

0.0 

Shrew 

2 

2 

— 

0.0 

Snake 

1 

1 

— 

0.0 

Vole 

3 

3 

— 

0.0 

Weasel 

10 

10 

— 

0.0 

Wolf 

1 

1 

— 

0.0 

TOTAL 

15,366 

12,084 

3,282 

21.3 

When  determining  the  probable  likelihood  of  exposure  to 
rabies,  it  sometimes  seems  desirable  to  know  the  reported  in- 
cidence of  rabies  in  a certain  animal  species.  This  summary 
has  been  prepared  primarily  for  this  purpose.  (Data  source: 
I.  H.  Borts,  M.D.,  director,  State  Hygienic  Laboratory,  Iowa 
City  and  P.  C.  Bennett,  D.V.M.,  director,  I owa  Veterinary 
Medical  Diagnostic  Laboratory,  Ames.) 


YEAR 


The  Challenge  of  Our  Rural  Health 
Program  in  1963-1964 

Our  year  in  Rural  Health  has  been  a combina- 
tion of  successes  and  failures.  To  avoid  repetition 
for  those  of  you  who  may  have  heard  my  report 
at  our  recent  convention,  may  I refer  you  to  my 
Rural  Health  report,  pages  28,  29  and  30  of  the 
Annual  Reports  Book. 

It  has  been  disappointing  to  find  that  our  serv- 
ices still  have  not  been  used  by  farm  groups  as 
much  as  we  would  like.  There  may  be  two  reasons 
for  this:  (1)  A breakdown  of  rapport  at  the  county 
level  and  (2)  The  very  active  program  of  our 
counterpart,  the  Rural  Health  Committee  of  the 
Iowa  Medical  Society.  It,  of  course,  was  first  in  the 
field  and  has  built  good  working  relationships  with 
rural  groups.  It  is  our  hope  that  we  can  work  more 
closely  with  this  committee  this  year. 

As  regards  some  of  our  Auxiliaries’  apathy  to- 
ward Rural  Health,  I feel  that  it  may  stem  partly 
from  a feeling  that  rural  organizations  have  such 
good  programs  of  their  own  that  little  is  left  for  us 
to  do.  It  would  be  self-defeating  to  overlap  or  dup- 
licate their  efforts.  However,  if  there  is  a vacuum 
anywhere  in  their  health  information  needs,  I am 
convinced  that  we  can  be  of  real  service  with  all 
the  program  materials  we  have  available  in  our 
Auxiliary. 

A striking  example  of  the  need  for  us  to  be 
always  ready  and  ‘‘on  the  scene”  in  the  field  of 
health  education  in  Iowa  can  be  cited  here.  For 
several  years,  the  4-H  organization’s  main  health 
project  has  been  the  yearly  physical  examination 
for  its  members.  Last  year  the  Chiropractic  Asso- 
ciation asked  if  its  members  could  be  allowed  to 
do  these  examinations  and  also  be  permitted  to 
conduct  health  education  programs  on  posture. 
Our  Medical  Society’s  Rural  Health  Committee 
learned  of  this  and  offered  to  prepare  a pilot  film 
on  Posture  that  could  be  used  by  the  Extension 
Service  in  its  4-H  programs  or  by  any  other  group 
asking  to  use  it.  It  has  been  prepared  by  the  State 
University’s  Medical  School,  under  the  direction  of 
Doctor  Carroll  Larsen,  orthopedic  surgeon  of  na- 
tional reputation.  The  project  has  been  received 
so  enthusiastically  that  the  Extension  Service  even 
offered  to  underwrite  part  of  the  expense  of  the 
project  when  it  became  obvious  that  the  filming 
would  cost  more  than  originally  planned.  This  is 
a dramatic  example  of  what  good  working  rela- 
tionships . . . once  established  . . . can  do.  It  is  in 


the  field  of  health  education  that  we  are  best 
equipped  to  work,  and  let  us  see  to  it  that  we  are 
there  with  offers  of  help  when  the  need  arises. 
The  group  which  offered  its  assistance  is  a very 
aggressive,  eager  one,  well  supplied  with  teaching 
materials  and  most  anxious  to  get  its  “foot  in 
the  door”  whenever  it  can  find  an  opening.  Shall 
our  Auxiliaries  continue  to  be  apathetic,  or  can  we 
begin  to  see  where  our  responsibility  lies  and  be 
ready  really  to  get  to  work  in  1963-1964? 

The  time  for  action  is  NOW!  I should  like  to 
request  that  all  county  presidents  immediately  ap- 
point their  Rural  Health  chairmen  for  the  coming 
year.  As  all  program  planning  seems  to  be  done 
in  the  spring,  now  is  the  time  to  contact  three  | 
people  at  the  county  level  with  your  offer  of  help 
in  any  health  education  program  they  may  be 
planning:  (1)  The  Farm  Bureau  Women’s  presi- 
dent or  chairman,  (2)  The  County  Extension  Di- 
rector of  the  Women’s  program — (her  office  is 
usually  in  the  County  Court  House),  (3)  The 
head  of  the  girls’  4-H  program  in  your  county. 
(Your  extension  director  will  probably  know  her 
name.) 

Mental  Health  projects  have  been  stressed  re- 
cently in  rural  organizations  but  because  of  the 
impact  of  the  recent  National  Rural  Safety  Con- 
ference, I am  looking  for  more  emphasis  on  safety. 

Whatever  the  health  area  may  be,  let’s  not  find 
1963-1964  a repetition  of  last  year  when  far  too 
many  of  you  reported  that  there  were  no  health 
problems  in  your  county  or  none  that  you  knew 
of.  There  are  health  problems  in  Iowa  and  if  you 
begin  to  work  with  rural  groups,  you  will  begin 
to  see  what  they  are.  Working  together  in  the 
field  of  health  education,  we  can  make  a real  con- 
tribution toward  the  goal  of  better  health  and 
safety  for  farm  families  of  Iowa  in  the  coming  year. 

AM  I MY  BROTHER'S  KEEPER? 

(The  National  Rural  Safety  Conference 
Chicago,  April  5-6,  1963) 

I felt  I was  really  privileged  to  have  the  oppor- 
tunity to  attend  the  recent  National  Rural  Safety 
Conference.  The  program  had  been  carefully  and 
effectively  planned.  Many  of  the  speakers  were 
well  known  and  of  national  reputation.  Most 
impressive  was  the  high  degree  of  earnestness 
shown  by  all  participants  to  work  together  in 
attacking  the  problem  of  safety  on  the  farm.  I 
shall  attempt  to  give  you  a few  quotations  from 
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some  of  the  Conference  speakers  in  the  hope  that 
you,  too,  may  be  eager  to  join  with  the  groups 
represented  in  this  Safety  crusade. 

Doctor  Fister,  president  of  the  American  Medi- 
cal Association,  said  in  the  keynote  address:  “Edu- 
cation is  the  first  step  to  accident  prevention.  Let 
us  saturate  America  with  safety  education  down 
to  our  teenagers.”  (Comment:  Here,  too,  we  Aux- 
iliary members  can  help,  for  we  have  worked  long 
in  the  field  of  Safety.) 

Former  Governor  of  Arizona,  Howard  Pyle,  cur- 
rently chairman  of  the  National  Safety  Council, 
asked  the  provocative  question:  “Are  we  guilty 
of  caring  not  quite  enough  to  be  interested  in  what 
happens  to  people  where  we  live?  Could  it  be  that 
the  community  at  large  may  not  really  care  what 
happens?  Farm  safety  should  be  made  a twenty- 
four  hour  way  of  life!”  (An  inspiring  slogan! 
Should  this  be  of  concern  to  us  here  in  Iowa?) 

An  orthopedic  surgeon  felt  70  per  cent  of  farm 
accidents  could  be  prevented  if  we  had  the  deter- 
mination to  do  this.  He  also  commented  on  the 
need  for  more  tetanus  immunization  in  farm  areas. 
(Helping  its  County  Medical  Society  with  a coun- 
ty wide  tetanus-diphtheria  immunization  program 
was  the  project  of  one  of  our  Auxiliaries  last  year. 
Would  you  like  to  make  it  a project  of  yours  this 
year?) 

An  official  from  the  U.  S.  Department  of  Health 
said  Iowa  is  one  of  six  states  with  the  highest  fre- 
quency of  farm  accidents  in  the  United  States. 
Some  others  were  South  Dakota,  Montana,  Min- 
nesota, Wisconsin.  (Should  we  go  to  work  on  tak- 
ing Iowa  off  this  list  of  distinction?) 

A representative  of  a farm  implement  company, 
who  is  a research  expert  in  the  field  of  safety,  told 
of  unceasing  efforts  of  implement  manufacturers 
constantly  to  upgrade  safety  devices  in  their  ma- 
chinery to  make  them  safer  to  operate.  He  said: 
“There  is  work  for  all  of  us  to  do  in  helping  the 
farm  family  to  live  safely,  and  I can  assure  you 
that  the  tractor  and  implement  industry  is  happy 
to  join  its  efforts  with  yours  toward  that  end.” 
(Reassuring  to  know.) 

A warm,  friendly  psychiatrist  with  a love  for 
farm  people  said  that  the  problem  of  safety  on 
the  farm  is  predominantly  one  of  depression  that 
leads  to  carelessness,  lack  of  judgment,  etc.  A 
physician  from  a rural  area  also  made  this  same 
observation  and  quoted  many  instances  of  the  re- 
sults of  these  depression-connected  farm  accidents 
that  he  had  observed  in  his  practice. 

Appalling  statistics  of  fatalities  or  disabling  ac- 
cidents involving  the  use  of  heavy  and  potentially 
lethal  farm  machinery  were  quoted  at  the  confer- 
ence. To  those  of  you  who  do  not  feel  too  close  to 
the  rural  scene,  let  me  ask  you  to  translate  these 
statistics  into  human  beings — husbands,  fathers, 
brothers,  children  and  yes,  occasionally,  wives 
and  mothers,  as  they  work  in  cooperation  with 
their  husbands  at  farm  jobs.  (So  many  of  these 
accidents  are  needless.  Is  there  a place  for  us 
here?) 


Doctor  McCleave,  head  of  the  AMA’s  Depart- 
ment of  Religion  and  Medicine,  concluded  the 
Conference  and  left  us  with  this  soul-searching 
question:  “Am  I my  brother’s  keeper?”  If  you  can 
answer,  “I  am  and  do  care”  then  you  will  naturally 
set  out  to  do  something  about  it. 

Perhaps  if  you  will  think  this  question  through, 
“Am  I my  brother’s  keeper?”  you  will  find  your- 
self becoming  more  strongly  motivated  to  do 
something  about  this  phase  of  Rural  Health  this 
coming  year. 

— Mildred  Leinbach  (Mrs.  S.  P.) 

Rural  Health  Chairman 


SWAT 

SWAT — Safe  Water  Activity  Training 

Perhaps  your  Safety  chairman  would  like  to 
promote  this  activity  in  your  area.  The  objective 
is  to  reduce  accidents  and  deaths  resulting  from 
water  activity  by  LEARNING  TO  SWIM.  Drown- 
ing is  the  fourth  leading  type  of  fatal  accident, 
causing  7,000  deaths  each  year.  Hard  to  believe 
with  all  the  municipal  swimming  pools  and  every 
young  person  in  town  enjoying  that  facility!  There 
are  still  many  who  do  not  know  how  to  swim,  who 
don’t  go  to  camp,  and  who  don’t  enroll  in  swim- 
ming classes,  but  do  go  near  the  water. 

There  are  films  and  printed  materials  available 
from  your  local  Red  Cross  and  from  the  A.M.A. 
as  well  as  from  the  National  Safety  Council. 

Points  to  stress  in  a water  safety  program  are: 

1.  Everyone  Learn  to  Swim 

2.  Practice  staying'  afloat  with  clothes  on 

3.  Swim  only  where  there  are  life  guards 

4.  Swim  with  others — never  alone 

5.  Learn  how  to  give  mouth-to-mouth  respira- 
tion 

6.  If  you  can’t  swim,  wear  a life  preserver  when- 
ever you  enter  a boat. 

Just  a little  experience  in  the  water  is  not 
enough:  people  need  to  learn  to  swim  well  enough 
to  take  care  of  themselves  in  the  water  in  an 
emergency. 

Check  every  single  member  of  an  organization 
as  well  as  your  family  to  make  sure  that  they  can 
swim.  Those  who  cannot  are  the  ones  to  look  for: 
help  them  to  get  instruction. 


Marion  County  Auxiliary 

The  Woman’s  Auxiliary  to  the  Marion  County 
Medical  Society  recently  visited  the  County  Home 
and  after  visiting  with  the  patients,  presented  each 
with  a gift.  During  luncheon,  Mrs.  Jane  Buffo,  a 
county  Auxiliary  member,  entertained  the  group 
with  several  accordion  numbers. 

New  officers  were  elected  at  a meeting  in  March. 
They  are:  president,  Mrs.  T.  D.  Clark;  vice  presi- 
dent, Mrs.  Yme  Sloterdyk;  treasurer,  Mrs.  A.  M. 
Schanche;  recording  secretary,  Mrs.  T.  R.  Ford; 
and  corresponding  secretary,  Mrs.  C.  J.  Ryan. 
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At  this  meeting  Mrs.  D.  A.  Mater  was  given  spe- 
cial recognition  and  presented  a gift  for  being 
instrumental  in  organizing  the  Marion  County 
Auxiliary  and  serving  as  its  president  the  past 
two  years. 

On  March  29  a seven  o’clock  breakfast  in  recog- 
nition of  Doctor’s  Day  was  held  at  the  Maple 
Buffet  with  husbands  of  the  members  as  guests. 


Officers'  Names  Needed 

Mrs.  S.  M.  Korson,  Box  111,  Independence,  your 
newly  elected  second  vice-president  who  is  also 
program  chairman,  is  anxious  to  have  the  names 
of  your  1963-1964  officers  and  committee  chairmen. 
She  has  mailed  questionnaires  to  all  county  Auxil- 
iaries who  have  not  yet  sent  this  information 
either  to  the  headquarters  office  in  Des  Moines 
or  to  her.  Will  you  please  forward  this  informa- 
tion to  her  as  promptly  as  possible. 


Program  Planning— 1 963 

Mrs.  Robert  Dunlevy,  national  program  chair- 
man, has  many  excellent  suggestions  in  her  recent 
editorial  in  the  bulletin  titled  “Thoughts  on  Pro- 
gram Planning,”  which  are  being  brought  to  you 
in  this  brief  article. 

“Program  planning  begins  with  continuity.  You 
begin  where  you  are  and  use  what  you  have.  We 
really  have  a great  deal.  We  have  a wealth  of 
reference  materials  in  the  states  and  counties.  The 
value  of  preserving  and  passing  on  these  materials 
from  officers  and  chairmen  to  their  successors  has 
never  been  more  important. 

“Newness  has  never  been  a measure  of  quality. 
Browse  through  the  plans  and  outlines  of  former 
chairmen.  Check  the  film  lists  and  kits.  Study  the 
bulletin  which  contains  many  excellent  articles 
not  limited  to  a particular  date.  Additional  aids 
are  the  ama  news  and  today’s  health. 

“Auxiliary  activities  demonstrate  more  and  more 
our  purpose  as  an  organization  dedicated  to  the 
improvement  and  maintenance  of  good  health  and 
medical  care  for  all  citizens.  Again  we  request  the 
use  of  programs  associated  with  this  purpose.  This 
in  no  way  implies  that  they  must  be  dull  or  stereo- 
typed, nor  that  an  entire  meeting  must  be  devoted 
to  a health  subject. 

“Your  collective  activities  reflect  the  Auxiliary, 
and  it  is  through  your  efforts  in  program  planning 
that  members  will  be  stimulated  to  excel  in 
achievement.” 

I am  sure  these  “Thoughts”  will  assist  you  in 
planning  for  your  1963-1964  programs  at  your  com- 
mittee meetings  during  the  summer. 


Pride  and  Pregnancy 

Pride  goeth  before  backache,  according  to  a 
Viennese  obstetrician. 

Unwed  expectant  mothers  usually  have  easier 
pregnancies  and  confinements  than  married 
mothers,  due  largely  to  the  unwed  mother’s  pos- 
ture in  carrying  her  unborn  child.  Albert  W. 
Bauer,  M.D.,  says  that  the  married  mother  “car- 
ries her  pride  before  her  like  a banner,  and  drags 
behind  her  a crippling  backache  which  often  be- 
comes chronic.”  The  unwed  mother,  having  reason 
to  hide  her  condition,  attempts  to  conceal  her  en- 
larging abdomen  by  pulling  in  her  buttocks.  This 
produces  a rotation  of  the  pelvis  which  flattens  the 
abdomen  and  reduces  the  possibility  of  lumbar 
lordosis,  a condition  commonly  associated  with 
pregnancy. 

Another  consequence  of  the  poor  posture  of 
most  married  mothers,  Dr.  Bauer  reports  in  lan- 
cet, is  a tendency  to  overstretch  the  abdominal 
muscles,  which  makes  them  hypersensitive  and 
less  efficient  in  labor.  He  believes  that  the  unwed 
mother’s  stance  causes  the  fetus  to  lie  more  nearly 
parallel  to  the  maternal  spine.  He  also  discourages 
the  wearing  of  high  heels  because  they  greatly  in- 
crease the  possibility  of  hyperlordosis. 

The  expectant  mother  should  not  “eat  for  two.” 
It  is  the  quality  of  the  diet  and  its  content  of  pro- 
tective substances  which  count,  Dr.  Bauer  main- 
tains. “In  pregnancy,  not  only  is  the  intake  of  pro- 
tein oxidized  to  the  same  degree  as  in  the  normal, 
but  all  processes  of  oxygenation  are  diminished — 
which  probably  means  that  the  body  works  more 
economically  during  pregnancy  and  requires  even 
less  calories  than  usual.” 

He  advocates  the  reduction  of  fat  intake  to  a 
minimum,  cutting  out  such  foods  as  fat  meat,  ba- 
con, butter  and  cream.  He  stresses  the  importance 
of  larger  than  usual  quantities  of  minerals  and  cal- 
cium, and  cautions  that  patients  put  on  such  a 
dietary  regimen  must  be  told  to  reduce  their  salt 
intake,  for  salt  tends  to  impair  calcium  utilization. 
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Have  you  moved  in  the  past  few  months? 
PLEASE  send  any  changes  of  address  to  529- 
36th  Street,  Des  Moines  12.  Communication 
is  a necessity:  Do  help  us  keep  our  mailing  list 
up  to  date.  You  are  our  best  source  of  ac- 
curate information. 
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Helps  the  epileptic  to  realize  his  potential 

DILANTIN 

(DIPHENYLHYDANTOIN  SODIUM) 

PARKE-DAVIS 


(The  most  effective  form  of  emotional  approach  remains  the  tiemonstra- 
on  to  the  patient  that  the  seizure  phenomena  can  be  adequately  con- 
olled  with  anticonvulsant  medication.”’ 

t present,  diphenylhydantoin  sodium  is  generally  regarded  as  the  stand- 
ard in  anticonvulsant  medication  because  of  its  effectiveness  in  control- 
ng  grand  mal  and  psychomotor  seizures.1"'0  It  possesses  a wide  margin 
f safety,  and  incidence  of  side  effects  is  minimal.4  With  this  agent, 
versedation  is  not  a problem.3  Moreover,  its  use  is  often  accompanied 
y improvement  in  the  patient’s  memory,  intellectual  performance,  and 
motional  stability.” 

ndications:  Grand  mal  epilepsy  and  certain  other  convulsive  states. 

recautions:  Toxic  effects  are  infrequent:  allergic  phenomena  such  as 
olyarthropathy,  fever,  skin  eruptions,  and  acute  generalized  morbilli- 
orm  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to 
xfoliation  with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions 
hen  usually  subside.  Though  mild  and  rarely  an  indication  for  stopping 
losage,  gingival  hypertrophy,  hirsutism,  and  excessive  motor  activity  are 
iccasionally  encountered,  especially  in  children,  adolescents,  and  young 


adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and 
a feeling  of  unsteadiness.  All  usually  subside  with  continued  use.  Mega- 
loblastic anemia  has  been  reported.  Nystagmus  may  develop.  Nystagmus 
in  combination  with  diplopia  and  ataxia  indicates  dosage  should  be  re- 
duced. Periodic  examination  of  the  blood  is  advisable. 

DILANTIN  Sodium  (diphenylhydantoin  sodium)  is  available  in  several  forms 
including  Kapseals,®  0.03  Gm.  and  0.1  Gm.,  bottles  of  10Q  and  1,000. 
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President's  Address 


GEORGE  H.  SCANLON,  M.D. 

Iowa  City 

I am  sure  each  of  us  would  like  to  feel  that  dur- 
ing our  stay  on  earth  he  will  make  some  worth- 
while contribution  to  mankind.  Perhaps,  to  some 
of  us,  an  active  role  in  the  affairs  of  medicine,  in 
addition  to  caring  for  the  sick,  partly  fulfills  this 
human  urge  to  serve  others. 

Frankly,  I was  stimulated  to  become  active  in 
the  Iowa  Medical  Society  in  the  hope  that  I could 
assist  in  the  solution  of  some  of  its  problems.  Now, 
as  I come  to  the  end  of  a decade  of  direct  involve- 
ment, I find  that  more  problems  are  confronting 
the  Society  than  were  disposed  of  during  my  years 
of  experience. 

MEDICAL  AID  FOR  THE  NEAR-NEEDY  AGED 

I believe  that  organized  medicine  is  having  dif- 
ficulty with  the  public  today  because  we  phy- 
sicians have  spent  too  much  time  bickering  among 
ourselves — time  which  we  could  better  have 
spent  uniting  in  a common  effort  to  bring  to  light 
the  fallaciousness  of  the  charges  that  are  leveled 
against  our  profession  by  adversaries  who  have 
but  one  objective — control  of  the  practice  of  medi- 
cine. 

I don’t  for  a minute  want  to  convey  a defeatist 
attitude,  for  I think  we  are  finally  uniting.  A good 
example  of  what  can  be  achieved  by  a common  ef- 
fort is  the  victory  which  occurred  on  July  17, 
1962,  when  the  United  States  Senate  voted  to 
table  an  amendment  which  would  have  kept  the 
King-Anderson  Bill  alive  in  the  last  session  of 
Congress.  Medicine’s  performance  at  every  level 
was  truly  outstanding,  and  it  exemplified  what 
can  be  done  when  physicians,  properly  motivated, 
work  together  in  a common  cause,  with  the  pub- 
lic’s interest  at  heart.  There  is  no  question  that 
we  shall  again  be  faced  with  a threat  as  great  as 
existed  on  July  17,  last  year,  and  we  must  make 
an  all-out  effort  to  prepare  for  it. 

We  are  told  that  the  climate  in  Congress  at  this 
time  is  not  favorable  to  the  passage  of  legislation 
of  the  King-Anderson  type.  This  is  no  more  than 
a supposition,  and  there  is  considerable  possibility 
that  the  House  of  Representatives  will  be  asked 
to  vote  on  the  King-Anderson  Bill  before  Congress 
adjourns.  We  know  hearings  are  to  be  scheduled 


by  the  House  Ways  and  Means  Committee  this 
summer  and,  based  on  my  information,  the  bill 
will  probably  be  voted  on  by  the  House  of  Repre- 
sentatives in  July  or  August.  This  means  we  must 
have  every  vote  counted  in  advance. 

Fortunately,  we  are  blessed  with  a congressional 
delegation  that  is  almost  100  per  cent  opposed  to 
the  administration’s  proposal  for  financing  health 
care  for  the  aged  through  Social  Security.  This, 
I might  add,  is  not  accidental.  The  people  of  Iowa 
have  been  selective,  and  the  doctors  and  their 
allies  have  made  that  extra  effort  to  keep  the 
Iowa  representatives  informed  on  their  legitimate 
reasons  for  opposing  this  undesirable  and  unneces- 
sary legislation.  To  illustrate,  I want  to  read  to 
you  a letter  which  I received  from  Congressman 
Schwengel  following  a recent  trip  which  several 
of  us  from  the  Society  made  to  Washington: 

“Dear  Doctor  Scanlon:  It  is  always  a pleasure  to  be 
with  the  representatives  of  the  Iowa  Medical  Society. 
Your  group  does  an  outstanding  job  of  keeping  the 
Iowa  Congressional  delegation  up  to  date  on  your  ac- 
tivities in  the  State  and  your  position  on  national  legis- 
lation. The  March  5th  meeting  was  one  of  the  best  that 
I have  attended  since  I have  been  in  Congress.  All  of 
us  profited  by  the  reports  which  were  given  and  by  the 
exchange  of  viewpoints.  ...  We  trust  that  you  will  stay 
in  close  touch  with  the  progress  of  the  Kerr-Mills  ap- 
propriation in  Iowa  and  let  us  know  about  any  devel- 
opments.” 

I want  to  add  that  while  we  have  been  carrying 
on  an  active  campaign  against  King-Anderson  type 
legislation,  we’ve  been  equally  active  in  campaign- 
ing for  a Kerr-Mills  program  in  Iowa.  We  believe 
that  Kerr-Mills  is  the  right  approach  to  the  solu- 
tion of  the  problem,  and  is  the  best  mechanism 
to  determine  the  extent  to  which  the  aged  in 
Iowa  are  in  need  of  medical  assistance.  Other 
speakers  during  the  next  two  days  will  discuss 
these  subjects  thoroughly,  so  I shall  say  nothing 
more  than  to  emphasize  that  we  are  for  Kerr- 
Mills;  we  have  good  enabling  legislation,  which 
was  passed  in  the  last  session;  and  now,  we  must 
have  an  appropriation  to  permit  implementation 
of  it. 

THE  IMS  AND  BLUE  SHIELD  MUST  WORK  TOGETHER 

In  addition  to  being  president  of  the  Iowa  Medi- 
cal Society,  I also  serve  as  chairman  of  the  Board 
of  Directors  of  Blue  Shield,  and  I want  you  all  to 
know  that  I do  not  take  the  responsibilities  of 
the  latter  office  lightly.  I feel  that  I have  a definite 
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obligation  to  provide  leadership  in  seeing  to  it 
that  the  physicians  of  Iowa — both  participating 
and  non-participating — have  a full  understanding 
of  all  of  the  Blue  Shield  programs,  particularly 
those  that  commit  participating  physicians  to  ac- 
cept a Blue  Shield  allowance  as  full  payment  for 
services. 

Now  that  my  duties  as  president  of  the  Society 
are  nearly  completed,  I intend  to  devote  a ma- 
jority of  my  available  time  to  Blue  Shield.  It  is 
my  hope  that  beginning  next  fall,  Blue  Shield  and 
the  Iowa  Medical  Society  can  join  together  in  a 
series  of  meetings  at  the  county,  multi-county,  or 
district  levels.  If  at  all  possible,  I plan  to  attend 
each  of  these  meetings,  and  report  on  behalf  of 
Blue  Shield,  and  I assume  a principal  officer  of 
the  Iowa  Medical  Society  will  appear  as  its  spokes- 
man. 

I know  that  the  members  of  the  Board  of  Di- 
rectors of  Blue  Shield  would  never  intentionally 
mislead  a physician,  nor  would  the  Medical  So- 
ciety officers.  The  common  objective  of  both  or- 
ganizations is  to  perfect  Blue  Shield  plans  that 
will  serve  the  best  interests  of  all  concerned.  This 
can  be  accomplished  only  through  maximum  co- 
operation and  understanding.  Blue  Shield  cannot 
expect  all  participating  physicians  to  be  “Simon- 
pure,”  nor  can  the  Medical  Society  expect  this  of 
its  members.  Through  the  actions  of  its  Grievance 
Committee  and  Judicial  Council  this  past  year, 
the  Iowa  Medical  Society  has  demonstrated  that 
it  will  not  knowingly  tolerate  physicians  in  its 
membership  who  are  guilty  of  unprofessional 
conduct.  We  have  the  records  to  prove  it.  It  is  en- 
couraging to  me,  and  I am  sure  it  is  reassuring  to 
all  doctors  and  the  public,  that  the  medical  pro- 
fession is  policing  its  own  ranks. 

A WAY  TO  GET  MORE  GENERAL  PRACTITIONERS 

My  participation  in  organized  medicine  has  been 
unusual  and  gratifying.  I have  seen  the  authority 
of  the  Board  of  Medical  Examiners  strengthened, 
the  issue  of  the  corporate  practice  of  medicine  by 
hospitals  clarified,  and  the  growth  of  Iowa  Blue 
Shield  from  a handful  of  members  to  over  600,000 
people,  with  a monthly  claims  volume  of  over 
one  million  dollars;  and  perhaps  before  the  close 
of  this  Iowa  General  Assembly,  there  will  be  in 
existence  a Composite  Board  of  Medical  Examin- 
ers that  will  have  jurisdiction  over  both  doctors 
of  medicine  and  doctors  of  osteopathy. 

Looking  to  the  future,  I foresee  two  very  seri- 
ous problems.  These  involve  internships,  and 
their  effect  on  the  supply  of  general  practitioners; 
and  the  ever-rising  costs  of  health  care. 

What  can  we  do  to  increase  the  number  of 
general  practitioners,  who  are  so  vitally  needed 
by  the  American  people  for  their  medical  care? 
Of  the  1960-61  medical  school  graduates,  only  18 
per  cent  entered  general  practice.  Some  of  these 


will  eventually  leave  general  practice  and  enter 
specialty  training  programs. 

Approximately  80  per  cent  of  all  people  seeking 
medical  care  first  call  or  consult  a general  prac- 
titioner. This,  I am  sure,  reflects  their  faith  in  the 
judgment  and  knowledge  of  the  family  physician. 

Coincident  with  World  War  II,  the  two-year 
rotating  internship  practically  disappeared.  More- 
over, the  marked  increase  in  residencies  enhanced 
the  unpopularity  of  the  two-year  programs.  There 
are  currently  six  programs  in  family  practice  and 
nine  programs  in  general  practice  approved  on  a 
pilot  basis.  Unlike  the  family  practice  programs, 
the  general  practice  programs  permit  a block  as- 
signment on  the  surgical  service.  In  their  plan  or 
organization,  some  of  the  general  practice  pro- 
grams resemble  the  two-year  rotating  internships. 
These  programs  are  meeting  with  very  little  en- 
thusiasm from  medical  school  graduates,  and  their 
future  is  consequently  very  uncertain.  It  seems 
sheer  folly  to  expect  these  programs  to  fill  the 
increasing  need  for  general  practitioners. 

Where  must  we  look  for  a solution  to  this  prob- 
lem? It  is  unwise,  I believe,  to  look  for  the  answer 
in  the  above  programs,  which  began  on  a pilot 
basis  mainly  in  university-affiliated  hospitals.  Can 
the  medical  school-affiliated  hospital  intern  pro- 
grams be  expected  to  fill  this  need  when  the  great 
majority  of  trainees  at  such  places  are  interested 
only  in  obtaining  residencies  in  that  institution, 
leaving  only  a very  small  minority  to  enter  gen- 
eral practice  or  to  look  for  residencies  elsewhere? 

We  can  conclude,  then,  that  it  is  primarily  the 
responsibility  of  the  University  Hospital  to  train 
specialists.  Based  on  this  assumption,  the  intern 
could  then  receive  his  basic  primary  postgraduate 
education  in  a well  organized  and  active  commu- 
nity hospital.  Thus,  he  would  be  better  qualified 
to  enter  general  practice  or  a residency  program. 
To  this  end,  we  must  look  for  the  community  hos- 
pital to  supply  the  general  practitioners  of  the 
future. 

Circumstances  require  a great  cooperative  ef- 
fort on  the  part  of  medical  schools,  medical  so- 
cieties, community  hospitals,  and  general  practice 
organizations.  With  the  marked  population  in- 
crease, our  common  objective  must  constantly  be 
to  assure  the  patient  the  best  possible  medical 
care.  For  this  reason,  the  general  practice  seg- 
ment of  our  medical  team  must  not  be  lost. 

In  my  judgment,  increasing  the  training  re- 
quirements beyond  the  one  year  rotating  intern- 
ship is  not  the  solution  to  the  problem  of  obtain- 
ing more  physicians  for  general  practice.  Instead, 
the  medical  school  graduate  should  be  encouraged 
to  obtain  a good  one-year  rotating  internship  in 
the  area  in  which  he  intends  entering  practice, 
where  he  will  have  consultants  available  for  those 
patients  requiring  specialist  care.  This  arrange- 
ment would  provide  the  busy  practitioner  time  to 
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care  for  the  majority  of  his  less  complicated  cases, 
which  do  not  require  the  services  of  a specialist. 

We  are  fortunate,  here  in  Iowa,  that  Dr.  Robert 
Hardin,  dean  of  the  State  University  of  Iowa  Col- 
lege of  Medicine,  is  extremely  interested  in  in- 
creasing the  number  of  general  practitioners  for 
the  state.  He  is  encouraging  intern  training  in 
qualified  community  hospitals,  and  is  emphasiz- 
ing the  medical  school’s  responsibilities  in  the 
conduct  of  residency  programs. 

REDUCTIONS  IN  THE  COST  OF  MEDICAL  CARE 

We  are  very  much  concerned  about  rising  health 
care  costs.  Since  people  rationalize  as  they  do,  it 
is  unlikely  that  they  will  ever  find  it  convenient 
to  budget  for  their  health  care  except  through  some 
prepayment  mechanism.  When  people  feel  they 
cannot  afford  prepayment  protection,  they  will 
turn  to  other  sources  for  relief,  and  in  the  ab- 
sence of  a better  solution,  the  government  may 
be  a likely  choice. 

We’ve  been  exploring  ways  and  means  to  de- 
termine over-  or  under-utilization  of  hospital  and 
medical  services.  To  date,  we  haven’t  come  up 
with  the  answer.  We  are  conducting  a study  to 
determine  the  extent  to  which  hospital  utilization 
committees  exist,  and  whether  or  not  they  are 
serving  a purpose. 

We  may  undertake  a pilot  project  which  will 
involve  visits  to  a limited  number  of  hospitals  in 
various  selected  locations  by  a team  of  physicians 
and  auditors,  to  inspect  the  records  of  the  chosen 
hospitals,  in  the  hope  that  we  can  determine  the 
extent  to  which  we  have  a problem,  and  then 
evolve  a solution. 

Of  one  thing  I am  certain:  Controlling  health 
care  costs  must  be  a collective  effort  on  the  part 
of  the  physicians,  the  hospitals  and  the  community. 

The  finger  of  responsibility  for  hospital  occu- 
pancy is  pointed  directly  at  the  physician,  al- 
though there  are  other  factors  which  influence  a 
patient’s  admission  to  a hospital,  and  the  length 
of  his  stay.  Essentially,  this  is  a fact  which  we 
must  accept.  To  point  up  this  matter  of  where  the 
responsibility  for  hospital  utilization  lies,  at  least 
in  one  man’s  judgment,  I’ll  quote  a statement  which 
appeared  in  Mr.  Robert  M.  Sigmund’s  article 
titled  “What  Utilization  Committees  Taught  Us,” 
published  in  the  February,  1963,  issue  of  modern 
hospital: 

“Sometimes  we  speak  loosely  of  hospital  bed  utiliza- 
tion by  the  population,  giving  the  impression  that  pa- 
tients utilize  the  beds.  Of  course,  this  is  not  entirely 
accurate.  Physicians  utilize  the  beds;  patients  lie  in 
them.  And  a patient  cannot  have  the  privilege  of  lying 
in  a hospital  bed  unless  so  ordered  by  a physician  who 
has  the  extremely  valuable  privilege  of  giving  this 
order.” 

We  need  to  determine  whether  or  not  the  people 
are  willing  to  have  a part  in  preserving  the  volun- 


tary approach  by  accepting  the  philosophy  of  de- 
ductibles and  co-insurance,  and  we  need  to  de- 
termine to  what  extent  services  that  are  now  be- 
ing provided  in  hospitals  can  be  as  well  provided 
on  an  outpatient  basis.  Finally,  we  need  to  de- 
termine whether  patients  are  remaining  in  the 
hospital  longer  than  is  really  necessary. 

A GLIMPSE  AT  THE  FUTURE 

Over  the  years,  it  has  been  very  satisfying  to 
observe  the  growth  of  the  Iowa  Medical  Society, 
which  is  considered  one  of  the  outstanding  such 
organizations  in  the  country.  How  do  we  account 
for  this  preeminence?  It  is  a consequence  of  our 
having  had  a considerable  number  of  physicians 
who  have  been  willing  to  devote  the  time  and  en- 
ergy to  provide  the  necessary  leadership;  a mem- 
bership, generally,  which  has  been  willing  to  fi- 
nance essential  programs;  and  finally,  a staff  of 
dedicated  people  in  our  employ  who  have  consid- 
ered their  jobs  more  than  just  a place  to  report  for 
eight  hours  a day,  with  the  paycheck  as  their  pri- 
mary interest. 

Even  so,  we  must  continue  to  ask  ourselves  the 
question,  “Where  is  the  Medical  Society  going?” 
And,  perhaps  the  only  answer  is,  “Wherever  the 
doctors  of  Iowa  direct  it.” 

I am  convinced  that  if  the  Iowa  Medical  Society 
selects  its  officers  on  the  basis  of  their  interest, 
knowledge  and  ability,  it  can  maintain  the  leader- 
ship it  enjoys,  and  can  continue  to  enhance  its  ef- 
fectiveness. 

In  1952,  the  Iowa  Medical  Society  moved  into 
its  own  building.  At  that  time,  it  had  nine  em- 
ployees, and  the  office  building  was  constructed 
to  allow  for  expansion.  Now,  a little  more  than 
ten  years  later,  we  find  that  our  building  facilities 
are  totally  inadequate,  and  even  though  the  work 
load  has  at  least  doubled,  if  not  tripled,  our  staff 
has  not  grown  in  proportion.  As  mentioned,  we 
had  nine  people  in  1952,  and  during  the  period  of 
11  years  since  then  we  have  added  five — for  a total 
of  14  employees.  In  spite  of  the  fact  that  we  are 
lacking  in  facilities  and  are  understaffed,  we  are 
much  better  equipped  to  cope  with  the  ever- 
increasing  problems  that  face  organized  medicine 
than  are  the  medical  societies  of  many  other  states. 

I do  not  see  how  medicine  can  maintain  a united 
front — nationwide — unless  the  physicians  in  all  of 
the  states  come  to  the  realization  that  they  must 
have  well-financed  medical  societies,  with  quali- 
fied staff  members.  Whether  or  not  we  like  to  ac- 
cept the  fact  of  delegating  responsibility,  we  must 
admit  that  the  right  kind  of  non-medical  people 
are  essential  for  the  business  affairs  of  organized 
medicine  and  we  must  rely  on  them.  Busy  doctors 
must  find  time  to  make  the  policies  and  oversee 
their  implementation,  but  they  must  be  willing 
to  depend  on  full-time  staff  members  to  perform 
the  day-to-day  chores. 
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What  does  this  mean?  First,  it  means  that  as 
physicians,  our  chosen  vocation  is  to  practice  med- 
icine, and  our  participation  in  the  affairs  of  or- 
ganized medicine  is  an  avocation.  Therefore,  the 
people  whom  we  employ  to  serve  and  protect  our 
interests  must  have  a basic  philosophy  and  con- 
cept consistent  with  ours,  and  must  be  willing  to 
devote  the  necessary  time  to  the  affairs  of  organ- 
ized medicine.  To  do  so  certainly  involves  putting 
in  more  than  the  standard  eight-hour  day  and 
five-day  week.  The  selection  of  the  right  kind  of 
personnel  becomes  the  most  important  element  in 
the  operation  of  a medical  society  office. 

I hope  the  AMA,  as  our  parent  organization, 
will  agree  with  some  of  the  things  I’ve  said  about 
a paid  staff,  and  will  use  its  influence  to  convince 


physicians  in  the  various  states  that  if  the  private 
practice  of  medicine  is  to  be  maintained,  phy- 
sicians must  be  willing  to  assume  responsibility 
for  financing  a well-trained  staff,  housed  in  suit- 
able quarters. 

CONCLUSION 

Now  that  I am  finished  with  the  bouquets  and 
brickbats,  I want  to  say  that  my  service  as  presi- 
dent of  the  Iowa  Medical  Society  has  been  a 
great  privilege  and  honor,  as  well  as  being  ex- 
tremely rewarding.  I wish  to  take  this  opportu- 
nity to  express  my  appreciation  to  the  many  phy- 
sicians, staff  members  and  others  who  have  been 
helpful  to  me  in  carrying  out  the  duties  of  this 
office. 


President-Elect's  Address 


C.  V.  EDWARDS,  SR.,  M.D. 
Council  Bluffs 


Just  60  years  ago,  Sir  William  Osier,  addressing 
the  New  Haven  Medical  Association  during  its 
centennial  celebration,  stressed  the  educational 
value  of  a Medical  Society,  especially  as  a means 
of  providing  continuous  education  to  the  doctor 
after  medical  school.  Two  of  his  sentences  clarify 
this  point: 

“As  the  practice  of  medicine  is  not  a business 
and  can  never  be  one,  the  education  of  the  heart 
— the  moral  side  of  man — must  keep  pace  with 
the  education  of  the  head. 

“Our  fellow  creature  cannot  be  dealt  with  as  a 
man  deals  in  corn  and  coal.  The  human  heart  by 
which  we  live  must  control  our  professional  rela- 
tions.” 

That  was  60  years  ago.  How  different  today! 

With  our  ever-changing  conditions,  the  mean- 
ing of  the  words  “educational  value”  has  changed 
from  scientific  to  commercial  education.  The  for- 
mat of  our  Society’s  activities  has  undergone  a 
rapid  change  in  the  past  few  years  because  of 
two  changes  in  our  search  for  more  education. 

1.  The  development  of  the  scientific  meetings  of 
the  specialty  societies  and  of  the  Academy  of  Gen- 
eral Practice. 

2.  The  increased  importance  of  socio-economic 
and  socio-political  issues  to  our  medical  life,  or 


perhaps  I should  say  to  our  continued  existence 
as  a profession. 

The  specialty  societies  and  the  AAGP  are  doing 
a magnificent  job  of  providing  for  the  continued 
scientific  education  of  physicians.  But  the  job  of 
disseminating  economic  and  socio-political  infor- 
mation— that  is  being  done  less  than  satisfactorily. 

As  regards  communications  on  subjects  of  this 
sort,  by  far  the  most  dangerous  foe  we  have  to 
fight  is  apathy — indifference  from  whatever  cause: 
(1)  from  lack  of  knowledge,  (2)  from  careless- 
ness in  consequence  of  absorption  in  other  pur- 
suits, or  (3)  from  a contempt  bred  of  self-satis- 
faction. 

Our  profession  is  in  difficulties — in  a political 
struggle  which  threatens  the  traditions  and  high 
standards  of  medical  practice.  Medicine  isn’t  mere- 
ly a contestant  in  a popularity  contest.  It  is  a par- 
ticipant in  a legislative  conflict,  and  it  can  win 
only  through  informed  and  articulate  leadership 
at  every  level.  This  conflict  will  not  be  without 
benefit  if  it  arouses  the  individual  from  his  apathy, 
and  makes  him  conscious  of  a great  truth — that 
only  by  earnest  individual  human  effort  can  knowl- 
edge be  made  effective.  The  individual  doctor,  in 
his  own  office,  must  arouse  his  community  from 
an  apathy  which  now  permits  socialistic  legisla- 
tion to  prevail  without  protest.  Such  leadership  is 
essential  at  all  times,  but  particularly  now  when 
our  free  practice  of  medicine  is  being  challenged. 
Meeting  this  challenge  has  resulted  in  unprece- 
dented publicity — both  good  and  bad. 

It  is  therefore  imperative  that  our  lines  of  com- 
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munication  stress  our  many  positive  and  construc- 
tive activities.  At  the  same  time,  we  must  refute 
the  fallacies  and  correct  the  misinformation  which 
interfere  with  the  accomplishment  of  our  objec- 
tive. 

LET'S  MAKE  OUR  COUNTY  SOCIETIES  MORE  EFFICIENT 

As  president-elect,  during  the  past  year,  I have 
been  most  impressed  with  the  many  activities  of 
the  headquarters  staff  in  their  efforts  to  dissemi- 
nate information  to  the  entire  membership  of  the 
IMS.  I regret  that  time  does  not  permit  the  review 
of  these  programs.  But  despite  this  effort,  adequate 
and  effective  communication  has  not  been  estab- 
lished between  the  Board  of  Trustees,  the  House 
of  Delegates,  the  Executive  Council  and  all  of  the 
members  of  the  Society.  The  individual  physician 
somehow  isn’t  getting  and  using  the  information 
through  which  he  could  assume  leadership  in  his 
community. 

The  top  echelon  officers  ask  “Why?”  What  more 
can  we  or  the  staff  do?  My  observation,  during  my 
years  as  speaker  and  during  the  past  year,  has 
convinced  me  that  the  breakdown  in  communica- 
tion has  been  in  the  county  medical  society  and 
in  the  office  of  the  individual  doctor. 

Time  does  not  permit  review  of  the  evidence 
that  the  local  society  is  a culprit.  But  here  is  one 
example.  Four  different  letters  have  been  sent 
out,  to  four  different  groups,  asking  for  names  of 
doctors  willing  to  work  on  state  committees.  We 
asked  especially  for  the  names  of  younger  men,  so 
that  we  might  get  them  started  in  State  Society 
activities,  and  educate  them  in  the  problems  that 
may  have  a definite  bearing  on  their  careers  and 


on  their  profession.  Our  replies  from  county  so- 
ciety officers  have  been  less  than  50  per  cent. 
The  new  names  received  have  totaled  12,  in  addi- 
tion to  those  received  from  the  three  counties 
that  are  now  providing  the  largest  number  of  com- 
mittee members. 

Gentlemen,  this  is  apathy.  This  is  indifference. 
This  is  the  reason  why  most  doctors  cannot  and 
do  not  assume  the  state  leadership  that  is  so  es- 
sential to  us  in  overcoming  the  forces  that  op- 
pose us.  Mr.  Wilbur  Cohen  has  been  working  for 
20  years  to  put  health  care  under  Social  Security 
tax.  He  can  lose  in  session  after  session  of  the 
Congress.  We,  however,  can  lose  but  once!  He  is 
not  apathetic.  The  State  Board  of  Social  Welfare 
is  not  apathetic,  but  we  are  apathetic! 

EVERY  DOCTOR  SHOULD  PARTICIPATE  IN 
IN  SOCIETY  WORK 

Now  as  regards  the  apathy  of  the  individual 
IMS  member.  Our  Society  publishes  a journal, 
and  in  each  issue  of  it  there  are  articles,  an- 
nouncements and  news  items  of  vital  importance 
to  all  of  us  in  our  economic  and  political  fight  for 
survival.  I implore  you  to  check  your  copy  of  the 
journal  each  month  for  these  items,  and  to  take 
appropriate  action. 

Our  headquarters  office  also  issues  occasional 
news  bulletins  and  legislative  bulletins.  Please 
caution  your  secretary  against  destroying  them 
or  laying  them  aside  with  your  “junk  mail."  In- 
struct her,  instead,  to  call  each  of  them  to  your 
particular  attention! 

You  are  paying  for  these  mailings;  they  are  im- 
portant to  you  and  to  your  profession.  Read  them, 
and  act  in  response  to  them! 


Doctors  Should  Make  Tuberculin  Testing  Routine 


Physicians  were  urged,  at  a conference  in  Wash- 
ington, D.  C.,  on  June  6,  to  give  a tuberculin  skin 
test  to  every  patient  they  see  who  has  an  illness 
which  tends  to  allow  a tuberculosis  infection  to 
escape  from  the  controls  imposed  by  the  body’s 
defenses.  The  recommendation  was  made  by  Dr. 
William  Russell,  director  of  the  Jefferson  County 
Health  Department,  Denver,  Colorado. 

Specifically  he  called  for  skin  testing  for  TB  in 
such  conditions  as  hormonal  problems,  especially 
diabetes  and  hypothyroidism;  silicosis;  malignan- 
cies under  chemotherapy;  lymphoma;  and  pulmo- 
nary diseases.  He  warned  that  the  physician  cannot 
afford  to  guess  about  whether  his  patient  has  a 
negative  or  a positive  tuberculin  reaction. 

Reporting  on  skin  testing  surveys  in  Denver, 


Dr.  Russell  said  that  35  per  cent  of  the  adult  pop- 
ulation were  shown  to  be  tuberculin  reactive  (pos- 
itive), and  that  less  than  6 per  cent  of  the  senior 
high  school  pupils  and  college  students  were 
shown  tuberculin  positive.  However,  he  said,  the 
older  the  adult,  the  more  likely  the  positive  reac- 
tion, up  to  age  65.  (The  skin  test  provides  infor- 
mation about  the  infection,  but  it  does  not  tell 
whether  or  not  tuberculosis  is  present.) 

Dr.  Russell  was  one  of  six  health  leaders  who 
discussed  the  problem  of  tuberculosis  control  at  a 
conference  sponsored  by  the  District  of  Columbia 
Academy  of  General  Practice,  the  American  Col- 
lege of  Chest  Physicians,  the  Medical  Society  of 
the  District  of  Columbia  and  the  District  of  Colum- 
bia Tuberculosis  Association. 


Coming  Meetings 


July  15-16 

July  3-7 
July  3-7 

July  8-10 
July  8-19 

July  10-14 

July  12-13 
July  12-13 

July  14-19 

July  18-20 
July  21 

July  22-24 

July  29-Aug.  9 

Aug.  4-7 

Aug.  5-9 

Aug.  7-9 
Aug.  7-11 

Aug.  11-14 
Aug.  19-23 
Aug.  20-27 

Aug.  23-24 
Aug.  25 

Aug.  25-30 
Aug.  26 

Aug.  26-29 
Aug.  26-30 
Aug.  26-30 


IOWA 


ABROAD 


Sixteenth  Annual  Community  Health  Educa- 
tion Workshop  (Iowa  health  agencies).  Iowa 
State  University  Memorial  Union,  Ames 


CONTINENTAL  U.  S. 

Advanced  Seminars  in  Dermatology  (Univer- 
sity of  California  Alumni  Association).  Tahoe 
Alumni  Center,  Lake  Tahoe,  California 
Advanced  Seminars  for  General  Practitioners 
(UCLA).  University  of  California  Residential 
Conference  Center,  Lake  Arrowhead,  Califor- 
nia 

Obstetrics  and  Gynecology.  University  of 
Colorado  Medical  Center,  Denver 
West  Coast  Institute  on  Alcoholism  (National 
Committee  for  the  Prevention  of  Alcoholism). 
Loma  Linda  University,  Los  Angeles 
Advanced  Seminars  in  Pediatrics  (UCLA). 
University  of  California  Residential  Confer- 
ence Center,  Lake  Arrowhead,  California 
International  Conference  on  Renal  Hyperten- 
sion. Columbus,  Ohio 

Seventeenth  Annual  Rocky  Mountain  Cancer 
Conference  (Colorado  Division  of  the  Amer- 
ican Cancer  Society  and  the  Colorado  Med- 
ical Society).  Brown  Palace  Hotel,  Denver 
Second  International  Conference  on  Congenital 
Malformations  (National  Foundation).  Amer- 
icana Hotel,  New  York  City 
Dermatology.  University  of  Colorado  Medical 
Center,  Denver 

“Psychosomatic  Factors  in  the  Etiology  of 
Major  Pathological  Lesions” — 1 ltli  Quarterly 
Seminar  for  Family  Physicians  (Western  Mis- 
souri District  Branch  of  the  American  Psy- 
chiatric Association  and  the  G.  Wilse  and 
Olive  B.  Robinson  Memorial  Fund).  Neuro- 
logical Hospital,  Kansas  City,  Missouri 

Gnotobiote  Workshop  and  Symposium  (Ohio 
State  University  College  of  Veterinary  Medi- 
cine and  the  Association  of  Applied  Gnoto- 
biotics).  Sisson  Hall  Auditorium,  Columbus, 
Ohio 

East  Coast  Institute  on  Alcoholism  (National 
Committee  for  the  Prevention  of  Alcoholism). 
American  University,  Washington,  D.  C. 
Advanced  Seminars  in  Urology  (UCLA).  Uni- 
versity of  California  Residential  Conference 
Center,  Lake  Arrowhead,  California 
Sixth  Annual  Postgraduate  Course  in  Pedi- 
atrics (University  of  Colorado  School  of  Medi- 
cine). Stanley  Hotel,  Estes  Park,  Colorado 
Anesthesiology.  University  of  California,  Los 
Angeles 

Advanced  Seminars  in  Internal  Medicine 
(UCLA).  University  of  California  Residential 
Conference  Center,  Lake  Arrowhead,  Cali- 
fornia 

American  Society  for  Pharmacology  and  Ex- 
perimental Therapeutics.  San  Francisco 
Medical  Audiology  Workshop.  University  of 
Colorado  Medical  Center,  Denver 
International  Association  for  the  Coordina- 
tion of  Psychiatric  and  Physiological  Methods 
and  Psychology.  Washington,  D.  C. 

The  Shoulder — Anatomy,  Pathology  and  Sur- 
gery. University  of  California,  Los  Angeles 
American  Association  of  Electromyography 
and  Electrodiagnosis.  Sheraton-Dallas  Hotel, 
Dallas 

American  Congress  of  Physical  Medicine  and 
Rehabilitation.  Sheraton-Dallas  Hotel,  Dallas 
Annual  Meeting  of  the  American  Academy 
of  Physical  Medicine  and  Rehabilitation. 
Sheraton-Dallas  Hotel,  Dallas 
American  Hospital  Association.  Waldorf  As- 
toria Hotel,  New  York  City 
American  Physiological  Society.  University  of 
Miami,  Coral  Gables,  Florida 
Gordon  Research  Conference  on  Cancer.  New 
London,  New  Hampshire 


July  14-27 


July  21-25 

July  22-26 
July  23-27 

July  28-Aug.  1 

July  31- 
Aug.  16 

Aug.  9-15 

Aug.  11-16 

Aug.  25-28 
Aug.  26-30 

Aug.  26-30 

Sept.  1-7 
Sept.  2-6 

Sept.  2-10 
Sept.  9-13 

Sept.  15-21 

Sept.  16-20 
Sept.  16-22 

Sept.  19-21 

Sept.  19-22 

Sept.  22-28 
Sept.  23-27 


Fifth  International  Postgraduate  Course  in 
Reconstructive  Surgery  of  the  Nasal  Septum 
and  External  Pyramid.  University  of  Leiden, 
The  Netherlands.  Write:  Prof.  Dr.  H.  A.  E.  van 
Dishoeck,  University  of  Leiden,  Academisch 
Ziekenhuis,  Leiden,  The  Netherlands.  Or 
American  Rhinologic  Society,  530  Hawthorne 
Place,  Chicago  13 

Third  International  Congress  of  Group  Psy- 
chotherapy. Milan,  Italy.  Write  J.  L.  Moreno, 
M.D.,  Box  311,  Beacon,  New  York 
World  Federation  for  Mental  Health.  Amster- 
dam. Write:  19  Manchester  Street,  London  W1 
International  Society  of  Chemotherapy.  Lie- 
derhalle,  Stuttgart,  Germany.  Write:  Clemens 
A.  Hackethal,  318  West  Woodruff  Avenue, 
Toledo  2,  Ohio 

International  Psycho-Analytical  Congress. 
Stockholm.  Write  L.  Borge  Lofgren,  M.D., 
Narvavagen  25,  Stockholm 
Sixth  Annual  Refresher  Course  (University  of 
Southern  California).  Hawaii  and  on  board 
the  S.S.  Lurline 

International  Congress  on  Nutrition.  Edin- 
burgh, Scotland.  Write:  Secretary  6th  Inter- 
national Congress  on  Nutrition,  Department 
of  Clinical  Chemistry,  Royal  Infirmary,  Edin- 
burgh 

Sixth  International  Congress  of  Gerontology. 
Copenhagen.  Write:  P.  From  Hansen,  M.D., 
D.I.S.  Congress  Service,  19  Sankt  Peders 
Straede,  Copenhagen 

Fifth  European  Congress  on  Rheumatic  Dis- 
eases. Stockholm.  Write:  Olle  Lovgren,  M.D., 
St.  Eriks  Sjukhus,  Stockholm 
International  Congress  of  Nephrology.  Prague, 
Czechoslovakia.  Write:  V.  Fencl,  M.D.,  In- 
stitute of  Cardiovascular  Research,  Prague 
4-Krc 

International  Symposium  on  Radiological 
Health  and  Safety.  Vienna.  Write:  Interna- 
tional Atomic  Energy  Agency,  11  Kartner 
Ring,  Vienna  1 

International  Congress  on  Orthopaedic  Sur- 
gery and  Traumatology.  Vienna.  Write:  Karl 
Chiari,  Grillparzerstrasse  14,  Vienna  1 
International  Congress  on  Clinical  Pathology. 
Mexico  City.  Write:  E.  Cervera  B.,  M.D., 
Asociacion  Mexicana  de  Laboratorio  Clinico, 
Durango  213,  Mexico  7,  D.F. 

International  Congress  of  Genetics.  The  Hague, 
Netherlands.  Write:  S.  J.  Geerts,  14  de  Mon- 
chyplein,  The  Hague 

Conference  on  Cellular  Control  Mechanisms 
and  Cancer.  Amsterdam.  Write:  O.  Muhlbock, 
Netherlands  Cancer  Institute,  Antoni  van  Leeu- 
wenhoek-Huis,  Sarphatistraat  108,  Amsterdam 
C 

International  Congress  on  Occupational  Health. 
Madrid.  Write:  D.  P.  Sangro  Torres,  M.D.,  In- 
stitute Nacional  de  Medicina  y Seguridad  del 
Trabajo,  Ciudad  Universitaria,  Madrid 
Ciba  Foundation  Guest  Symposium  on  Mother- 
Infant  Interaction.  London.  Write:  Ciba  Foun- 
dation, 41  Portland  Place,  London  W1 
Ninth  Congress  on  Vital  Substances,  Nutrition 
and  Diseases  of  Civilization.  Lindau  and  Gre- 
gens,  Germany.  Write:  Bemeroderstrasse  61, 
Hanover-Kirchrode,  Germany 
Congress  of  the  International  Society  of  Car- 
diovascular Surgery.  Rome,  Italy.  Write:  H. 
Haimovici,  M.D.,  862  Park  Avenue,  New  York 
21 

Fifth  International  Congress  of  General  Prac- 
tice. Salzburg,  Germany.  Write:  K.  Engel- 
meier,  M.D.,  Internationale  Gesellschaft  fur 
Praktisch  Angewandte  Medizin,  Langestrasse 
21,  Oelde,  Westf.  West  Germany 
Seventeenth  World  Medical  Assembly.  Mexico 
City.  Write:  Harry  S.  Gear,  M.D.,  10  Colum- 
bus Circle,  New  York  19 

World  Federation  of  Neurology.  Strasbourg, 
France.  Write:  H.  Fishgold,  M.D.,  Institut 

Bunge,  59  rue  Philippe  Williot,  Berchem-Ant- 
werp,  Belgium 

(Continued  on  page  xxxi) 
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Flatfoot  in  Children  and  Adolescents 


FRANK  P.  ALICANDRI,  M.D.,  and 
PATRICK  J.  KELLY,  M.D. 

Rochester,  Minnesota 

Painful  flatfoot  in  the  adult,  in  some  instances, 
can  be  prevented  if  treatment  is  instituted  in 
childhood.  The  problem  is  to  determine  which 
child  will  have  painful  feet  as  an  adult.  Actually, 
it  is  often  difficult  to  know  exactly  what  is  a nor- 
mal foot  in  an  infant  or  child. 

The  human  foot  is  an  organ  of  locomotion  and 
weight  bearing.  The  support  provided  by  the  foot 
is  mediated  mainly  through  its  bony  arches1  which, 
in  turn,  are  supported  by  ligaments  and  muscles 
(Figure  1).  Loss  of  function  in  any  one  of  these 
elements,  particularly  in  the  bony  arches  and 
their  articulating  joints,  can  result  in  a painful 
foot  in  adolescence  or  adulthood. 

A basic  knowledge  of  the  prime  motions  of  the 
foot  and  ankle  is  necessary  to  an  understanding 
of  flatfoot.  Inversion  or  supination  (turning  the 
foot  inward)  and  eversion  or  pronation  (turning 
the  foot  outward)  are  motions  that  occur  be- 
tween the  talus  and  the  calcaneus  and,  to  a lesser 
degree,  in  the  midtarsal  joints.  Abduction  and 
adduction  occur  mainly  through  the  midtarsal 
joint.  Dorsiflexion  and  plantar  flexion  occur  main- 
ly at  the  ankle,  between  the  talus  and  the  tibio- 
fibular mortise.  There  is  some  plantar  and  dorsi- 
flexion in  the  subtalar  and  midtarsal  joints  too. 
These  fundamental  motions  are  illustrated  in 
Figure  1. 

Dr.  Alicandri  is  a fellow  in  orthopedic  surgery  and  Dr. 
Kelly  is  a staff  member  of  the  Section  of  Orthopedic  Sur- 
gery at  the  Mayo  Clinic  and  Mayo  Foundation.  Dr.  Kelly 
read  this  paper  at  the  meeting  of  the  Iowa  Chapter  of  the 
American  Academy  of  General  Practice  and  the  Des  Moines 
County  Medical  Society  in  Burlington,  Iowa,  November  1, 
1961. 


The  general  condition,  flatfoot,  is  divided  into 
different  types  in  this  paper.  This  classification  is 
admittedly  artificial,  but  it  seems  useful  for  pur- 
poses of  discussion. 

HYPERMOBILE  FLATFOOT 

A child  who  continues  to  walk  with  his  feet 
pronated,  that  is,  in  the  flatfooted  position,  will 
wear  out  the  medial  sides  of  his  shoes.  Pain,  as  a 
symptom,  is  not  the  usual  presenting  complaint  in 
the  child;  rather,  he  is  usually  brought  to  the 
doctor  because  of  the  parents’  concern. 

What  causes  flatfoot?  The  arch  of  the  foot  is  de- 
termined by  the  bones  of  the  foot.  The  muscles 
and  ligaments  also  contribute  to  the  arch,  but  not 
to  so  great  a degree.  If  the  bones  are  abnormal  or 
articulate  abnormally,  the  muscles  and  ligaments 
must  provide  more  than  a normal  amount  of  sup- 
port, and  with  this  added  strain,  these  structures 
cannot  function  adequately.  An  abnormality  of 
any  of  the  supporting  structures,  especially  of  the 
bones,  may  lead  to  flatfootedness.2’  3 

Harris  and  Beath,4  in  their  study  of  young  adults 
in  the  Canadian  Army  during  World  War  II,  found 
that  those  with  painful  flatfeet  had  bony  anomalies 
in  the  foot.  The  neck  of  the  talus  was  longer  and 
was  poorly  supported  because  of  an  absence  of  the 
facet  on  the  abnormally  narrow  sustentaculum 
tali  of  the  calcaneus.  With  weight  bearing,  the 
long  neck  of  the  talus  would  slip  off  the  os  calcis 
medially  and  at  the  same  time  push  the  os  calcis 
into  a valgus  position  (Figure  2).  They  postulated 
that  these  anomalies  were  congenital.  At  first,  the 
bones  may  have  only  a slight  abnormality,  but 
this  may  be  enough  to  cause  an  unbalanced  foot. 
With  time,  the  bones  became  increasingly  de- 
formed, compromising  further  the  shape  of  the 
bone  and  also  causing  stretching  or  shortening  of 
the  ligaments.  It  is  important,  therefore,  to  recog- 
nize this  abnormality  and  to  start  treatment  while 
the  bones  are  still  malleable. 
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POSTERIOR  VIEW 


ABDUCTION 


adduction 


INVERSION 


DORSIEtEXION 


EVERSION 


PLANTAR  SURFACE 


MEDIAL  SIDE 


Figure  I.  Illustration  of  the  prime  motions  of  the  human  foot.  Left.  Abduction  and  adduction  occur  in  the  midtarsal  joints. 
Center.  Eversion  (turning  the  foot  outward)  and  inversion  (turning  the  foot  inward)  occurs  at  the  subtalar  joint  between  the 
calcaneus  and  the  talus,  and  not  at  the  ankle  joint.  Right.  Plantar  and  dorsiflexion  occur  mainly  at  the  ankle  joint.  This  figure 
also  illustrates  the  main  bony  arches  of  the  foot. 


Signs  and  Symptoms.- — There  are  very  few  symp- 
toms, but,  as  the  child  grows  into  adolescence,  he 
will  notice  fatigability  of  the  foot,  and  occasional- 
ly pain  may  develop  in  the  longitudinal  arch  re- 
gion. When  bearing  weight,  the  foot  will  pronate 
and  the  arch  will  appear  flat  (Figure  2).  When 
viewed  from  behind,  the  heel  is  seen  to  turn  out- 
ward also,  or  to  assume  a valgus  position  (Figure 
3).  When  the  foot  is  suspended  and  relieved  of 
its  weight-bearing  function,  the  arch  will  return 
to  a more  normal  appearance.  One  may  note  hy- 
permobility of  the  subtalar  joint  or  a tightened 
heel  cord  associated  with  this  condition.  In  in- 
fancy, the  fat  pad  in  the  longitudinal  arch  of  the 
foot  is  enlarged,  and  a normal  foot  may  appear  to 
be  a flatfoot.  However,  these  conditions  can  be 
distinguished  by  palpating  the  arch  and  by  noting 
the  presence  or  absence  of  heel  valgus. 

A milder  degree  of  flatfootedness  is  difficult  to 
diagnose.  As  the  child  gets  older  and  more  active, 
he  may  experience  pain  and  fatigabiliy  in  his  foot. 
In  the  more  uncommon  case  of  severe  flatfoot, 
there  is  no  such  problem  in  evaluation.  The  arch 
is  completely  flat,  the  heel  is  completely  turned 
out  (valgus  deformity),  and  the  heel  cord  is  tight. 


Treatment. — An  attempt  should  be  made  to 
alter  the  abnormal  lines  of  weight-bearing  stress 
to  a normal  balanced  line,  in  the  hope  that  these 
bones  will  grow  in  a more  normal  shape.5 

The  treatment  consists  primarily  of  supplying 
good  footwear.  The  recommended  shoe  is  an  ox- 
ford with  a straight  last,  a well-fitting  heel  coun- 
ter, a round  toe,  and  a shank  as  wide  as  the  waist 
of  the  foot.  The  heel  height  should  be  about  % 
inch  for  the  younger  child,  and  as  the  child  gets 
older,  it  should  be  about  an  inch  for  boys  and 
about  an  inch  and  a half  for  girls.  A Vs  inch  inner 
heel  wedge  is  recommended.  It  seldom  is  desirable 
to  use  an  inner  sole  wedge  because  then  the  foot 
will  have  a tendency  to  slip  laterally.  A Thomas 
heel  is  used  for  heavy  children,  since  it  aids  in 
support  of  the  shank.  If  the  foot  is  noted  to  be 
slipping  laterally,  an  outer  sole  wedge  under  the 
fifth  metatarsal  head  is  added.  This  will  counter- 
act the  lateral  sliding  effect  and  also  will  tend  to 
prevent  the  forefoot  from  turning  outward.  A 
longitudinal  arch  support,  the  apex  of  which 
should  be  from  V\  to  Vz  inch  high,  can  be  placed 
in  the  shoe.  This  arch  will  elevate  and  support  the 
foot  in  a more  normal  position  and  will  decrease 
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Figure  2.  a.  Normal  relationship  of  the  talus  to  the  calcaneus  in  a hypermobile  flatfoot  when  not  bearing  weight,  b.  When  the 
hypermobile  flatfoot  is  bearing  weight,  proper  support  of  the  talus  is  not  provided  by  the  os  calcis,  and  the  talus  slips  off. 


eversion  of  the  foot.  The  value  of  corrective  ex- 
ercises is  debatable. 

Severe  flatfootedness  often  defies  the  best  efforts 
of  the  physician.  Simple  wedging  and  longitudinal 
pads  often  are  inadequate.  Rigid  metal  corrective 
supports  are  not  recommended,  for  they  are  hard 
to  make  and  are  not  tolerated  by  the  patient.  A 
molded  leather  insert  in  a high-top  shoe  is  the  best 
type  of  support.  However,  this  treatment  has  dis- 
advantages in  that  it  requires  frequent  changing 
of  the  insert  as  the  foot  grows,  and  the  aid  of  an 
experienced  appliance  maker  is  essential.  These 
cases  are  rare,  and  usually  surgical  treatment  will 
be  necessary  when  the  patient  approaches  adoles- 
cence or  adulthood.  The  operation  most  commonly 
performed  is  triple  arthrodesis  or  fusion  of  the 
subtalar,  talonavicular,  and  calcaneocuboid  joints 
when  the  child  is  between  12  and  14  years  old. 

No  statistical  evidence  is  available  to  support 
the  contention  that  conservative  measures  will 
spare  the  patient  the  necessity  of  surgical  treat- 
ment at  a later  time,  but  everything  is  to  be 
gained  and  nothing  is  to  be  lost  by  the  conserva- 


tive early  treatment  of  the  hypermobile  flatfoot. 
We  must  emphasize  that  not  all  flatfooted  adults 
are  symptomatic.  Rather,  it  has  been  our  expe- 
rience that  painful  flatfootedness  usually  is  noted 


Figure  3.  In  the  hypermobile  flatfoot,  the  longitudinal  arch 
flattens  and  the  heel  turns  outward. 
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only  in  patients  with  short  achilles  tendons  and 
hypermobile  subtalar  joints. 

RIGID  FLATFOOT 

This  condition  has  been  recognized  by  ortho- 
pedists for  a long  time  and  originally  was  called 
“peroneal  spastic  flatfoot.”  The  correct  name  is 
“rigid  flatfoot.”  The  term  “peroneal  spastic  flat- 
foot”  is  incorrect  since  it  implies  that  the  peroneal 
spasm  is  the  cause  rather  than  the  result.  Actual- 
ly, the  foot  is  rigid  in  a pronated  position,  with  a 
resultant  shortening  of  the  peroneal  muscles.6 

Tarsal  Coalition. — This,  the  most  common  cause 
of  rigid  flatfoot,  is  about  one  third  as  common  as 
hypermobile  flatfoot.  Rigid  flatfoot  is  caused  by 
an  abnormal  bridging  between  the  bones  of  the 
foot,  the  most  common  ones  being  between  the 
os  calcis  and  the  talus,  and  between  the  os  calcis 
and  the  navicular.  This  bridge  may  be  bony, 
cartilaginous,  or  fibrous.  Such  a bridge  restricts 


Figure  4.  a.  The  right  (oot  lacks  subtalar  motion;  inver- 
sion is  absent  when  compared  to  the  normal  left  foot.  b. 
When  the  foot  is  suspended,  the  longitudinal  arch  is  still 
flattened  and  a normal  contour  of  the  arch  does  not  re- 
turn as  it  does  in  the  hypermobile  foot. 


full  range  of  motion  in  the  foot  and,  in  particular, 
restricts  eversion  and  inversion  (Figure  4a). 
Usually  it  causes  pronation  into  the  flatfooted  po- 
sition, a condition  which  is  evident  when  the  pa- 
tient is  standing. 

Signs  and  Symptoms. — When  the  foot  is  sus- 
pended and  is  relieved  of  weight  bearing,  the  arch 


Fig.  5.  Bony  coalition  of  the  os  calcis  and  navicular  bone 
indicated  by  arrow. 


will  not  reappear  as  it  does  in  the  hypermobile 
type  of  flatfoot  (Figure  4b),  and  on  manipulation, 
the  foot  will  not  evert  or  invert  normally  through 
the  subtalar  joint  (Figure  4a).  Symptoms  second- 
ary to  this  abnormality  usually  do  not  become 
noticeable  until  adolescence,  but  nonetheless,  the 
patient  may  be  brought  to  medical  attention  earlier 


Figure  6.  Position  of  foot  on  roentgenographic  plate  and 
position  of  x-ray  tube  to  demonstrate  a talocalcaneal 
bridge. 
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Fig.  7.  a.  Right  foot  gives  normal  appearance,  b.  Left  foot  shows  talocalcaneal  coalition  and  obliteration  of  medial  half  of 
subtalar  joint,  indicated  by  arrow. 


because  the  parents  have  observed  the  pronated, 
flattened  foot. 

Lateral  roentgenograms  may  show  the  abnormal 
bony  bridge  between  the  involved  bones  (Figure 
5).  One  must  be  mindful  of  the  fact  that  not  all 
of  these  bridges  are  bony;  that  is,  they  may  be 
fibrous  or  cartilaginous  and  therefore  will  not 
appear  on  a roentgenogram.  The  normal  bridging 
between  the  calcis  and  talus  can  best  be  demon- 
strated by  a roentgenogram  made  in  a special 
view  (Figure  6).  When  a talocalcaneal  bridge  is 
present,  the  medial  side  of  the  subtalar  joint  is 
obliterated  (Figure  7). 

Treatment. — This  type  of  flatfootedness  is  treated 
in  the  younger  age  groups  by  the  use  of  supports 
in  shoes  (a  longitudinal  felt  arch  in  a good  shoe). 
In  late  adolescence,  if  the  symptoms  have  not 
been  relieved  by  conservative  methods,  an  arthro- 
desis is  indicated.7 

Congenital  Vertical  Talus. — This  also  has  been 


called  “congenital  flatfoot”  or  “rocker-bottom 
foot.”  It  is  a rare  condition. 

Signs  and  Symptoms. — Congenital  vertical  talus 
usually  can  be  diagnosed  soon  after  birth.  The 
head  of  the  talus,  instead  of  articulating  with  the 
navicular  bone  in  its  normal  horizontal  position, 
points  vertically  downward  into  the  sole  of  the 
foot  (Figure  8).  The  forefoot  now  articulates  with 
the  superior  aspect  of  the  neck  of  the  talus  and 
is  essentially  in  a position  of  dorsiflexion.  The 
ligaments  and  muscles  all  are  contracted  into  this 
abnormal  position.  Therefore,  the  deformity  is  held 
this  way  very  rigidly  and  cannot  be  corrected  by 
manipulation.  This  condition  often  is  associated 
with  other  congenital  abnormalities,  such  as 
arthrogryposis,  spina  bifida,  and  neurofibromatosis. 

Treatment. — The  treatment  of  this  condition  is 
extremely  difficult.  Casts,  manipulation,  and  spe- 
cial shoes  are  generally  inadequate.  Surgical  pro- 
cedures on  the  soft  tissues  have  been  described,8-  9 
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Figure  8.  Congenital  vertical  talus.  The  neck  of  the  talus 
is  articulating  with  the  navicular  bone. 

but,  even  when  these  correct  the  deformity,  bony 
fusion  usually  is  necessary,  either  by  the  method 
of  Grice7  or  by  an  arthrodesis  of  the  tarsal  joints. 

Spastic  Flatfoot.—A  third  type  of  rigid  flatfooted- 
ness  is  that  which  occurs  secondary  to  arthritis  of 
the  tarsal  joints.  It  may  be  caused  by  gout,  trauma, 
or  rheumatoid  arthritis,  all  of  which  are  very 
rare  in  children.  The  peroneal  muscles  go  into 
spasm,  causing  the  foot  to  evert.  These  are  sys- 
temic problems  and  demand  medical  treatment, 
although  to  prevent  deformity,  orthopedic  treat- 
ment employing  splints,  braces  and  special  shoes 
is  important. 

RELAXED  FLATFOOT  FROM  SPECIAL  CAUSES 

There  are  other,  less  common  causes  of  a flat- 
tened longitudinal  arch.  Cerebral  palsy  will  re- 


sult in  flatfoot  in  some  cases.  In  some  young  chil- 
dren, the  Grice  subtalar  arthrodesis  has  proved 
helpful.  In  some  rare  congenital  relaxations  of 
joints,  a form  of  flatfoot  may  be  one  manifestation 
of  a general  relaxation  and  hypermobility  of  the 
patient’s  joints. 

SUMMARY 

A review  has  been  presented  of  concepts  con- 
cerning the  problem  of  flatfoot  in  children  and 
adolescents,  as  known  to  orthopedists.  Harris  and 
Beath,  in  their  survey  of  Canadian  soldiers,  have 
given  us  some  valuable  clinical  knowledge  of  this 
subject.  They  also  made  the  observation  that 
flatfoot  is  not  painful  in  all  adults;  therefore,  it 
always  will  be  a problem  to  determine  which  child 
will  have  painful  flatfoot  as  an  adult.  Essentially, 
what  is  needed  is  a large  study  similar  to  the  one 
performed  by  Harris  and  Beath,  but  in  the  younger 
age  groups. 
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Symbol  Warns  of  Special  Medical  Problem 

On  June  14,  the  nation’s  doctors  announced,  through  the  American  Medical  As- 
sociation, a new  universal  symbol  which  will  tell  anyone  rendering  emergency 
care  to  a person  who  is  unconscious  or  otherwise  unable  to  communicate  that  its 
wearer  has  a special  physical  condition  requiring  special  atten- 
tion. 

The  symbol,  a hexagonal  figure  enclosing  the  sign  of  life  with 
the  staff  of  Aesculapius  imposed  upon  it,  may  be  displayed  on  a 
wristlet,  an  anklet  or  a medallion  worn  around  the  neck  or 
elsewhere,  will  indicate  that  there  are  vital  medical  facts  on 
the  patient’s  health-information  card  in  his  or  her  wallet  or 
purse.  Thus,  it  is  intended  to  be  an  alerting  device. 

The  symbol  will  be  worn  by  people  with  a wide  variety  of  ail- 
ments. Diabetic  coma,  for  instance,  sometimes  makes  its  victims  appear  intoxicated, 
and  treatment,  in  consequence,  may  be  dangerously  delayed.  The  symbol  could  also 
indicate  allergies  to  antibiotics  such  as  penicillin,  or  any  of  a considerable  number 
of  other  physical  problems. 


The  Complications  of 

Hypodermoclysis  in  Infants  and  Children 


J.  M.  STEFFEY,  M.D. 

Pomona,  California 

Some  physicians,  when  confronted  with  a dehy- 
drated infant  or  child,  still  have  the  attitude  that 
giving  subcutaneous  fluids  “won’t  do  any  harm, 
and  may  do  some  good.”  When  they  use  subcuta- 
neous fluids,  they  usually  don’t  order  a definitive 
amount  that  has  been  calculated  on  a scientifically 
sound  basis,  but  instead  order  volumes  rounded 
off  to  such  convenient  numbers  as  500  or  1,000  cc. 
Also,  the  type  of  fluid  they  give  isn’t  always  based 
on  the  existing  pathologic  imbalance  of  water  and 
electrolytes  in  the  particular  patient  at  the  time 
of  administration.  Rather,  they  choose  one  of  the 
commonly  stocked  solutions,  and  these  unfortu- 
nately include  5 per  cent  glucose  in  water.  The 
subcutaneous  administration  of  fluids,  under  such 
a man’s  direction,  may  be  carried  to  dangerous 
extremes.  Indeed  it  has,  on  occasion  been  used  in 
the  treatment  of  hemorrhagic  shock. 

During  the  past  year  a number  of  patients  with 
various  diseases,  have  been  admitted  to  Raymond 
Blank  Memorial  Hospital  for  Children,  Des 
Moines,  after  having  been  treated  with  subcuta- 
neous fluids.  Four  of  those  cases  are  presented  to 
illustrate  the  increased  morbidity  and  different 
types  of  complications  which  may  result  from  the 
injudicious  use  of  subcutaneous  fluids. 

CASE  REPORTS 

Case  1.  (No.  350-699)  A H/E-year-old  white  fe- 
male was  admitted  to  Raymond  Blank  Memorial 
Hospital  for  Children  on  October  13,  1961,  because 
of  a postoperative  hemorrhage  following  tonsil- 
lectomy and  adenoidectomy.  The  procedure  had 
been  performed  at  another  hospital  on  the  same 
day,  and  she  had  started  hemorrhaging  six  hours 
postoperatively.  Before  being  transferred,  she  had 
received  an  undetermined  amount  of  subcutaneous 
fluid  in  each  thigh.  When  she  arrived  in  the  emer- 
gency room  approximately  12  hours  postopera- 

Until  recently  Dr.  StefTey  was  a resident  in  pediatrics  at 
the  Raymond  Blank  Memorial  Hospital  for  Children,  in  Des 
Moines.  He  is  now  practicing  his  specialty  in  California. 


tively,  her  blood  pressure  was  70/50  mm.  Hg;  her 
pulse  rate  was  200  per  minute  and  weak;  and  her 
respiratory  rate  was  50  per  minute,  with  Kussmal 
type  respirations.  Soon  after  her  arrival,  she 
vomited  150  cc.  of  old  blood.  Her  thighs  were  twice 
the  normally  expected  diameter  at  the  sites  where 
the  subcutaneous  fluids  had  been  injected.  The 
admission  hemogram  showed  the  hemoglobin  to 
be  11.3  Gm/100  ml.,  and  the  hematocrit  to  be  38 
per  cent.  Serum  electrolytes  were:  carbon  di- 

oxide content  12  mM./L.  (normal  18-26  mM./L.); 
sodium  140  mEq./L.  (normal  138-146  mEq./L.); 
chlorides  102  mEq./L.  (normal  99-111  mEq./L.) ; and 
potassium  4.7  mEq./L.  (normal  3.8-5. 1 mEq./L.). 

A cut-down  at  the  ankle  was  performed  prompt- 
ly, but  it  functioned  poorly  because  of  the  gen- 
eralized cardiovascular  collapse,  and  therefore  a 
cut-down  was  done  in  the  femoral  region.  One 
hundred  cubic  centimeters  of  whole  blood  was 
given  rapidly,  and  over  the  next  six  hours  the  pa- 
tient received  an  additional  400  cc.  of  whole  blood. 
The  bleeding  subsided,  and  the  patient  made  an 
uneventful  recovery. 

Comments:  Aside  from  causing  further  cardio- 
vascular collapse,  the  subcutaneous  fluids  were 
the  most  likely  cause  of  metabolic  acidosis  in  this 
patient.  Subcutaneous  fluids  obviously  have  no 
role  in  the  treatment  of  hypovolemic  shock.  A 
second  patient  has  recently  been  seen  with  hypo- 
volemic shock — a six-week-old  hemophiliac  who 
had  been  treated  with  subcutaneous  albumin  and 
saline  because  of  a bleeding  circumcision. 

Case  2.  (No.  347-956)  A seven-month-old  white 
female  was  admitted  August  5,  1961,  with  symp- 
toms of  vomiting  and  diarrhea  of  four  days’  dura- 
tion. She  had  been  treated  with  half-strength 
boiled  skim  milk,  phenathiazine  preparations 
per  rectum,  and  for  one  day  prior  to  admission, 
subcutaneous  fluids  of  unknown  quality  and  quan- 
tity. In  the  24  hours  prior  to  admission,  she  had 
had  four  generalized  myoclonic  seizures.  The  last 
time  she  urinated  had  been  18  hours  before  ad- 
mission. 

Physical  examination  at  the  time  of  admission 
revealed  a temperature  of  99.4°F.;  a pulse  rate 
of  120  per  minute;  and  respirations  of  26  per  min- 
ute. The  patient  appeared  pale  and  chronically 
ill,  and  was  hyperirritable.  The  fontanelle  was 
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flat  and  the  mucous  membranes  were  dry,  but  the 
skin  turgor  was  normal.  Otherwise,  the  physical 
examination  was  within  normal  limits. 

An  admission  hemogram  revealed  a hemoglobin 
of  8.7  Gm./lOO  ml.;  a hematocrit  of  33  per  cent;  and 
a white  blood  cell  count  of  22,200/cu.  mm.,  with 
47  per  cent  neutrophils,  4 per  cent  bands,  36  per 
cent  lymphocytes,  11  per  cent  monocytes,  1 per 
cent  eosinophils,  and  2 per  cent  metamyelocytes. 
The  serum  electrolytes  at  the  time  of  admission 
were:  carbon  dioxide  content  15  mM./L.;  chlo- 
rides 92  mEq./L.;  potassium  5.6  mEq./L.;  and 
sodium  133  mEq./L.  Urinalysis  showed  4+  protein 
and  19  leukocytes,  and  the  urine  was  loaded  with 
red  blood  cells.  The  blood  urea  nitrogen  was  140 
mg.  per  cent.  The  patient  was  treated  with  intra- 
venous fluids  and  was  followed  by  means  of  nu- 
merous electrolyte  determinations.  Her  hospital 
course  was  marked  by  oliguria,  azotemia,  hyper- 
tension and  melena.  She  was  finally  discharged 
from  the  hospital  22  days  after  admission,  but  her 
renal  function  studies  had  not  reverted  to  normal 
at  that  time. 

Comments:  Gastroenteritis  and  dehydration  had 
been  complicated  by  acute  tubular  necrosis  in 
this  patient.  The  subcutaneous  fluids  she  had  re- 
ceived probably  contributed  to  the  acute  tubular 
necrosis — i.e.  hypotension  due  to  severe  dehydra- 
tion— by  pulling  fluids  from  the  vascular  space 
into  the  subcutaneous  compartment  containing 
the  administered  fluids.  The  early  institution  of 
proper  intravenous  fluid  therapy  would  possibly 
have  avoided  this  complication. 

Case  3.  (No.  328-889)  A five-month-old  white 
female  was  admitted  to  Raymond  Blank  Memorial 
Hospital  for  Children  with  the  chief  complaint  of 
vomiting  and  diarrhea  of  two  days’  duration. 

On  the  day  that  her  symptoms  began,  she  had 
been  hospitalized  and  treated  with  5 per  cent  glu- 
cose in  water  by  hypodermoclysis.  The  vomiting 
ceased  shortly  afterward,  but  she  had  increasing 
diarrhea,  with  up  to  20  stools  per  day. 

The  past  and  family  history  were  not  contribu- 
tory. 

At  the  time  of  admission,  the  patient  appeared 
acutely  ill  and  responded  poorly  to  noxious  stimuli. 
The  temperature  was  105.2 °F.  The  skin  turgor  was 
of  good  quality,  but  the  mucous  membranes  were 
very  dry  and  the  fontanelle  was  sunken.  The  re- 
mainder of  the  physical  examination  was  within 
normal  limits. 

The  initial  hemogram  showed:  hemoglobin  9.9 
Gm./100  ml.;  hematocrit  31  volumes  per  cent;  and 
white  blood  cell  count  7,100  per  cubic  mm.,  with 
74  per  cent  lymphocytes  and  26  neutrophils.  The 
serum  sodium  was  150  mEq,/L.;  the  potassium 
5.9  mEq./L.;  the  chloride  131  mEq./L.;  and  the 
carbon  dioxide  13  mM/L. 

After  two  days  of  intravenous  therapy,  the 
serum  electrolytes  had  returned  to  normal  and 


the  patient  had  improved  clinically.  She  was  dis- 
charged in  good  health  six  days  after  admission. 

Comments:  Two  days  of  subcutaneous  fluid 
therapy  with  5 per  cent  glucose  in  water  had  no 
beneficial  effect  upon  this  patient’s  electrolyte  im- 
balance or  clinical  course.  The  hyperelectroly- 
temia,  which  included  the  dangerous  component 
of  hypernatremia,  had  not  been  corrected  by  two 
days  of  subcutaneous  fluid  therapy.  Indeed,  the 
subcutaneous  fluids  administered  may  have  caused 
water  to  migrate  into  the  area  of  “clysis”  and 
thus  may  have  caused,  or  at  least  contributed  to, 
the  hyperelectrolytemia  and  hypernatremia. 

Case  4.  (No.  356-688)  A 21/>-year-old  white  female 
was  admitted  to  Raymond  Blank  Memorial  Hos- 
pital for  Children  on  March  25,  1962,  with  the 
symptoms  of  vomiting  and  diarrhea  of  five  days' 
duration. 

She  had  been  given  5 per  cent  glucose  in  water 
by  hypodermoclysis  for  two  days  prior  to  admis- 
sion. On  the  evening  prior  to  admission  and  on 
the  morning  of  admission,  she  had  been  given 
500  cc.  of  5 per  cent  glucose  in  water  by  hypo- 
dermoclysis (1,000  cc.  in  less  than  24  hours  prior 
to  admission). 

The  past  history  was  non-contributory. 

At  the  time  of  admission,  the  patient  was  a well 
developed,  well  nourished  white  female  in  no  dis- 
tress. She  was  somewhat  lethargic,  but  the  mu- 
cous membranes  were  moist.  The  thighs  were  en- 
larged at  the  clysis  sites. 

Initial  laboratory  work  revealed  a hemoglobin 
of  12.4  Gm./lOO  ml.;  a hematocrit  of  39  volumes 
per  cent;  and  a white  blood  cell  count  of  9,300 
per  cu.  mm.,  with  44  per  cent  neutrophils,  7 per 
cent  bands,  and  49  per  cent  lymphocytes.  The  serum 
electrolytes  were  as  follows:  sodium  125  mEq./L.; 
COo  17  mM./L.;  chlorides  90  mEq./L.;  and  potas- 
sium 5.5  mEq./L. 

After  appropriate  intraveneous  therapy,  the  pa- 
tient recovered  rapidly  and  was  discharged  four 
days  after  admission. 

Comments:  In  contrast  to  the  patient  just  pre- 
viously discussed,  this  girl  had  developed  hypona- 
tremia secondary  to  hypodermoclysis  with  5 per 
cent  glucose  in  water.  The  hyponatremia  may 
have  been  caused  by  a shift  of  sodium  from  the 
vascular  space  into  the  area  of  the  salt-free  sub- 
cutaneous fluids  which  had  been  administered  on 
the  two  days  prior  to  admission.  The  exact  mech- 
anism is  unknown,  of  course,  but  if  the  tonicity 
of  the  fluids  given  was  less  than  the  tonicity  of  the 
serum,  some  electrolytes,  including  sodium,  could 
have  been  drawn  into  the  subcutaneous  area  so 
as  to  equalize  the  osmotic  gradient. 

DISCUSSION 

Howland  and  Marriott,1  Schloss  and  Stetson,2 
and  others  pointed  out  in  the  early  part  of  this 
century  that  the  intravenous  route  of  fluid  and 
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electrolyte  administration  is  preferable  to  the 
subcutaneous  route  in  pediatric  patients  with  de- 
hydration and  acidosis  occurring  in  diarrhea.  They 
noted  the  more  rapid  correction  of  the  acidosis, 
and  recommended  the  intravenous  method  of 
fluid  replacement  as  the  one  of  choice.  Schloss  and 
Stetson2  advised  the  use  of  a scalp  vein  if  pos- 
sible, but  said  that  if  necessary,  a vein  should  be 
exposed  by  incision,  or  the  injection  should  be 
made  into  the  superior  longitudinal  sinus  as  de- 
scribed by  Tobler3  and  Helmholz.4  Karelitz  and 
Schick,5  in  1931,  also  noted  that  in  cases  of  diar- 
rhea in  infants  “the  rapid  improvement  that  fol- 
lowed intravenous  therapy  was  not  so  evident 
when  the  fluid  was  injected  subcutaneously  or 
intraperitoneally.” 

Danowski,  Winkler  and  Elkinton0  reported 
that  if  glucose  solution  is  introduced  subcutaneous- 
ly, it  may  aggravate  the  salt  deficit  of  diabetic 
coma.  In  studies  with  experimental  animals  and 
patients,  they  provided  unequivocal  proof  that 
the  subcutaneous  injection  of  fluid  that  does  not 
contain  electrolyte  may  produce  a form  of  salt 
depletion,  with  impairment  of  circulatory  efficien- 
cy.7 Shock  developed  after  a comparatively  small 
hypodermoclysis. 

Webb  et  al.8  measured  thighs  after  hypodermoc- 
lysis  of  physiologic  saline  and  noted  that  they 
did  not  return  to  normal  for  16  hours,  indicating 
that  complete  absorption  took  at  least  that  length 
of  time.  When  5 per  cent  glucose  in  water  or  5 
per  cent  glucose  in  normal  saline  was  used,  the 
thigh  girth  did  not  return  to  normal  size  for  30 
hours.  By  these  studies  they  showed  that  the 
rates  of  absorption  of  subcutaneous  fluids  are  sur- 
prisingly slow,  and  that  this  route  alone  is  inade- 
quate when  fluid  restoration  is  urgent.  Webb’s 
findings  also  indicated  that  in  the  presence  of  de- 
hydration, subcutaneous  absorption  is  not  only 
slowed  but  retarded,  even  in  the  absence  of  the 
manifestations  of  circulatory  impairment. 

Abbott  et  al ,,9  in  a critical  review  of  the  liter- 
ature up  to  1952,  cited  the  fallacies  in  using  phenol- 
sulfonphthalein  excretion  in  the  urine  as  a meas- 
ure of  how  rapidly  or  completely  subcutaneous 
fluids  are  absorbed  after  the  dye  has  been  added 
to  the  fluid  given  by  hypodermoclysis.  This  method 
of  evaluating  the  efficacy  of  the  absorption  of 
subcutaneous  fluids  had  been  used  by  some  in- 
vestigators.10’ 11  As  the  Abbott  group  stated,  just 
the  fact  that  the  dye  is  absorbed  does  not  neces- 
sarily indicate  that  the  fluids  and  electrolytes  ad- 
ministered subcutaneously  are  absorbed  at  the 
same  rate.  Abbott  et  al.,  also  suggested  that  the 
apparent  successes  reported  by  Weinstein11  and 
by  Shafiroff  et  al.,14  who  had  used  protein  hydrol- 
ysate and  emulsified  fat  solutions,  respectively, 
were  for  the  most  part  due  to  the  administration 
of  only  relatively  small  volumes  of  the  solutions 
to  healthy  subjects. 

The  same  authors  felt  that  although  hyaluron- 


idase  might  alleviate  the  pain  associated  with 
hypodermoclysis,  it  might  well  intensify  the  un- 
desirable effects  by  permitting  large  quantities  of 
fluid  to  run  into  tissues  very  rapidly.  That  hyaluro- 
idase  added  little  to  the  desirability  of  hypoder- 
moclysis was  demonstrated  in  a normal  19-year- 
old  patient.  In  this  patient  after  hypodermoclysis 
of  two  liters  of  5 per  cent  glucose  in  water  with 
hyaluronidase  added,  the  plasma  volume  de- 
creased 21  per  cent  over  a period  of  6X4  hours. 
There  was  a fall  in  the  blood  pressure,  and  the 
pulse  rate  increased.  When  10  per  cent  invert 
sugar  was  given  in  a similar  manner,  there  was 
a reduction  in  plasma  volume  of  31  per  cent. 

Technically,  subcutaneous  fluids  are  infinitely 
more  convenient  to  administer  than  intravenous 
fluids,  and  this  no  doubt  is  most  commonly  the 
reason  for  their  use.  As  Sweeney13  has  said,  “In- 
fants and  small  children,  adults  with  thrombosed 
veins  and  patients  in  shock  present  a real  problem 
when  the  intravenous  route  for  parenteral  ther- 
apy is  attempted.  Because  of  the  great  difficulty 
encountered  in  getting  a needle  into  the  veins  of 
these  patients,  the  doctor  is  tempted  and  frequent- 
ly does  give  the  parenteral  fluid  subcutaneously.” 
Unfortunately  these  are  the  patients  who  are 
most  in  need  of  intravenous  fluids  and  who  are 
most  harmed  by  subcutaneous  fluid  administra- 
tion. 

There  is  no  possible  way  of  knowing  the  tonicity 
or  osmolarity  of  the  tissues  that  are  injected  with 
subcutaneous  fluids.  It  is  therefore  impossible  to 
predict  how  the  extracellular  fluid  will  behave  in 
relation  to  the  subcutaneous  fluids  administered. 
For  example,  there  may  be  a shift  of  water  into 
the  site  of  the  injection  if  the  subcutaneous  fluids 
are  hypertonic  in  relation  to  the  extracellular 
fluids.  This  shift  of  water,  coming  partially  from 
the  vascular  space,  may  cause  further  cardio- 
vascular collapse  and  electrolyte  imbalance. 

Also,  it  is  impossible  to  know  the  exact  concen- 
tration of  electrolytes  within  the  tissue  where  the 
fluids  are  to  be  injected.  There  is  no  way  of  pre- 
dicting the  manner  in  which  the  extracellular 
electrolytes  will  change  in  relation  to  the  sub- 
cutaneous fluids.  On  the  other  hand,  when  serum 
electrolytes  are  obtained,  these  serve  as  a useful 
guide  to  the  qualitative  and  quantitative  admin- 
istration of  electrolytes.  Likewise,  the  osmolality 
(milliosmols  of  solute  per  1000  Gm.  fLO)  of  the 
serum,  as  determined  by  an  osmometer,  can  pro- 
vide invaluable  information  as  to  the  tonicity  of 
the  dehydration  and  serve  as  a guide  to  the  intra- 
venous replacement  fluids.  In  most  hospitals,  be- 
cause of  the  prohibitive  expense  and  technical 
problems,  osmometers  are  not  available.  However, 
one  can  get  a rough  estimate  of  osmolality  and 
osmolarity  (milliosmols  of  solute  per  liter  of 
body  fluid)  by  using  a method  recently  described 
by  Etteldorf  and  Sweeney.14 

The  time  required  for  the  absorption  of  subcu- 
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taneous  fluid  is  a dangerous  handicap.  Infants  and 
children  with  dehydration  and  electrolyte  imbal- 
ance should  not  be  subjected  to  the  slow  rate  of 
absorption  that  is  characteristic  for  fluids  given 
by  this  route.  Intravenous  fluids  have  no  time  lag 
in  their  absorption  and  are  preferable  in  this  re- 
spect. 

The  space  and  volume  available  in  infants  for 
the  subcutaneous  administration  of  fluids  severely 
limits  the  volume  that  can  be  given. 

Blood  and  other  colloids  cannot  be  effectively 
administered  by  the  subcutaneous  route,  and 
consequently  hypovolemic  shock  cannot  be  man- 
aged by  this  technic. 

Pain  at  the  site  of  injection  of  the  hypodermoc- 
lysis  may  be  a problem  mainly  because  of  over- 
distention of  the  tissue. 

Calories  and  protein,  whether  for  maintenance 
or  for  repair,  cannot  be  given  in  the  required 
amounts  by  the  subcutaneous  route.  Butler  and 
Talbot,15  in  1944,  pointed  out  the  impracticality 
of  “clysis”  for  caloric  maintenance,  stating  that 
to  accomplish  this  by  hypodermoclysis  without 
using  hypertonic  solutions  or  solutions  devoid  of 
electrolytes  would  necessitate  giving  excessive 
amounts  of  salt  and  water. 

It  is  beyond  the  scope  of  this  article  to  discuss 
the  different  regimens  of  intravenous-fluid  ther- 
apy. Suffice  it  to  say  that  for  the  reasons  given 
above,  any  one  of  them  is  far  superior  to  any 
method  of  hypodermoclysis. 

SUMMARY 

Four  cases  have  been  presented  to  illustrate  the 
ineffectiveness  and  perils  in  the  subcutaneous  ad- 
ministration of  fluids  to  infants  or  children.  The 
literature  concerning  subcutaneous  fluid  admin- 
istration has  been  briefly  reviewed. 

Dehydration,  hypovolemic  shock,  and  electro- 
lyte and  acid-base  imbalances  should  not  be 


treated  with  subcutaneous  fluids.  Rather,  the  in- 
travenous route  should  be  used  so  as  to  avoid 
complications  and  decreased  morbidity  and  mor- 
tality, and  to  bring  homeostatic  mechanisms  back 
into  balance  more  rapidly  and  effectively. 
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Postgraduate  Conference  Schedule  Set  for  '63-'64 

Thirteen  medical  postgraduate  conferences  have  been  scheduled  for  the  1963-64 
term  at  the  S.U.I.  College  of  Medicine.  Monthly  clinical  conferences  in  ophthalmology 
also  are  scheduled  for  November  through  May. 

The  formal  conferences  include:  Radiology,  September  14-15;  Pediatrics,  Septem- 
ber 18-19;  Diagnostic  Techniques  in  Office  and  Surgical  Urology,  October  11; 
Arthritis  and  Rheumatism,  October  18-19;  Nursing  Institute  on  Labor  and  Delivery 
Room  Problems,  November  6-7;  Surgery,  December  3-4;  Cardiac  and  Respiratory 
Disease  Conference,  December  6;  Obstetrics  and  Gynecology,  January  21-22;  Re- 
fresher Course  for  the  General  Practitioner,  February  18-21;  Surgery,  March  10-11; 
Infertility  and  Endocrinology,  March  25;  Iowa  Eye  Association,  April  24-25;  Adult 
and  Child  Neurology,  May  13. 

Detailed  information  on  each  conference — programs,  speakers,  registration  fees, 
etc. — will  be  published  in  the  issue  of  the  journal  which  precedes  the  scheduled 
dates. 
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A survey  of  cancer  morbidity  in  the  State  of 
Iowa  was  carried  out  in  1950  by  the  Iowa  State 
Department  of  Health  and  the  National  Cancer 
Institute,  with  the  cooperation  of  the  Iowa  State 
Medical  Society.  It  enumerated  all  patients  who 
were  first  diagnosed  as  having  cancer  in  1950  and 
who  were  residents  of  the  State  of  Iowa  at  the 
time  of  diagnosis.  The  exact  manner  in  which  the 
data  were  collected  and  the  results  of  that  survey 
have  been  summarized  in  cancer  morbidity  in 
urban  and  rural  Iowa.1  In  1958,  the  original  study 
was  extended  to  determine  the  five-year  survival 
experience  of  the  Iowa  residents  who  had  been 
first  diagnosed  in  1950,  and  this  report  summarizes 
the  findings  in  that  follow-up  study. 

Originally,  there  were  9,088  resident  cancer 
cases  first  diagnosed  in  1950,  but  not  all  of  the 
patients  were  available  for  follow-up.  Not  included 
are  890  individuals  who  were  originally  discovered 
from  death  certificates,  and  65  people  whose  rec- 
ords were  withdrawn  on  follow-up  because  their 
lesions  were  found  to  be  non-malignant,  because 
they  were  not  residents  of  Iowa,  because  duplicate 
entries  had  been  made,  or  because  their  cases  had 
been  diagnosed  prior  to  the  study  year.  It  was 
also  necessary  to  exclude  1,599  cases  which  had 
been  identified  originally  by  phonetic  code  num- 
bers rather  than  by  surnames,  and  therefore  could 
not  be  followed.  There  remained,  then,  6,534  cases 
available  for  follow-up,  and  these  constituted  the 
basis  for  this  report. 

Follow-up  data  for  this  study  were  collected  as 
follows.  First,  the  names  of  all  cancer  patients  in- 
volved were  checked  against  the  records  of  the 
Division  of  Vital  Statistics  for  the  period  1950- 

Dr.  Zimmerer  is  commissioner  of  public  health  for  the 
State  of  Iowa.  Mr.  Chiazze  is  a staff  member  in  the  Depart- 
ment of  Biostatistics  of  the  National  Cancer  Institute. 


1957.  For  each  individual  not  matched  in  the  search 
of  mortality  records,  an  inquiry  was  made  of  the 
physician  or  hospital  that  originally  reported  the 
case  in  1950.  The  information  requested  included 
the  date  on  which  the  patient  was  last  seen,  the 
date  on  which  the  patient  was  last  known  to  be 
alive,  his  or  her  cancer  status  at  the  last  contact, 
and  the  date,  place  and  cause  of  death  if  he  or  she 
was  known  to  be  dead.  For  those  patients  not  ob- 
served for  a full  five  years  (or  not  known  to  be 
dead),  requests  were  made  for  the  names  of  other 
physicians  or  hospitals  that  the  patient  might  after- 
ward have  asked  for  help.  Replies  were  received 
from  over  95  per  cent  of  the  physicians  and  hos- 
pitals from  whom  information  was  sought. 

Other  sources  of  follow-up  data  were  consulted. 
These  included  postal  records,  records  of  the 
State  Motor  Vehicle  Bureau  and  city  directories. 
Further,  the  Division  of  Public  Health  Nursing  of 
the  State  Department  of  Health  provided  follow- 
up information  on  patients  known  to  its  personnel. 
Patients  were  not  contacted  directly.  Throughout 
the  checking  of  postal  records  and  Motor  Vehicle 
Bureau  records,  great  care  was  taken  to  make 
sure  that  the  real  purpose  of  the  search  was  not 
divulged  and  that  the  confidential  nature  of  the 
data  was  maintained. 

At  this  point,  those  patients  whose  vital  status 
as  of  December  31,  1955,  remained  unknown  were 
again  checked  through  the  mortality  records  of 
the  State  Division  of  Vital  Statistics.  Patients  not 
matched  or  followed  were  then  considered  lost  to 
follow-up.  The  results  are  summarized  in  Tables 
1 and  2. 

It  should  be  noted  that  this  study  was  extreme- 
ly successful  from  the  point  of  view  of  minimizing 
losses  to  follow-up.  Only  3.2  per  cent  of  the  entire 
group  available  for  follow-up  were  not  followed 
to  death  or  for  the  full  five  years.  This  rate  com- 
pares very  favorably  with  the  comparable  rates 
in  continuing  cancer  case  registries  such  as  Con- 
necticut’s, where  five  per  cent  of  the  cases  diag- 
nosed through  1951  were  lost  to  follow-up.2  A re- 
cent report  by  the  End  Results  Group,  relating 
the  combined  experience  of  four  central  and  10 
individual  hospital  tumor  registries  with  a broad 
geographic  distribution,  likewise  indicates  losses 
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TABLE  I 

NUMBER  OF  CASES  OF  CANCER  AVAILABLE  FOR  FOL- 
LOW-UP AND  RESULTS  OF  FOLLOW-UP  BY  SEX,  FOR 
IOWA  RESIDENTS;  CASES  FIRST  DIAGNOSED  IN  1950 
AND  REPORTED  IN  IOWA  CANCER  MORBIDITY  STUDY 


Total 

Male 

Female 

First  diagnosed  in  study  year1’  2 . . . 

8133 

3964 

4169 

Cases  identified  only  by  Soundex3 

1599 

701 

898 

Available  for  follow-up 

Number  

6534 

3263 

3271 

Per  cent  

80.3 

82.3 

78.5 

Followed  to  death  or  for  full  five  years 

6325 

3153 

3172 

Lost  to  follow-up: 

Number  

209 

1 10 

99 

Per  cent 

3.2 

3.4 

3.0 

Followed  less  than  one  year  

158 

80 

78 

Followed  one  year,  less  than  two  . . 

22 

15 

7 

Followed  two  years,  less  than  five  . . 

29 

15 

14 

1 Excludes  cases  obtained  from  death  certificate  only 

2 Excludes  cases  withdrawn  on  follow-up  after  having  been  found  to 
be  non-malignant,  non-resident,  duplicate  or  diagnosed  prior  to 
study  year 

3 No  surname  available — could  not  be  followed 

to  follow-up  of  about  five  per  cent  in  the  first  five 
years.3 

METHOD  OF  COMPUTING  SURVIVAL  RATES 

The  survival  rates  presented  herein  were  com- 
puted by  the  actuarial  or  life-table  method,  which 
makes  use  of  all  the  available  follow-up  informa- 
tion. Cases  not  followed  to  death  or  for  a full  five 
years  are  removed  from  observation  during  the 
follow-up  interval  in  which  the  last  contact  was 
made.  A complete  discussion  of  the  mechanics  of 
computing  survival  rates  by  the  life-table  method 
has  been  published  by  Cutler  and  Ederer4  and  by 
Merrell  and  Shulman.5 

The  crude  survival  rate — i.e.,  the  proportion  of 
patients  surviving  a specified  interval  of  time — 
takes  account  of  information  on  all  causes  of 
death.  The  disadvantages  of  using  a distribution 
of  specific  causes  of  death  are  well  known.6  Most 
cancer  patients  are  past  middle  age,  and  there  is 
a considerable  risk  of  their  dying  from  other 
causes,  and  any  analysis  of  their  survival  expe- 
rience should  adjust  for  this  risk.  This  is  especial- 
ly important  when  one  compares  patient  groups 
that  differ  with  respect  to  factors  such  as  age,  sex, 
and  race  which  are  associated  with  different  mor- 
tality risks.  The  relative  survival  rate — i.e.,  the 
ratio  of  the  observed  survival  to  the  survival  that 
would  have  been  expected  if  the  cancer  popula- 
tion under  consideration — provides  a means  of 
adjusting  for  expected  mortality  from  causes  other 
than  cancer  without  requiring  information  on 
causes  of  death.  A complete  discussion  of  the  in- 
terpretation of  the  relative  survival  rate  may  be 
found  in  Cutler  et  al ,,7>  8 and  in  Ederer  et  al ,6 


TABLE  2 

NUMBER  OF  RESIDENT  CASES  OF  CANCER  AVAILABLE 
FOR  FOLLOW-UP  AND  PER  CENT  LOST  TO  FOLLOW-UP 
BY  PRIMARY  SITE  AND  SEX  FOR  IOWA  RESIDENTS; 
CASES  FIRST  DIAGNOSED  IN  1950  AND  REPORTED  IN 
IOWA  CANCER  MORBIDITY  STUDY 


Primary  Site 

International 
List  Number1 

Number 
of  Cases 

Per  cent 
Lost  to 
Follow-up 

Buccal  cavity  and  pharynx 

: 141-148 

346 

6.9 

L'P  

140 

160 

9.4 

Tongue  

141 

27 

7.4 

Esophagus  

150 

43 

0 

Stomach 

151 

428 

1.2 

Large  Intestine  

153 

526 

1.7 

Rectum 

154 

287 

1.4 

Pancreas  

157 

156 

0.6 

Lung  and  bronchus  . . 

162 

304 

2.0 

Larynx  

161 

28 

0 

Breast2  

170 

759 

2.9 

Uterus  

171,  172 
173,  174 

601 

3.5 

Cervix  

171 

360 

2.8 

Corpus  

172 

127 

3.9 

Ovary  

175 

161 

2.5 

Prostate  

177 

397 

1.8 

Kidney  

180 

84 

2.4 

Bladder  

181 

254 

2.4 

Skin  

190-191 

966 

7.1 

Brain  and  nervous  system 

193 

93 

l.l 

Thyroid  

194 

41 

4.9 

Leukemia  

204 

201 

2.0 

Lymphoma 

200,  201, 

202,  203,  205 

201 

2.5 

1 Sixth  Revision 

2 Female  only 


In  this  paper,  both  crude  and  relative  survival 
rates  are  presented.  The  expected  rates  used  in 
computing  the  relative  survival  rates  have  been 
developed  by  means  of  the  Iowa  State  Life  Tables 
for  1949-1951.  A detailed  methodology  for  com- 
puting expected  rates  may  be  found  in  Ederer 
et  al.® 

RESULTS 

Patients  included  in  this  study  have  been  classi- 
fied according  to  a number  of  characteristics  which 
have  a bearing  on  survival.  In  addition  to  age,  sex 
and  primary  site,  the  stage  of  disease  at  the  time 
of  diagnosis  has  been  determined.  The  classifica- 
tion by  stage  is  necessarily  crude  because  no  de- 
tailed criteria  for  staging  for  specific  sites  had 
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figure  1«  Observed  & Expected  Survival  Rates  by  Stage  of  Disease  at  Diagnosis, 
All  Sites  Except  Leukemia,  State  of  Iowa,  Cases  Diagnosed  in  1950 
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figure  1.  Observed  & Expected  Survival  Rates  by  Stage  of  Disease  at  Diagnosis  , 
All  Sites  Except  Leukemia,  State  of  Iowa,,  Cases  Diagnosed  in  1950 
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figure  2. 


RELATIVE  5 — YEAR  CANCER  SURVIVAL  RATES  FOR 
IOWA  AND  CONNECTICUT  BY  PRIMARY  SITE  AND  SEX 
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RELATIVE  5-YEAR  CANCER  SURVIVAL  RATES  FOR 
URBAN  & RURAL  IOWA  BY  PRIMARY  SITE  & SEX 
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figure  3. 
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TABLE  3 


FIVE-YEAR  SURVIVAL  RATES  (PER  CENT)  BY 
RESIDENTS;  CASES  FIRST  DIAGNOSED 

SEX,  PRIMARY 
IN  1950  AND 

SITE  AND 
REPORTED 

STAGE  OF  DISEASE 
IN  IOWA  CANCER 

FOR  URBAN  AND  RURAL 
MORBIDITY  STUDY 

Primary  site,  Stage 

MALES 

Total 

International  Observed  R 

elative 

Urban 

Observed  Relative 

Rura 

Observed 

Relative 

List1  Number 

Rate 

Rate 

Rate 

Rate 

Rate 

Rate 

Buccal  cavity  and  pharynx  

All  stages  

140-148 

52 

65 

44 

56 

60 

75 

Localized  

62 

77 

59 

73 

66 

81 

Lip  

All  stages 

140 

73 

89 

69 

87 

76 

91 

Localized 

75 

93 

75 

95 

76 

91 

Tongue  

All  stages 

141 

2 

Localized  

Esophagus  

All  stages  

150 

3 

4 

Localized  

Stomach  

All  stages  

151 

6 

9 

7 

10 

5 

8 

Localized  

12 

17 

12 

16 

12 

17 

Large  Intestine  

All  stages  

153 

24 

32 

26 

34 

22 

30 

Localized  

39 

51 

46 

61 

32 

42 

Rectum  

All  stages 

154 

31 

39 

34 

41 

28 

37 

Localized  

42 

52 

44 

53 

40 

52 

Brain  and  nervous  system 

All  stages  

193 

16 

17 

1 1 

12 

Localized  

14 

15 

Thyroid  

All  stages  

194 

Localized 

Leukemia  

All  stages 

204 

9 

10 

9 

10 

8 

9 

Lymphoma  

All  stages  

200,  201 
202  ,203,  205 

27 

30 

24 

26 

31 

36 

Localized  

Pancreas  

Ail  stages  

157 

1 

1 

0 

0 

3 

3 

Localized 

Lungs  and  bronchus  

All  stages  

162 

6 

8 

6 

7 

8 

9 

Localized 

9 

1 1 

10 

12 

Larynx  

All  stages  

161 

52 

61 

Localized  

Prostate  

All  stages  

177 

20 

30 

22 

33 

18 

27 

Localized  

26 

37 

27 

41 

24 

34 

Kidney  

All  stages  

180 

32 

38 

26 

32 

Localized  

Bladder  . . 

All  stages  

181 

35 

46 

37 

48 

32 

43 

Localized  

40 

53 

44 

57 

35 

47 

1 Sixth  Revision 

2 Rates  based  on  less  than  25  cases  are  not  shown. 
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Primary  site,  Stage 

FEMALES 

Total 

International  Observed  Relative 

List1  Number  Rate  Rate 

Ur 

Observed 

Rate 

ban 

Relative 

Rate 

Rura 

Observed 

Rate 

Relative 

Rate 

Skin  

All  stages  

190-191 

69 

89 

71 

91 

67 

88 

Localized  

71 

92 

74 

94 

69 

90 

Buccal  cavity  and  pharynx  

All  stages 

140-148 

65 

75 

60 

70 

Localized  

61 

72 

L'P  

All  stages  

140 

2 

Localized  

Tongue  

All  stages  

141 

Localized  . . 

Esophagus  

All  stages  

150 

Localized 

Stomach  

All  stages  

151 

9 

12 

16 

21 

3 

4 

Localized 

20 

26 

Large  Intestine  

All  stages  

153 

26 

33 

24 

30 

30 

37 

Localized 

47 

56 

45 

53 

50 

59 

Rectum 

All  stages  

154 

31 

37 

29 

34 

33 

40 

Localized  

50 

58 

54 

60 

47 

56 

Pancreas  

All  stages  

157 

10 

12 

10 

13 

Localized 

Lung  and  bronchus  

All  stages  

162 

9 

1 1 

6 

7 

13 

15 

Localized 

12 

14 

Larynx 

All  stages  

161 

Localized 

Breast  

All  stages  

170 

48 

55 

48 

56 

47 

54 

Localized 

63 

72 

63 

73 

62 

71 

Uterus  

All  stages  

171,  172, 

173, 174 

52 

58 

52 

58 

52 

57 

Localized 

60 

66 

60 

67 

60 

65 

Cervix  

All  stages  

171 

50 

55 

49 

54 

53 

57 

Localized  

55 

60 

54 

59 

58 

61 

Corpus  

All  stages  

172 

66 

75 

69 

80 

63 

70 

Localized  

72 

81 

77 

88 

68 

75 

Ovary  

All  stages  

175 

21 

23 

18 

21 

24 

26 

Localized  

33 

36 

37 

41 

27 

29 

Kidney  

All  stages  

180 

21 

23 

Localized 

Bladder  

All  stages  

181 

50 

64 

36 

48 

Localized  

59 

75 

Skin  

All  stages  

190,  191 

73 

90 

74 

90 

73 

92 

Localized  

78 

96 

78 

96 

77 

96 
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FEMALES  (Continued) 

Total  Urban  Rural 

international  Observed  Relative  Observed  Relative  Observed  Relative 
Primary  site,  Stage  List1  Number  Rate  Rate  Rate  Rate  Rate  Rate 


Brain  and  nervous  system  193 

All  stages  20  21 

Localized  

Thyroid  194 

All  stages 72  78 

Localized  

Leukemia  204 

All  stages 4 4 6 6 0 0 

Lymphoma  200,201, 

202,  203,  205 

All  stages 29  33  34  37  24  27 

Localized 


1 Sixth  Revision 

2 Rates  based  on  less  than  25  cases  are  not  shown. 


been  developed  in  1951,  when  the  initial  study 
was  carried  out.  The  single  system  of  classifying 
the  extent  of  neoplastic  spread  used  for  all  forms 
of  cancer  in  this  study  is  as  follows: 

1.  Localized — The  neoplasm  is  confined  to  the 
site  of  origin. 

2.  Regional  involvement — The  neoplasm  has 
metastasized  to  local  lymph  nodes  or  has  extended 
into  adjacent  tissues. 

3.  Remote  metastasis — The  neoplasm  has  invaded 
another  organ,  has  spread  to  a distant  part  of  the 
body,  or  is  diffused  throughout  the  body. 

Residence  at  time  of  diagnosis  also  was  deter- 
mined, and  the  classification  of  patients  as  urban 
or  rural  residents  enables  us  to  consider  the  effect, 
if  any,  that  residence  has  on  survival.  The  defini- 
tions of  urban  and  rural  which  have  been  used 
conform  to  the  “old”  definition  of  the  1950  Census 
of  Population;  urban  covers  all  persons  residing 
in  incorporated  places  of  2,500  or  more  inhabitants 
and  in  certain  other  political  subdivisions  classi- 
fied as  urban  under  special  rules  relating  to  popu- 
lation size  and  density. 

The  pattern  of  five-year  survival  by  stage  for  all 
sites  except  leukemia  is  shown  in  Figure  1.  As 
expected,  survival  rates  in  the  early  years  after 
diagnosis  indicate  a greatly  increased  mortality 
risk  for  patients  with  metastatic  disease.  Among 
males,  the  first  year’s  annual  survival  ratio — i.e., 
the  ratio  of  observed  to  expected  survival  rates — 
for  regional  and  remote  metastases  was  .32  and 
.17  respectively,  compared  with  .80  for  patients 
with  localized  disease.  Among  females,  the  ratios 
for  the  first  year  were  .48  and  .21  for  regional  and 
remote  cases  as  compared  with  .81  for  localized. 
By  the  fifth  year,  the  relative  annual  survival 
rates  were  approaching  1.0,  but  had  not  reached 
that  level.  That  is,  for  all  sites  combined,  there 
still  appears  to  be  an  excess  mortality  risk  for  the 
cancer  population  after  five  years,  even  among 
patients  diagnosed  while  the  lesions  were  localized. 


The  five-year  survival  results  observed  in  Iowa 
are  typical  of  those  encountered  in  similar  series. 
Figure  2 gives  the  five-year  relative  survival  rates 
by  primary  site  for  Iowa  and  Connecticut.  The 
Connecticut  results  are  for  cases  diagnosed  dur- 
ing the  period  1947-1951,  and  correspond  temporal- 
ly with  the  Iowa  data.2  The  reader  should  be 
cautioned,  however,  that  here  and  throughout  this 
paper  he  should  avoid  reading  great  significance 
into  differences  of  no  more  than  two  or  three  per- 
centage points.  In  general,  the  number  of  sites  for 
which  Iowans  appear  to  have  better  survival 
rates  is  not  much  different  from  the  number  for 
which  Connecticut  residents’  rates  are  higher. 

A comparison  with  the  Connecticut  experience 
indicates  that  among  males,  the  survival  rates  in 
Iowa  are  somewhat  higher  except  for  cancer  of  the 
large  intestine,  prostate,  and  brain  and  nervous 
system,  and  for  leukemia  and  lymphoma.  Among 
females,  the  Iowa  rates  are  lower  for  cancer  of 
the  large  intestine,  rectum,  cervix,  ovary,  and 
brain  and  nervous  system,  and  for  leukemia. 

The  five-year  relative  survival  rates  in  Iowa  for 
cancer  of  the  buccal  cavity  (65  per  cent  for  males 
and  75  per  cent  for  females)  are  relatively  high 
compared  with  the  Connecticut  rates  (47  per  cent 
and  54  per  cent  for  males  and  females  respective- 
ly). It  is  likely,  however  that  among  males  the 
buccal  cavity  and  pharynx  figures  for  Iowa  in- 
clude a fair  number  of  cases  of  skin  of  the  lip. 
That  is,  the  incidence  of  cancer  of  the  buccal  cav- 
ity in  Iowa  has  been  shown  to  be  considerably 
higher  than  for  comparable  series  in  New  York 
and  Connecticut.9  Further,  the  excess  seems  con- 
centrated in  cancer  of  the  lip.  Survival  rates  for 
cases  of  the  buccal  cavity  and  pharynx  excluding 
the  lip  are  37  and  73  per  cent  for  males  and  females, 
respectively.  The  rate  for  males  excluding  cancer 
of  the  lip  is  more  in  line  with  Connecticut’s  and 
would  support  the  contention  that  buccal  cavity 
and  pharynx  cancers  in  the  Iowa  statistics  include 
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some  cases  of  skin  of  the  lip.  However,  the  rate 
for  females  remains  considerably  higher  even 
when  cancer  of  the  lip  is  excluded. 

It  is  worthwhile  to  reiterate  that  such  results 
as  are  available  for  specific  primary  sites  from 
other  series10  as  well  as  those  for  Connecticut  em- 
phasize the  fact  that  five-year  survival  rates  in 
Iowa  are  typical  of  the  results  generally  observed. 

Five-year  survival  rates  by  primary  site  and 
sex  for  both  urban  and  rural  Iowa  are  presented 
in  Table  3.  Rates  based  on  fewer  than  25  cases 
have  been  omitted  because  rates  based  on  so  few 
cases  tend  to  be  unreliable.  Data  on  patients  with 
clinical  diagnoses  only  have  been  combined  with 
data  on  patients  for  whom  microscopic  confirma- 
tion was  available.  It  has  been  noted  that  survival 
rates  for  clinically  diagnosed  cases  in  this  and  in 
other  studies11  are  considerably  lower  than  for 
microscopically-confirmed  cases.  The  following 
are  typical  of  the  Iowa  data: 


TABLE  4 

TyPICAL  IOWA  DATA 


5-Year  Relative  Survival  Rate 
( per  cent) 

Confirmed  plus 
Confirmed  only  Not-Confirmed 

Stomach 

Male  

1 1 

9 

Female 

14 

12 

Large  Intestine 

Male  

41 

32 

Female  

41 

33 

Rectum 

Male  

44 

39 

Female  

39 

37 

Cervix  

55 

55 

Corpus  

76 

75 

Prostate  

35 

23 

It  has  been  suggested  that  the  lower  rates  among 
the  microscopically-confirmed  cases  imply  that 
this  group  includes  many  patients  for  whom  bi- 
opsy was  considered  either  medically  inadvisable 
or  unnecessary.11  Reliance  on  all  diagnosed  cases, 
whether  microscopically  confirmed  or  not,  gives 
an  accurate  portrayal  of  the  situation,  and  the  in- 
ferences based  on  all  diagnosed  cases  are  not  dif- 
ferent from  those  which  would  be  drawn  if  the 
clinically  diagnosed  cases  were  excluded. 

There  are  no  striking  sex  differences  among 
the  five-year  survival  rates  for  the  sites  in  the  di- 
gestive system,  with  the  exception  of  cancer  of 
the  pancreas.  Prognosis  is  generally  poor  for  such 
sites  as  esophagus  and  stomach,  although  rates 
are  somewhat  higher  for  females. 

Survival  rates  for  females  are  also  somewhat 
higher  for  cancer  of  the  lung,  bladder,  and  brain 


and  nervous  system,  and  for  lymphomas.  Males 
have  a somewhat  better  survival  experience  for 
cancer  of  the  kidney  and  for  leukemias. 

Again  it  should  be  noted  that  the  Iowa  data 
generally  show  the  same  relationship  of  sex  to 
survival  that  has  been  noted  in  other  series. 

URBAN-RURAL  DIFFERENTIALS 

The  urban-rural  differentials  in  survival  have 
been  summarized  in  Figure  3.  Among  both  males 
and  females,  the  sites  are  nearly  evenly  divided 
between  higher  urban  survival  and  higher  rural 
survival.  Differences  were  tested  for  statistical 
significance  at  the  5 per  cent  probability  level. 
Chance  factors  alone  may  produce  some  results 
apparently  out  of  the  ordinary  in  a large  number 
of  comparisons.  The  33  differences  tested  could  be 
expected  to  yield,  on  the  average,  two  differences 
which  meet  the  5 per  cent  test  criterion  in  the 
absence  of  a true  urban-rural  difference.  In  fact, 
only  four  significant  differences  were  found. 

Among  males,  both  buccal  cavity  and  pharynx 
and  pancreas  have  statistically  significant  differ- 
ences at  the  5 per  cent  probability  level.  The 
urban-rural  differentials  for  both  buccal  cavity 
and  pharynx  and  pancreas  remain  when  survival 
by  stage  at  diagnosis  is  considered.  However,  the 
difference  for  cancer  of  the  buccal  cavity  and 
pharynx  is  no  longer  statistically  significant  when 
cancer  of  the  lip  is  excluded,  as  was  suggested 
earlier. 

Among  females,  the  most  striking  urban-rural 
difference  is  that  for  cancer  of  the  stomach,  where 
the  urban  survival  rate  is  five  times  greater  than 
the  rural  rate.  Most  of  this  difference  appears  to 
be  found  among  cases  classified  as  “stage  localized 
or  unknown.’’  However,  survival  rates  by  stage 
of  disease  are  based  upon  a relatively  few  cases 
and  are  subject  to  rather  large  variations.  One 
cannot  dismiss  the  possibility  that  the  urban-rural 
differential  for  female  stomach  cancer  is  a real 
one.  Further  study  would  be  required  to  deter- 
mine whether  the  accumulation  of  a larger  series 
of  cases  would  wipe  out  the  observed  differential. 

The  urban-rural  difference  for  bladder  cancer 
among  females  can  be  noted  among  localized  cases 
as  well  as  in  all  stages.  Though  the  numbers  of 
cases  are  small,  the  results  by  stage  of  disease  are 
consistent  with  the  contention  that  a real  differ- 
ence exists  between  urban  and  rural  survivals  for 
patients  with  cancer  at  this  site. 

DISCUSSION 

The  five-year  survival  rates  presented  in  this 
paper  serve  to  emphasize  the  typical  nature  of  the 
Iowa  results.  It  has  been  observed  that  females 
experience  somewhat  better  five-year  survival 
than  males.  In  general,  however,  there  remains  an 
excess  mortality  from  cancer  after  five  years  even 
among  cases  diagnosed  while  localized.  Certain 
sites,  namely  esophagus,  pancreas,  lung  and  bron- 
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chus,  brain  and  nervous  system,  and  leukemia  of- 
fer particularly  poor  five-year  prognoses.  Similar 
findings  have  been  observed  in  other  studies  of 
large  population  groups  such  as  in  Connecticut12 
and  the  studies  of  the  End  Results  Evaluation  Sec- 
tion of  the  National  Cancer  Institute.10 

As  has  been  previously  reported,  observers  fa- 
miliar with  medical  practice  in  Iowa  are  con- 
vinced that  rural  residents  have  access  to  medical 
care  of  the  same  quality  as  that  which  is  available 
to  city  residents.1  This  impression  was  fortified 
by  the  survey  findings  of  the  1950  study  of  cancer 
morbidity  in  urban  and  rural  Iowa.  The  apparent 
similarity  in  survival  for  those  treated  in  urban  as 
opposed  to  those  treated  in  rural  areas  again 
tends  to  support  the  impression  of  the  similarity 
of  medical  care  in  the  two  parts  of  the  State.  Fur- 
ther, the  rates  observed  here  leave  unshaken  the 
presumption  that  previously-observed  differences 
in  urban-rural  incidence  and  mortality  represent 
the  operation  of  real  forces  and  not  merely  a 
diagnostic  artifact. 

There  are  important  methodologic  implications 
in  the  manner  in  which  this  study  was  carried  out. 
The  fact  that  a highly  successful  follow-up  was 
achieved  many  years  after  the  patients  involved 
were  first  enumerated  indicates  that  Iowa  has 
important  resources  and  facilities  for  the  long- 
term tracing  of  patients.  It  seems  apparent  that 
these  advantages  should  be  capitalized  upon  in 
terms  of  studies  of  the  etiology  and  results  of 
treatment  of  cancer. 

Of  course,  the  success  of  a study  such  as  the 
one  presented  here  depends  upon  full  cooperation 
from  the  medical  community.  The  excellent  re- 


sults of  follow-up  achieved  in  this  study  were  due 
primarily  to  the  heartening  response  of  the  phy- 
sicians of  Iowa.  We  should  like  to  acknowledge 
their  cooperation. 
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Lateral -Neck  Tumors  in  Children 


HERBERT  E.  GLIDE,  M.D. 
Iowa  Falls 


Several  times  each  week,  in  his  office  practice, 
the  clinician  is  called  upon  to  evaluate  a neck 
mass  in  a child.  The  character  of  such  a lesion  may 
be  obvious,  but  some  cervical  tumors  are  difficult 
to  define  with  certainty.  Thus  a swelling  in  the 
neck  can  constitute  a challenging  problem,  and 
arriving  at  a final  decision  may  require  the  com- 
bined efforts  of  a surgeon,  a radiologist  and  a 
pathologist,  along  with  those  of  the  general  prac- 


titioner or  internist.  This  team  effort  can  be  in- 
dispensable in  making  the  correct  diagnosis,  and 
often  a group  consultation  is  essential  to  the  se- 
lection of  the  proper  treatment. 

This  presentation  will  review  the  more  impor- 
tant conditions  to  be  considered  in  the  examina- 
tion of  a child  with  a mass  in  the  lateral  neck.  A 
complete  list  of  such  conditions  will  not  be  at- 
tempted, and  there  are  several  anterior-neck 
swellings,  produced  by  thyroid  tumors  or  thyro- 
glossal  duct  cysts,  which  frequently  extend  into 
the  lateral  neck. 

CERVICAL  TUMORS  OF  LYMPH-NODE  ORIGIN 

By  far  the  most  common  cause  of  lateral-neck 
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swellings  in  children  is  the  enlargement  of  cervical 
nodes  secondary  to  benign  inflammations  or  in- 
fections. Acute  upper-respiratory  and  throat  in- 
fections most  commonly  have  involved  the  ton- 
sillar glands  in  the  digastric  triangles.  Pyogenic 
infections  usually  lead  to  no  more  than  moderate 
enlargement  and  tenderness  of  the  involved  area. 
Virulent  organisms,  however,  may  break  down 
the  glands  and  form  abscesses  that  require  incision 
and  drainage.  In  the  past,  deep  cervical  abscesses 
were  a serious  entity,  but  the  use  of  antibiotics 
in  recent  years  has  reduced  their  importance. 

Tuberculosis  involving  the  cervical  nodes,  since 
it  is  more  slowly  progressive,  can  be  differentiated 
from  the  pyogenic  infections.  Tuberculous  nodes 
are  large,  fused  and  matted  together,  and  gen- 
erally display  very  little  local  reaction.  When  tu- 
berculosis is  suspected,  incision  and  drainage 
should  be  avoided  so  as  to  prevent  the  formation 
of  a persistent  sinus. 

German  measles,  among  other  childhood  com- 
municable diseases,  involves  the  posterior  cervi- 
cal chain  of  lymph  nodes,  but  the  enlargement 
subsides  soon  after  the  rash  disappears. 

Infectious  mononucleosis  is  seen  more  often  in 
young  adults,  but  it  occurs  with  some  frequency 
in  children.  This  generalized  infection  is  accom- 
panied by  enlargements  of  cervical  nodes  as  well 
as  generalized  lymphadenopathy  and  splenomeg- 
aly. Atypical  lymphocytes  in  the  peripheral  blood 
and  a positive  heterophile  agglutination  test  estab- 
lish the  diagnosis. 

Cat-scratch  disease  is  an  important  entity  in 
this  age  group  because  of  the  frequency  of  chil- 
dren’s contacts  with  cats.  The  diagnosis  is  estab- 
lished by  a history  of  contact  with  cats,  by  re- 
gional lymphadenopathy  and  by  a positive  intra- 
dermal  skin  test. 

Metastasis  from  a carcinoma  or  sarcoma  may 
present  as  a lateral-neck  tumor.  Carcinomatous 
nodes  are  usually  rock-hard,  whereas  sarcomatous 
nodes  are  firm  but  not  so  hard.  Neck  cancer  is  a 
hundred  times  less  frequent  in  children  than  in 
adults,2  and  often  the  appearance  of  the  mass  is 
the  first  indication  that  a neoplastic  tumor  is  pres- 
ent. A careful  search  often  reveals  the  primary 
source,  but  biopsy  and  histologic  examination  con- 
stitute the  absolute  means  for  establishing  the 
diagnosis. 

Lymphoid  tumors  with  neck  manifestations  in- 
clude Hodgkin’s  disease,  lymphosarcoma  and  leu- 
kemia. The  nodes  of  these  lymphomas  are  firm, 
discrete,  non-tender  and  non-suppurative.  Bone- 
marrow,  blood  and  roentgenographic  studies  may 
establish  the  diagnosis,  but  surgical  biopsy  of  an 
enlarged  lymph  node  is  often  necessary. 

CERVICAL  TUMORS  NOT  OF  LYMPH-NODE  ORIGIN 

Tumors  of  the  skin  and  subcutaneous  tissue  in- 
clude warts,  melanomas,  moles,  lipomas,  fibromas 
and  sebaceous  cysts.  Because  these  tumors  are 


not  attached  to  the  underlying  structures,  they 
are  freely  movable.  In  this  category  lipomas  are 
the  most  common,  and  the  cervical  region  is  the 
most  common  site  of  their  occurrence.  Lipomas 
grow  slowly  and  cause  few  symptoms.  Sebaceous 
cysts  may  become  inflamed,  and  they  enlarge, 
thereby  requiring  incision  and  drainage.  Caution 
should  be  exercised  in  the  drainage  of  neck  infec- 
tions, for  there  may  be  a communication  between 
the  lesion  and  a salivary  gland,  and  a fistula  may 
result. 

Congenital  cystic  hygroma  is  the  most  common 
lateral-neck  tumor  in  young  infants.  This  tumor 
is  a multilocular  cystic  mass  that  varies  in  diam- 
eter from  5 to  15  cm.  It  appears  as  a soft,  irregular 
mass  above  the  clavicle  and  along  the  lateral 
border  and  behind  the  sternocleidomastoid  muscle. 

Branchial-cleft  cysts  are  generally  2 to  6 cm. 
in  diameter,  are  more  tense  and  feel  solid  when 
compared  with  the  soft,  irregular  cystic  hygromas. 
A sinus  from  the  cyst  to  the  skin  is  often  present. 
Drainage,  if  any,  usually  is  intermittent,  and  may 
be  associated  with  varying  degrees  of  infection  in 
the  cyst.  The  only  other  common  draining  lateral 
sinus  is  secondary  to  tuberculous  adenitis. 

Dermoid  cysts  may  be  located  in  the  lateral 
cervical  region.  Usually  they  are  non-tender  and 
show  little  tendency  to  sinus  formation.  These 
cysts  exhibit  a characteristic  x-ray  appearance, 
having  demonstrable  teeth  or  skeletal  elements, 
as  do  many  of  the  teratomas  with  which  they  are 
closely  related. 

Salivary-gland  tumors,  though  uncommon  in 
children,  may  be  either  benign  or  malignant.  The 
benign  mixed  tumor  is  the  commonest  neoplasm, 
and  it  occurs  most  frequently  in  the  parotid  gland. 
Usually  the  parotid  tumor  is  not  hard  to  diagnose, 
but  peripherally  located  tumors  in  the  gland  can 
be  confused  with  cervical  lymphadenopathy  and 
inclusion  cysts.  Differentiating  mumps  from  cer- 
vical adenopathy  frequently  presents  a diagnostic 
challenge. 

Hemangiomas  may  occur  in  any  portion  of  the 
body,  but  over  50  per  cent  of  them  occur  in  the 
head  and  neck.3  Cavernous  hemangiomas  general- 
ly are  soft,  compressible,  painless  tumors,  usually 
with  discolored,  bluish  skin  overlying  them.  They 
may  be  small  and  asymptomatic,  or  they  may  be 
large,  involving  the  entire  side  of  the  neck  and 
head.  In  the  pulsating  hemangiomas,  large  ar- 
terial fistulae  are  present,  and  a palpable  thrill 
and  an  audible  bruit  may  be  present.  Other  vascu- 
lar tumors  such  as  aneurysms  and  arteriovenous 
fistulae  are  rare  in  children.  Hematomas  of  the 
neck  are  generally  traumatic,  and  usually  are  not 
difficult  to  recognize. 

Esophageal  diverticula  are  uncommon  in  chil- 
dren. Most  often  a mass  presents  itself  on  the  left 
side  of  the  neck,  anterior  to  the  sternocleidomas- 
toid muscle.  Dysphagia  and  regurgitation  are 
usually  the  first  symptoms  to  attract  attention. 
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Chondromas,  several  neurogenic  tumors,  para- 
thyroid tumors,  osteomas  and  various  other  rare 
tumors  may  present  in  the  lateral  neck  during 
childhood.  These  rare  lesions  have  variable  char- 
acteristics, and  surgical  biopsy  is  almost  always 
required  to  establish  the  diagnosis. 

The  clinical  diagnosis  of  lesions  of  the  neck  can 
be  highly  accurate  in  many  instances,  if  the  phy- 
sician keeps  in  mind  the  wide  range  of  possibili- 
ties, including  the  rare  lesions  that  can  occur  in 
this  anatomic  region.  Points  of  the  history  should 
be  properly  weighed,  and  a careful  evaluation  of 
the  tumor  should  be  made  by  inspection,  palpa- 
tion and  auscultation  before  a clinical  impression 
is  formed.  However,  even  with  meticulous  analy- 
sis of  the  patient’s  history,  a careful  physical  ex- 
amination and  essential  laboratory  aids,  the  clin- 
ical impression  may  be  incorrect.  The  final  de- 
cision in  these  cases  must  await  excision  or  as- 
piration biopsy. 

The  following  case  shows  that  the  surgeon  and 
the  pathologist  sometimes  must  answer  the  ques- 
tion, after  all  of  the  historical  facts,  physical  find- 
ings and  laboratory  aids  have  failed  to  do  so. 

CASE  REPORT 

A 12-year-old  girl  was  first  seen  in  the  physi- 
cian’s office  on  August  20,  1961.  Her  chief  com- 
plaint was  a non-tender  lump  on  the  right  side  of 
her  neck  of  about  four  weeks’  duration.  Anti- 
biotics had  resolved  an  attack  of  tonsillitis  two 
months  previously. 

Physical  examination  revealed  a 2.5  cm.  firm 
mass  in  the  digastric  triangle  on  the  right  side  of 
her  neck,  near  the  angle  of  her  jaw.  The  mass  was 
non-tender  and  well  circumscribed.  There  were 
several  non-tender  nodes  in  the  right  posterior 
cervical  chain.  No  other  masses  were  noted  dur- 
ing the  neck  examination.  The  head  and  EENT 
examinations  were  negative.  The  chest  was  clear 
to  auscultation  and  percussion.  No  other  nodes 
were  palpable,  and  the  remaining  portions  of  the 
complete  physical  examination  were  normal.  The 
chest  x-ray  was  normal. 

At  three-week  intervals  for  the  next  four 
months,  the  patient  was  reexamined  in  the  phy- 
sician’s office,  but  there  was  no  notable  change  in 
the  tumor,  and  the  posterior  cervical  nodes  re- 
mained palpably  unchanged.  No  treatment  was  in- 
stituted during  that  four-month  period. 

The  initial  impression  of  chronic  cervical  lym- 
phadenitis was  established  as  a preoperative  diag- 
nosis, and  a surgical  biopsy  was  planned.  Under 
general  anesthesia,  at  Ellsworth  Memorial  Hos- 
pital on  December  21,  1961,  a small  incision  was 
made  over  the  mass,  and  a well-circumscribed, 
encapsulated,  yellowish  tumor  was  excised.  Fro- 
zen and  microscopic  sections  revealed  it  to  be  a 
mixed  tumor  of  the  parotid  gland. 

At  surgery,  there  were  no  attachments  of  this 


tumor  to  the  parotid  or  submaxillary  gland,  and 
no  other  abnormalities  were  noted  in  the  struc- 
tures of  the  digastric  triangle.  Postoperatively,  the 
patient’s  course  was  uneventful,  and  the  wound 
healed  per  primum.  At  eleven  months  postopera- 
tively, the  patient  showed  no  evidence  of  recur- 
rence. 

In  parotid  tumor  cases,  the  presence  of  a lump 
in  the  neck  is  the  usual  reason  for  the  patients’ 
seeking  medical  attention,  as  it  was  in  this  in- 
stance. Sometimes  there  are  pain  and  tenderness 
associated  with  the  lump.  Usually,  however,  the 
tumor  has  been  present  for  periods  of  from  one 
to  three  years,  but  its  growth  has  been  so  slow 
that  the  child’s  parents  haven’t  bothered  to  have 
it  investigated.  Neoplastic  involvement  of  the 
parotid  gland  in  children  is  rare,  but  the  mixed 
tumor  is  the  most  common  one  occurring  in  the 
salivary  glands.  In  Marshall’s  series  of  213  cases 
of  mixed  tumors  of  the  salivary  gland,  not  one 
patient  was  under  the  age  of  15  years.4  In  a re- 
view of  2,309  cases,  Howard5  reported  a less  than 
3 per  cent  incidence  of  salivary  gland  mixed 
tumors  in  children. 

A lesion  may  be  difficult  to  diagnose  because  it 
is  of  a type  that  occurs  only  rarely,  because  its 
location  is  abnormal  or  because  it  has  occurred 
in  a region  of  the  neck  where  there  are  many 
diagnostic  possibilities.  Therefore,  even  the  most 
astute  examiner  is  not  infallible.  Each  neck  tumor 
in  children  is  a challenge,  and  to  meet  that  chal- 
lenge the  physician  must  have  the  aids  of  history, 
physical  examination  and  laboratory  tests  at  his 
disposal.  The  diagnosis  is  never  a certainty,  how- 
ever, until  an  adequate  histologic  study  has  been 
carried  out. 

SUMMARY 

The  more  important  conditions  that  may  cause 
a lateral-neck  tumor  in  children  have  been  re- 
viewed. The  diagnosis,  in  many  cases,  requires 
histologic  identification. 

A case  of  an  infrequent  mixed  tumor  of  the 
parotid  gland  in  a 12-year-old  girl  has  been  re- 
ported. Surgical  excision  of  the  tumor  was  re- 
quired for  a positive  diagnosis,  after  history-tak- 
ing, physical  examination  and  laboratory  pro- 
cedures had  failed  to  establish  it. 
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Correlation  of  Information 

Through  Drawings 


ALAN  O.  HAGE 
Iowa  City 


Drawings  can  communicate  particular  ideas  and 
pieces  of  information,  and  can  correlate  them  as 
well.  Important  relationships  can  be  shown  to 
exist  between  (1)  basic  and  medical  sciences,  (2) 
medical  science  and  medical  practice,  (3)  art  and 
science,  and  (4)  the  scientific  specialties. 

New  developments  in  the  basic  sciences  often 
have  applications  to  the  problems  of  medical  sci- 
ence, and  the  subsequent  utilization  of  this  knowl- 
edge often  benefits  the  ill.  Ultimately,  then,  the 
patient  benefits  from  the  communication  that 
should  and  does  exist  between  the  basic  and  the 
medical  sciences. 

The  visual  part  of  this  communication  is  my 
concern.  Medical  and  scientific  artists  have  excit- 
ing opportunities  when  they  are  called  upon  to 
record  and  communicate  new  relationships  that 
have  been  found  to  exist  between  man  and  his  en- 
vironment. They  have  played  an  important  and, 
I think,  a largely  satisfactory  role  in  the  work  of 
medical  clinicians  and  researchers.  No  matter  how 
specialized  information  may  become,  new  ideas  in 
medical  science  can  almost  always  be  put  into 
visual  form  to  ease  communication.  A new  kind 
of  effectiveness  may  be  found  in  the  ability  of 
the  artist  to  correlate  data,  both  so  that  what  the 
specialist  knows  can  be  communicated  to  a select 
group  and  so  that  it  can  be  understood  by  people 
outside  of  his  specialty.  Visual  artists  can  put 
windows  in  the  blockades — the  separate  vocabu- 
laries— that  separate  the  various  scientific  disci- 
plines. 

The  drawings  in  Figure  1 indicate  an  interest- 
ing relationship  between  energy  and  matter.  En- 
ergy (Al,  2 and  3)  and  structures  (Cl  and  2)  are 
shown  as  they  might  be  thought  of  separately. 
The  action  of  energy  on  structures  is  depicted  in 
B1  and  2.  The  artist’s  imagination  can  be  put  to 

Mr.  Hage  is  a scientific  artist  at  the  Neurosensory  Center 
the  Departments  of  Ophthalmology  and  Neurology,  College  of 
Medicine,  University  of  Iowa.  The  Neurosensory  Center  is 
supported  by  Program-Project  Grant  No.  3354  of  the  National 
Institute  of  Neurological  Diseases  and  Blindness,  Bethesda, 
Maryland. 


good  use  as  the  medical  study  of  the  eye  or  the 
ear,  for  instance,  becomes  a study  not  only  for 
the  anatomist  and  pathologist,  but  increasingly  for 
the  physicist,  and  chemist,  the  electronics  special- 
ist, the  mathematician,  the  microscopist  and  sub- 
microscopist,  the  physiologist  and  others. 

In  Figure  2,  common  visual  principles  that  make 
up  the  universal  visual  language  are  put  to  use 
in  depicting  relationships  between  seemingly  un- 
related items  of  knowledge. 

Making  drawings  of  very  particular  information 
(Figure  3)  will  show  that  relationships  exist  be- 
tween the  specialties. 

Similar  drawings  (Figure  4)  result  from  (A) 
scientific  investigation  and  interpretation  by  the 
investigator,  and  (B)  artistic  imagination  and 
intuition.  (See  “Wittkower”  below.) 

There  are  recurring  forms  in  nature  that  are 
fascinating  to  artists  (Figure  5),  and  they  may 
represent  them  solely  for  their  own  satisfaction. 
When  scientists  see  these  drawings,  they  often 
relate  them  to  their  specialized  knowledge.  Sci- 
ence encounters  more  and  more  nearly  ideal  or 
universal  forms  as  it  approaches  infinity  in  both 
directions — the  very  small  and  the  very  large. 
Eventually,  these  forms  are  revealed  as  the  bases 
from  which  artists,  after  seeing  their  variants  in 
nature,  have  made  beautiful  drawings  and  paint- 
ings. An  artist,  for  example,  might  use  similar 
lines  to  portray  an  ear  membrane  in  motion  and 
a splash  on  a body  of  water;  a free  magnetic  field 
and  a lily;  a protein  molecule  and  a seashell;  the 
direction  of  pull  of  the  muscles  in  the  human  iris 
and  sunflower  seeds  in  place.  I made  the  drawings 
in  Figure  5 for  my  own  satisfaction,  but  they  were 
later  pointed  out  as  being  analogous  to  natural 
phenomena  already  noted  by  scientists. 

Wittkower*  says  Leonardo  da  Vinci  believed 
that  nature  is  governed  by  reason,  by  mathematical 
laws  that  can  never  be  broken,  and  that  nature, 
our  great  teacher,  is  beautiful  because  necessity 
and  law  in  nature  are  based  on  proportion  and 
harmony.  The  predetermined  harmony  in  all 
matter  is  truth,  because  the  certainty  of  mathe- 
matics is  truth.  It  follows  that  beauty — the  eternal 
beauty  in  and  behind  nature — as  much  concerns 
the  artist  as  the  scientist.  Art  cannot  be  art  if  it  is 

* From  La  Page,  Geoffrey:  art  and  the  scientist,  1960. 
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These  emphasize  that  the  rays  emit  in  all 
directions,  (amplitude?) 


ENERGY  EMITTING  FROM  A POINT  SOURCE  SHOWN 


This  emphasizes  the 
pulsation  or  waves  of  the 
radiation,  (frequency?) 

AS  A SEPARATE  IDEA 


ENERGY  AND  STRUCTURES  SHOWN  AS  THEY  MIGHT  BE  THOUGHT  OF  TOGETHER 


U 

Both  the  direction  a)  and  the  pulsation 
b)  of  the  energy  (light)  as  it  approaches 
the  mirror  (lens)  is  indicated  here.  The 
light  is  refracted  in  such  a way  that 
a conical  image  to  the  left  of  c)  is 
formed. 


This  indicates  reaction  to  a point 
stimulus  of  a membrane  such  as 
the  basilar  membrane  of  the  inner 
ear . 
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Figure  X 


STRUCTURAL  RELATIONSHIPS  SHOWN  AS  A SEPARATE  IDEA. 
Their  reaction  to  energy  is  not  brought  out.  V - 

SCLERA  — 


<3.  Orientation  for  nervous  elements 
of  the  eye 

b.  Blow-up  of  cut-out  section 
indicated  at  the  fovea  in  a. 

c.  One  receptor  cell 

d.  Part  of  the  outer  member  of  a 
receptor  cell 


a \ Visual 
a ' Pigment 
Inside 


discs 


2-  Guinnea  pig  cochlea. 
Diagrammatic 
reconstruction  to 
correlate  structures 
as  seen  by 
sectioning  %nd  by 
stereoscopic 
microscopy  with 
vital  staining. 

Courtesy  of 
J.  Tonndorf 
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Figure  II 


The  point,  the  sphere  (drawn  in  two  dimensions),  and  the  line  are 
theoretical  principles  making  up  a unit  which  pervades  the  physical 
universe.  We  can  demonstrate  universal  form  with  their  visual  analogues 
(above)  by  drawing. 


Figure  HI 


(Same  as  figure  I ©,) 


(B)  is  a variation  of  the  theoretical  principles  @ (3-dimensional  version  of 
Fig.H  C)  that  can  often  be  visualized  in  nature  and  seems  to  be  bound 
up  with  such  variables  as  time,  movement,  and  the  relation  of  objects  to 
one  another.  The  scientists  and  artists  in  the  illustration  above  are 
shown  with  ideal  or  infinite  principles  (A)  in  mind,  finding  and  reproducing, 
respectively,  time -bound  information  (§)  about  the  world  from  the  very 
small  to  the  very  large  (including  man).  Parts  of  (A)  and  (§)  or  their 
variations,  can  be  found  in  all  the  ramifications  of  scientific  investigation 
The  relationships  can  be  seen  to  stem  from  the  elementary  forms 
which  are  drawn  to  demonstrate  ideas  in  mathematics , physics  and 
chemistry  . 
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Figure  3ST  Sometimes  Figure  HI  A and  B (or  parts  or  variations)  are 

X drawn  because  they  demonstrate  natural  phenomena  ® Fig.12, 

and  sometimes  while  practicing  drawing,  they  may  just  develop 
d).  Similarities  between  (A)  and®  can  be  seen  below. 


curl  H 

/ H.ds  =/curl  H.dS 
(Stokes  theorem) 


Incident  and  reflected  voltage  wave 
vectors  and 

“~ **'*■»  ».  w5V.“«L,  values  along 

the  dissipation- 
less  line  for 
successive 
instants  of 
time  for  on 
open-circuited 
line. 

(John  D Ryder, 
NETWORKS. 
LINES  and 
FIELDS  (C)  1949  by  Prentice- Hall, 
Inc.  Englewood  Cliffs,  N.J.  Adapted 
by  permission 


© 


Illustration  pertaining  to  the  theory 
of  relativity 


Illustration  concerning  reflections 
on  an  X-ray  rotation  photograph. 
(K.  Lonsdale,  Crystals  and  X-rays, 
1948  G.  Bell  8 Sons  Ltd  London). 


Vector 
relationships 
in  a plane 
electromagnetic 
wave  at  one 
instant  of  time. 


© 


limiting  sphere 


A cross  section  through  the  torus 
formed  by  the  rotation  of  the 
sphere  of  ref lection-(After  Bernal  ). 


0 


Free  magnetic 
field  (drawn  in 
2 dimensions ). 


Direction  of  electrical  activity  along 
a nerve 


Projection  of  Laue  photograph. 


Basis  of  Smith 
circle  diagram. 
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Oscillatory'discharge  in  one  kind 
of  circuit. 


® « Magnet 

*-A 

’/  Current  rotates  as 

'{  magnet  moves  forward 

as  shown  by  arrow  A 


© fe 


- Protein 
Molecule 


<D 


Infinity  as  indicated  by  the 
“Klein  bottle'  of  mathematics. 
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Figure  H 


• A 1 symbolizes  13  equal-sized  balls  (of  foil-covered  clay).  12  of  the  balls 
surround  and  touch  the  13th.  By  compressing  A1,  B1  was  formed.  And 
its  duplicate  was  formed  inside,  but  13  times  smaller  (as  in  B2). 

• At  also  symbolizes  "the  bacterial  virus  containing  single  - stranded  DNA  as 
inferred  by  electron  micrographs."  (from  Single  - Stranded  DNA  by 
Robert  L.  Sinsheimer,  Scientific  American,  July,  1962.) 

• A2  is  the  same  subject  drawn  as  transparent  to  show  all  the  surfaces. 

• A3  is  my  attempt  to  demonstrate  the  ideas  of  attraction  and  motion 
of  two  opposing  spheres  in  At  or  A2. 


What  else  does  A symbolize  and  what  else  can  be  shown  about  it  ? 

• Bl  and  B2  (besides  symbolizing  squeezed  clay  ball s(Ai),also  looks  like:  a 
pyrite  crystal,  a drawing  of  "water  molecules  linked  together  through 
hydrogen  bonds  in  rings  of  five  combined  dodecahedrons."  (from 
Inclusion  Compounds  by  John  F.  Brown  Jr.  , Scientific  American,  July,  1962.) 

• B3  is  my  attempt  at  visualizing  what  A3  might  look  like  crystallized  or 
stopped  . 


What  else  does  B symbolize  and  what  else  can  be  shown  about  it  ? 


• Cl, 2 and  3 are  taken  from  what  is  seen  combined  into  one  drawing  in  Figure  ET  B2. 
Cl  (side  view)  is  similar  to  Figure  ET  A©  C2,  (front  view)  indicates  the  wave 
motion  of  Cl  as  if  it  were  not  only  moving  up  and  down  but  also  sideways.  This 
causes  a distorted  spiralling  which  is  more  understandable  in  C3  (3/4  view  of  the 
same  figure) 
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not  science;  and  equally,  science  is  not  science  if 
it  disregards  the  esthetic  perfection  in  nature. 

In  my  opinion,  art  and  medical  science  are  al- 
lied as  they  were  in  Leonardo’s  day.  With  the  de- 
velopment of  methods  and  ideas  for  determining 
form  and  energy  on  more  refined  scales,  have 
come  representational,  interpretive  and  imagina- 
tive visualizations.  But  these  pictures  generally 
are  associated  with  disciplines  that  are  equally  re- 
fined, so  that  the  information  is  readily  available 
only  to  a few.  Therefore,  although  the  visual  part 
of  the  communication  which  goes  on  at  a special- 
ized level  may  be  kept  up  to  date,  the  correlation 
of  particular  knowledge  through  drawings  too 
often  comes  late.  There  has  been  one  notable  ex- 
ception. Chronologically,  the  development  of  the 
idea  that  there  is  no  exact  boundary  between  the 
human  body  and  its  environment  coincided  with 
the  appearance  of  many  art  pieces  showing  the 
human  figure  more  or  less  blended  into  its  sur- 
roundings. 


Artists  look  for  forms  that  will  catch  the  tenor 
of  the  time.  Scientists,  basic  and  medical,  are  in 
need  of  help  from  artists  in  communicating  their 
discoveries.  Therefore,  a marriage  between  the 
two  interests  might  be  of  advantage  to  both 
houses,  so  as  to  hasten  the  incorporation  of  par- 
ticular and  newly  learned  data  into  the  body  of 
common  or  universal  knowledge. 

To  the  artist:  Do  not  hesitate  to  seek  out  special- 
ized information.  No  form  is  foreign  to  those  who 
know  and  have  used  the  universal  principles  of 
the  visual  language.  It  is  interesting  to  draw  what 
scientists  can  visualize  now,  and  to  anticipate  the 
forms  that  may  be  of  interest  to  them  later. 

To  the  scientist:  Do  not  hesitate  to  explain  very 
specialized  information  to  the  artist,  or  to  use 
your  own  sketches  to  amplify  such  explanations. 
The  artist  is  probably  already  familiar  with  the 
forms  that  will  portray  your  concepts.  By  illus- 
trating these  new  forms,  moreover,  relationships 
to  ideas  in  other  branches  of  science  may  be 
brought  to  light. 


State  University  of  Iowa 
College  of  Medicine 

Clinical  Pathologic  Conference 


SUMMARY  OF  CLINICAL  FINDINGS 

A 17-year-old  white  female  was  admitted  to  the 
University  Hospitals  with  a history  of  having  un- 
dergone an  appendectomy  19  days  earlier.  She 
had  been  seven  months  pregnant  at  the  time,  and 
three  days  after  the  operation  she  had  sponta- 
neously delivered  a 3 lb.  11  oz.  infant  following  a 
13-hour  labor.  Two  days  after  delivery  she  had 
developed  abdominal  distention  requiring  naso- 
gastric suction,  and  four  days  following  delivery 
she  had  developed  a fever  which  rose  to  104°F. 
Shortly  after  that,  she  had  become  dyspneic  and 
cyanotic,  and  had  developed  tachycardia,  periph- 
eral edema  and  pulmonary  congestion. 

Ten  days  later,  she  had  been  transferred  to 
another  hospital.  There,  she  was  described  as  be- 
ing “acutely  ill,  cyanotic  and  toxic,  with  tempera- 
tures of  103°  to  104°F.,  with  dependent  lividity, 
with  rales  in  both  lungs  and  with  marked  disten- 
tion with  ascites.”  Correction  of  her  fluids  and 
electrolytes  produced  only  slight  improvement. 
She  was  digitalized  and  given  Mercuhydrin.  Ab- 
dominal paracentesis  removed  3,700  cc.  of  cloudy, 


dark-amber  fluid.  She  was  placed  on  oxygen,  and 
given  penicillin,  streptomycin,  tetracycline  and 
Chloromycetin.  She  received  seven  blood  trans- 
fusions and  one  unit  of  plasma.  She  was  lucid  at 
times,  but  at  others  her  mind  wandered.  There  was 
a questionable  history  of  rheumatic  fever  at  age  7. 

She  arrived  at  the  University  Hospitals  six  days 
after  her  transfer  to  the  second  hospital.  On  ad- 
mission, she  was  very  ill,  and  her  respirations 
were  labored.  The  blood  pressure  was  110/40/0 
mm.  Hg,  the  pulse  rate  was  140/min.,  and  the 
temperature  was  103. 8°F.  Posteriorly,  the  chest 
was  dull  to  percussion  to  the  line  of  the  eighth  rib 
on  the  right.  Crackling  rales  were  present  in  the 
left  base.  A grade  III  systolic  murmur  was  heard 
over  the  aortic-valve  area.  The  abdomen  was 
soft  but  diffusely  tender,  and  dullness  was  present 
in  the  flanks.  No  bowel  sounds  were  audible.  The 
cervix  was  moderately  dilated,  and  there  was  a 
slightly  grayish  mucus  in  the  cervical  os.  The 
uterus  was  moderately  well  involuted.  On  recto- 
vaginal examination  the  parametria  were  soft  and 
slightly  thickened. 
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Initial  laboratory  values  included  a hemoglobin 
level  of  10  Gm/100  ml.  and  a white  blood  cell  count 
of  12,300/cu.  mm.  The  urinalysis  revealed  many 
red  blood  cells  on  microscopic  examination,  and 
the  electrocardiogram  showed  RS-T  and  T wave 
changes  compatible  with  myocardial  disease  and 
digitalis  effect.  Roentgenograms  of  the  abdomen 
and  chest  were  interpreted  as  probably  normal. 
Fluoroscopy  revealed  movement  of  both  dia- 
phragmatic leaves.  Blood  chemistries  including 
blood  urea  nitrogen,  creatinine  and  electrolytes 
were  within  normal  limits.  An  abdominal  paracen- 
tesis yielded  100  cc.  of  purulent  serosanguineous 
fluid.  A gram  stain  of  this  fluid  was  unproductive, 
and  an  amylase  determination  revealed  a level  of 
66  Somogyi  units. 

The  patient  was  taken  to  the  operating  room, 
where  four-quadrant  abdominal  incisions  were 
made  and  drains  placed.  Approximately  1,000  cc. 
of  purulent  material  was  removed  in  this  manner. 
The  patient  was  started  on  intravenous  Chloro- 
mycetin. Subsequent  cultures  revealed  alpha 
hemolytic  streptococci  sensitive  to  penicillin,  tetra- 
cycline and  Chloromycetin. 

The  patient  was  placed  on  digitalis  and  naso- 
gastric suction,  and  received  two  units  of  blood. 
There  was  initial  improvement,  but  by  the  second 
postoperative  day  the  patient’s  fever  again  rose  to 
more  than  103 °F.  A repeat  white  blood  cell  count 
was  17,000/cu.  mm.,  and  the  differential  smear 
showed  40  band  cells,  49  segmented  neutrophils 
and  11  lymphocytes.  The  hemoglobin  value  was 
8.8  Gm/100  ml.  A repeat  electrocardiogram 

showed  a nodal  tachycardia  with  a first  degree  AV 
block.  She  was  given  transfusions  on  two  suc- 
cessive days.  By  the  second  evening,  peristaltic 
sounds  were  audible,  and  some  water  was  allowed 
by  mouth. 

On  the  third  postoperative  day,  her  temperature 
elevation  continued.  Her  hemoglobin  level  was 
12  Gm/100  ml.,  and  the  WBC  was  41,700/cu.  mm. 
Diffuse  abdominal  distention  and  tenderness  were 
present.  Rectal  and  pelvic  examinations  were  not 
remarkable.  The  left  lower  extremity  became 
swollen.  The  left  chest  was  dull  posteriorly  to 
the  level  of  the  fifth  rib,  and  a friction  rub  was 
audible.  Heparin  therapy  was  instituted,  and  the 
patient  was  also  started  on  penicillin. 

On  the  fourth  postoperative  day,  subphrenic 
taps  were  negative  for  purulent  material.  A thora- 
centesis returned  18  cc.  of  straw-colored  fluid.  A 
chest  roentgenogram  revealed  numerous  radio- 
paque densities  throughout  both  lung  fields.  The 
penicillin  was  stopped  and  albamycin  started.  By 
the  next  day  the  patient  became  unresponsive, 
with  dyspnea  and  Cheyne-Stokes  type  respira- 
tions. A repeat  chest  roentgenogram  revealed 
aeration  of  only  the  upper  lobes  bilaterally.  She 
continued  to  do  poorly.  Hydrocortisone  intrave- 
nously was  started,  but  within  30  minutes  the  pa- 
tient became  semi-responsive  again. 


On  the  sixth  day  the  patient’s  systolic  pressure 
fell  to  50  mm.  Hg,  and  she  was  totally  unrespon- 
sive. The  previously  noted  heart  murmur  was 
considerably  accentuated.  Intravenous  aramine 
brought  the  blood  pressure  up  to  120/80  mm.  Hg, 
but  she  remained  unresponsive  until  her  death  a 
few  hours  later,  on  the  seventh  hospital  day. 

SUMMARY  OF  CLINICAL  DISCUSSION 

Mr.  David  Tweito,  junior  ward  clerk:  Labor  was 
probably  precipitated  by  the  acute  appendicitis  in 
the  patient  under  discussion.  Two  days  after 
delivery  she  developed  abdominal  distention, 
which  we  assume  was  due  to  paralytic  ileus  pos- 
sibly initiated  by  beginning  or  early  peritonitis. 
This  peritonitis  could  have  occurred  from  any  of 
several  causes.  The  least  likely  in  this  day  and 
age  would  be  an  endometritis  that  spread  via 
veins  and  lymphatics  to  involve  the  peritoneal 
cavity.  More  likely  would  be  the  spread  of  an  ap- 
pendiceal abscess.  Another  possibility  would  be 
the  “blowing  out”  of  the  appendiceal  stump,  with 
contamination  of  the  peritoneum. 

After  the  development  of  peritonitis  and  ileus, 
she  developed  high  fever,  dyspnea,  cyanosis, 
tachycardia,  peripheral  edema  and  pulmonary  con- 
gestion. These  symptoms  could  have  been  the  re- 
sult of  a pulmonary  embolus  due  to  a septic  or 
non-septic  thrombus.  The  septic  thrombus  could 
have  resulted  from  peritonitis  with  pelvic  vein 
irritation  and  infection,  or  as  a result  of  thrombo- 
phlebitis associated  with  endometritis.  Non-septic 
thrombi  could  have  formed  during  the  postpartum 
period  from  concurrent  stasis  and  plebothrombosis 
in  the  largely  dilated  parametrial  veins.  Another 
explanation  for  these  symptoms  would  be  left- 
sided heart  failure  from  possible  rheumatic  fever. 
By  the  same  token,  as  long  as  we  are  assuming 
a former  incident  of  rheumatic  fever,  she  may  well 
have  had  the  onset  of  an  acute  bacterial  endo- 
carditis secondary  to  septicemia.  It  is  possible 
that  a combination  of  these  factors — embolism, 
congestive  failure,  and  acute  bacterial  endocarditis 
— could  have  occurred.  The  fact  that  she  was  sub- 
sequently digitalized  and  given  Mercuhydrin  con- 
stitutes evidence  of  heart  failure.  It  is  noted  that 
she  received  seven  blood  transfusions  and  a unit  of 
plasma,  which  constitute  acceptable  treatment  for 
massive  peritonitis. 

On  her  admission  to  University  Hospitals,  the 
grade  III  systolic  murmur  which  was  heard  over 
the  aortic  area  was  compatible  with  acute  bac- 
terial endocarditis,  as  were  the  EKG  changes 
which  showed  myocardial  disease  and  digitalis  ef- 
fect. The  essentially  negative  pelvic  examination 
does  not  rule  out  endometritis.  The  hematuria 
noted  at  that  time  is  not  incompatible  with  the 
stated  differential  diagnosis.  Hematuria  may  be 
seen  in  endocarditis  and  also,  in  this  case,  may 
have  been  subsequent  to  a renal  embolus  second- 
ary to  the  formation  of  thrombophlebitis.  By  them- 
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selves,  these  emboli  are  not  sufficient  to  impair 
renal  function.  Clinical  examination  of  the  chest 
and  the  x-ray  findings  were  not  complementary 
at  this  time.  Moreover,  on  roentgenologic  examina- 
tion the  lungs  later  showed  numerous  radiopaque 
densities  and  poor  seration.  These  findings  could 
be  interpreted  as  multiple  areas  of  septic  infarc- 
tions, abscesses,  and  pneumonia. 

Following  four-quadrant  abdominal  incisions, 
the  patient  showed  a rise  in  white  count  with  a 
shift  to  the  left,  probably  indicating  improved 
systemic  response  to  septicemia.  Examination  of 
the  peritoneal  fluid  for  amylase  content  at  that 
time  showed  a normal  value,  but  we  cannot  rule 
out  pancreatitis  completely.  Her  left  lower  extrem- 
ity became  swollen,  undoubtedly  because  of  the 
femoral  thrombophlebitis  often  seen  in  cases  of 
puerperal  infection,  and  possibly  representing  an 
extension  of  the  pelvic  thrombophlebitis. 

After  this,  the  patient  had  a progressive  down- 
hill course,  became  unresponsive,  exhibited  dysp- 
nea and  Cheyne-Stokes  respirations,  and  died.  In 
addition,  the  Cheyne-Stokes  respirations  may 
have  represented  a loose  septic  embolus  to  the 
brain  or  rupture  of  the  aortic  valve  secondary  to 
bacterial  endocarditis.  At  that  time,  she  may  also 
have  had  some  meningitis,  although  the  evidence 
for  it  is  not  great. 

We  believe  the  patient’s  death  was  the  result 
of  overwhelming  septicemia,  heart  failure,  acute 
bacterial  endocarditis  and  multiple  septic  infarcts 
with  abscesses,  pneumonia,  and  peritonitis.  The 
initiating  cause  may  have  been  puerperal  infec- 
tion or  endometritis,  ruptured  appendiceal  stump, 
spread  of  an  appendiceal  abscess,  or  any  combi- 
nation of  these. 

Dr.  S.  E.  Ziffren,  Surgery:  Are  there  any  ques- 
tions you  wish  to  direct  to  Mr.  Tweito?  If  not,  Dr. 
Tidrick  is  going  to  carry  on  the  discussion. 

Dr.  R.  T.  Tidrick,  Surgery:  I should  like  to 
start  by  commenting  on  the  hazards  of  appendi- 
citis during  pregnancy.  Some  years  ago  Dr.  Bean 
gave  me  a very  nicely  preserved  copy  of  the 
classic  work  by  Kelly  on  appendicitis.  It  is  a 1905 
edition  and  has  a marvelous  collection  of  Max 
Brodel’s  illustrations.  The  point  in  my  bringing  it 
up  is  that  almost  nothing  really  significant  has 
been  written  since  1905  on  the  relationship  be- 
tween appendicitis  and  pregnancy.  It  is  elucidated 
about  as  clearly  and  illustrated  more  precisely  in 
Kelly’s  book  than  in  most  of  the  current  works  in 
which  this  combination  is  mentioned. 

There  have  been  a number  of  statistical  studies 
published  in  the  American  literature.  Appendicitis 
during  pregnancy  is  treacherous.  I can’t  quote  ex- 
act figures,  but  the  threat  that  it  poses  to  the 
mother  rises  precipitously  in  the  third  trimester  of 
pregnancy.  The  risk  to  the  fetus  is  even  greater. 
The  closer  a patient  comes  to  term,  the  more  me- 
chanical factors  concern  us,  in  terms  both  of  the 
walling-off  reaction,  in  the  event  there  is  acute 


suppurative  appendicitis,  and  of  the  ability  of 
the  physician  to  make  a correct  diagnosis  because 
of  the  altered  position  of  the  greatly  enlarged 
uterus  and  the  distortion  this  produces  in  terms 
of  normal  or  usual  locations  of  tenderness.  Pos- 
sibly this  distortion  affects  the  interpretation  of 
muscular  rigidity  and  all  of  the  other  physical 
signs.  If  the  appendix  ruptures  during  the  critical 
latter  part  of  the  third  trimester,  the  chance  of 
walling-off,  with  the  aid  of  the  greater  omentum, 
is  greatly  altered.  In  addition,  of  course,  there  is 
the  additional  hazard  of  possible  endometritis.  As 
for  the  previous  speaker’s  suggestion  that  endo- 
metritis, acute  and  lethal,  has  gone  the  way  of  the 
passenger  pigeon  and  the  buffalo,  I must  disagree. 
I believe  that  our  colleagues  from  obstetrics  who 
are  here  today  may  disabuse  him  of  that  view. 

This  clinical  record  omits  a very  impoi’tant  point. 
It  doesn’t  tell  us  what  was  found  at  operation  or 
what  the  appendix  showed.  In  a sense,  this  is  like 
beginning  a magazine  story  in  a public  waiting 
room  and  reading  on  and  on,  becoming  interested, 
and  then  finding  that  someone  has  torn  out  the 
last  two  pages.  This  matter  of  the  appendiceal 
findings  is  the  pith  of  our  story,  and  they  have 
been  omitted.  If  this  patient  were  still  confronting 
us  and  alive,  we  would  be  on  the  telephone,  call- 
ing the  physician  at  home,  and  wanting  to  find 
out  what  he  saw  and  also  what  the  pathologist 
described. 

The  story  suggests  that  this  patient  had  peri- 
tonitis during  the  first  of  her  three  successive  hos- 
pitalizations. One  wishes  that  the  description  of 
the  fluid  removed  at  the  paracentesis  had  included 
the  all-important  notation  about  odor.  If  one  is  in 
a hurry,  he  may  have  more  confidence  in  odor 
than  in  bacteriologic  reports. 

I might  comment  about  the  simultaneous  mix- 
ture of  the  antibiotic  agents  administered  here 
and  the  curious  bacteriologic  picture.  These  do 
give  us  some  support  as  regards  the  treatment 
the  patient  was  receiving.  The  description  we  are 
given  of  her,  upon  her  admission  to  the  Univer- 
sity Hospitals,  suggests  that  as  Mr.  Tweito  pointed 
out,  she  might  indeed  have  developed  subacute 
bacterial  endocarditis,  but  it  still  sounds  as  if  she 
had  peritonitis.  The  description  of  the  cervix,  as 
given  in  this  protocol,  is  equivocal,  and  one  can 
suppose  that  it  was  put  that  way  on  purpose.  It 
suggests  that  she  could  or  could  not  have  had  an 
endometritis.  It  simply  does  not  tell.  At  abdominal 
paracentesis,  it  states  that  purulent  fluid  was  ob- 
tained. The  gram  stain  of  this  might  not  have 
shown  anything,  considering  the  amount  of  anti- 
biotic therapy  she  had  received,  but  one  would 
gladly  give  it  a try.  The  amylase  determination 
likewise  doesn’t  tell  us  very  much.  This  is  useful 
principally  when  we  are  trying  to  detect  it  in  the 
serum  and  in  the  urine  and  aspirates  at  the  same 
time.  These  fluids  do  not  stay  in  equilibrium  very 
long  under  these  conditions.  There  may  be  over- 
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dependence,  perhaps,  on  the  matter  of  amylase  de- 
termination and  aspirates  from  the  peritoneal  cav- 
ity. They  don’t  have  any  particular  specificity  in 
relation  to  pancreatitis.  The  alpha  hemolytic 
streptococcus  cultured  after  the  four-quadrant 
drainage  procedure  reminds  one  of  the  work  of 
Brown  and  associates  in  St.  Louis  on  acute  endo- 
metritis. It  may  be  that  one  of  our  obstetrical  col- 
leagues present  here  would  like  to  comment  on 
this  matter  later  in  this  meeting. 

This  patient,  as  our  first  speaker  has  pointed 
out,  had  a brief  flurry  of  improvement.  Then  she 
seems  to  have  developed  deep  phlebitis  in  the 
lower  extremity  and  then  pneumonia,  possibly 
with  a shower  of  emboli.  The  most  logical  organ- 
ism to  be  implicated  in  this  kind  of  process  would 
be  a hemolytic  staphylococcus.  It  is  hard  to  dispel 
the  fable  that  corticosteroids  are  effective  in  septic 
shock,  perhaps  because  of  our  high  regard  for  the 
clinicians  who  initially  advocated  them.  Today 
much  of  their  work  is  being  refuted  by  many  bits 
of  evidence,  and  I doubt  that  we  have  saved  as 
many  as  we  have  harmed  with  steroids  in  septi- 
cemia. 

There  is  another  or  last  omission  in  this  proto- 
col which  troubles  us,  and  that  is  the  part  of  the 
punch  line  which  mentions  jaundice.  We  have 
come  up  to  this  fork  in  the  diagnostic  road,  and 
possibly  Dr.  Van  Epps  can  help  us  here  by  in- 
terpreting the  radiographs.  For  the  question  here 
is,  did  she  have  peritonitis  and  did  she  die  of 
peritonitis  and  all  of  its  lethal  septic  complications, 
or  if  she  indeed  had  appendicitis,  did  she  have 
pylephlebitis?  If  she  had  pylephlebitis,  why  is 
there  no  mention  of  whether  there  was  mild  ic- 
terus and  hepatic  tenderness?  This  is  the  way  we 
would  ordinarily  expect  her  to  have  died,  if  she 
had  appendicitis.  If  she  blew  out  the  appendiceal 
stump,  she  should  have  had  fecal  fistulation.  I 
cannot  say  that  I have  seen  a great  number  of 
such  cases,  but  I have  searched  my  memory  and 
cannot  recall  ever  having  seen  a blown  appendi- 
ceal stump,  under  these  circumstances,  go  on  to 
spontaneous  closure.  I cannot  believe  that  it  oc- 
curs very  often.  Therefore,  one  must  be  very 
skeptical  that  her  death  was  due  directly  to  the 
disruption  of  the  appendiceal  stump  and  perito- 
nitis on  that  basis. 

Back  to  Dr.  Van  Epps.  I believe  that  it  would 
help  us  a great  deal  to  know  whether  he  could 
see  gas  under  the  diaphragm,  what  his  interpreta- 
tion of  the  pattern  of  the  ileus  was,  and  whether 
there  was  evidence  of  free  exudate  in  the  peri- 
toneal cavity.  I believe  these  roentgenograms  were 
reported  as  normal  or  negative. 

Dr.  E.  F.  Van  Epps,  Radiology:  X-ray  examina- 
tions don’t  always  contribute  in  a positive  sense, 
but  just  as  importantly  they  may  give  informa- 
tion of  a negative  kind.  Films  of  the  abdomen  and 
chest  were  obtained  in  this  acutely  ill  person. 
They  showed  no  evidence  of  intestinal  obstruction, 


free  intraperitoneal  air,  loculated  air  in  an  abscess, 
or  air  in  the  biliary  tree.  The  chest  represented 
what  is  seen  in  hypoventilation  of  the  lungs;  there 
was  no  evidence  of  pneumonia  or  pleural  effusion. 

I should  point  out  that  the  properitoneal  fat  line 
as  seen  on  the  films  of  the  abdomen  is  visualized 
in  a portion  of  its  extent.  When  this  is  present,  we 
feel  that  a peritonitis  is  unlikely,  but  it  is  not  an 
infallible  sign,  for  localized  intraperitoneal  col- 
lections of  pus  will  not  obliterate  the  line.  Gen- 
eralized peritonitis  may  be  present  and  thus  make 
the  line  invisible  on  radiography. 

Subsequent  chest  films,  the  last  of  which  was 
taken  24  hours  prior  to  the  patient’s  death,  do  not 
reveal  any  pleural  effusion,  but  there  is  an  in- 
filtrate on  the  left  which  could  and  probably  does 
represent  a pneumonitis  or  a septic  infarct,  in 
light  of  her  disease  process.  The  densities  de- 
scribed in  the  protocol  are  blood  vessels  which 
are  spuriously  increased  because  of  the  hypo- 
ventilation. The  overall  radiographic  examination 
would  lead  us  to  the  conclusions  that  there  was  an 
inflammatory  process  in  the  abdomen  without 
localization  to  a specific  area,  that  it  was  produc- 
ing obstruction,  and  that  there  was  either  a termi- 
nal pneumonitis  or  septic  emboli  to  the  lungs. 

Dr.  Ziffren:  For  your  information,  one  individ- 
ual, a gynecologist,  wrote  on  the  chart:  “This  was 
a non-inflamed  appendix.”  The  pus  had  no  odor 
and  there  was  no  jaundice. 

Does  anyone  here  want  to  add  anything  or  to 
ask  any  questions?  Dr.  Warner,  would  you  pre- 
sent the  pathology? 

Dr.  E.  D.  Warner,  Pathology:  The  findings  in 
this  case  were  pretty  much  what  have  been  indi- 
cated and  what  you  would  expect.  There  was  a 
generalized  peritonitis,  with  bilateral  subphrenic 
abscesses.  There  were  multiple  collections  of  locu- 
lated pus  in  the  general  peritoneal  cavity  and  in 
the  pelvis.  This  pus  was  yellowish  and  did  not 
have  a fetid  odor,  and  there  was  no  gas.  Thus,  at 
autopsy  there  was  no  gross  evidence  that  a colon 
bacillus  had  had  a part  in  the  peritonitis.  The  ap- 
pendiceal stump  was  not  leaking  grossly,  and 
there  was  no  fistulous  tract  or  other  evidence  of 
a recent  leak.  The  cecum  and  the  appendiceal 
stump  were  matted  in  adhesions  and  in  an  exu- 
date which  was  undergoing  organization.  As  Dr. 
Tidrick  pointed  out,  had  there  been  a gross  blow- 
out of  the  appendiceal  stump,  it  would  have  been 
primarily  due  to  ischemic  slough.  The  opening 
would  have  been  large,  and  it  probably  would 
not  have  closed.  However,  a small  pericecal  ab- 
scess, not  really  due  to  a gross  perforation,  could 
have  been  present. 

There  was  no  pylephlebitis,  there  were  no 
thrombi  in  the  portal  bed  at  all,  and  there  were 
no  liver  abscesses.  There  were  multiple  small  ab- 
scesses and  areas  of  suppuration  that  were  in- 
definitely outlined  in  the  lung.  There  were  no 
gross  thrombi  in  the  pulmonary  vessels.  Although 
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the  distribution  of  these  pulmonary  abscesses  was 
essentially  that  of  embolic  spread,  with  the  small 
abscesses  mostly  in  the  periphery  of  the  lung,  the 
embolic  masses  which  probably  were  associated 
with  them  were  not  grossly  evident.  In  other 
words,  they  were  very  tiny. 

There  was  no  bacterial  endocarditis.  The  heart 
valves  were  entirely  normal  in  appearance,  and 
I might  say  they  showed  no  suggestion  of  the  old 
rheumatic  fever  which  had  been  suggested  in  the 
history.  There  was  a fibrinous  pericarditis  without 
appreciable  fluid.  This  was  associated  with  a myo- 
cardial abscess  in  the  left  ventricle. 

There  were  very  tiny  abscesses  of  a pyemic  type 
in  the  kidneys  bilaterally.  There  was  some  blood 
in  the  renal  pelvis  on  the  right  side,  and  there  was 
blood,  of  course,  in  some  of  the  embolic  abscesses 
in  the  kidneys.  This  finding  would  account  for 
bleeding  into  the  urinary  tract. 

The  other  site  of  infection  was  the  endometrium. 
The  endometrium  had  been  replaced  by  a necrotic 
sloughing  surface.  Incidentally  it  was  neither  gan- 
grenous nor  fetid  in  odor.  Both  cocci  and  bacilli 
could  be  seen.  Unfortunately  the  uterus  itself  was 
not  cultured. 

Now  as  to  the  organisms  that  were  obtained: 
hemolytic  Staphylococcus  aureus  was  cultured 
from  the  heart  blood,  the  splenic  pulp,  the  lung 
and  the  peritoneal  cavity,  and  Pseudomonas  aeru- 
ginosa was  cultured  from  the  lung  and  the  peri- 
toneum. 

I might  say  that  we  could  demonstrate  thrombi 
neither  in  the  pelvic  veins  outside  of  the  uterus 
nor  in  the  femoral  veins.  Fluid  blood  could  be 
freely  milked  out  of  the  veins  of  both  legs  with- 
out producing  any  clots.  There  were  no  gross 
thrombi  anywhere  except  in  the  larger  veins  in 
the  uterine  wall  itself. 

The  first  slide  is  a photograph  of  a section  of 
the  uterine  wall  showing  the  large  thrombi  in 
uterine  veins.  The  sloughing  endometrium  shows 
no  cellular  detail  even  under  microscopic  exami- 
nation, but  does  show  both  cocci  and  bacillary 
forms  of  bacteria.  In  the  next  slide,  one  sees  a 
low-power  picture  of  myocardium  and  lung  tissue. 
The  lower  wedge  is  lung  tissue.  There  is  a row 
of  four  abscesses  beneath  the  pleura.  At  the  upper 
left  is  the  left  ventricle.  In  this  particular  block, 
there  is  a large  abscess. 

This  is  a section  of  lung  at  a higher  magnifica- 
tion. It  shows  a clump  of  organisms  in  the  center. 
Most  of  these  under  the  microscope  are  cocci.  A 
pulmonary  vessel  wall  has  been  largely  destroyed 
in  this  area. 

The  next  slide  is  a high-power  view  of  heart. 
The  large  red  structures  are  necrotic  myocardial 
fibers  greatly  magnified.  The  dirty-looking  blue 
granular  material  can  be  identified  under  the 
microscope  as  quite  well  preserved  cocci. 

In  a section  of  kidney,  one  can  see  the  remnants 
of  a renal  glomerulus  with  a large  clump  of  bac- 
teria in  the  center.  The  capsule  has  broken  down, 


and  the  entire  area  is  undergoing  early  suppura- 
tion. This  was  one  of  many  similar  lesions  in  the 
kidneys.  The  liver  weighed  approximately  1,800 
Gm.  The  section  shows  the  fatty  metamorphosis 
that  we  often  see  with  sepsis  and  the  vacuoliza- 
tion of  liver  cells. 

The  adrenal  cortex  shows  normal  histology,  with 
an  absence  of  lipid  in  the  central  zone  of  the 
cortex. 

The  next  slide  is  a diagrammatic  sketch  to  show 
what  we  might  expect  from  an  appendicitis  with 
appendiceal  abscess  going  on  to  death  with  infec- 
tion, as  Dr.  Tidrick  mentioned.  It  demonstrates 
pylephlebitis  with  drainage  via  the  portal  system 
into  the  liver  and  multiple  liver  abscesses.  This 
is  not  a necessary  route  of  spread  for  infection 
from  appendicitis,  but  it  is  the  classic  type  and 
a very  common  one.  It  was  totally  absent  in  this 
case. 

We  have,  then,  a patient  dead  of  sepsis.  There 
was  peritonitis,  endometritis,  and  staphylococcal 
pyemia  with  multiple  abscesses  in  the  lungs,  kid- 
neys, and  heart.  There  probably  were  others. 
Skeletal  muscle,  for  example,  is  one  site  where 
we  quite  commonly  see  localization  of  Staphylo- 
coccus aureus  in  staphylococcal  pyemia. 

We  are  left  with  the  problem  of  reconstructing 
the  sequence  of  events.  As  far  as  the  time  sequence 
is  concerned,  the  infection  could  have  started  as 
a small  pericecal  abscess,  from  contamination  at 
the  time  of  operation  or  spread  from  the  appendix 
without  actual  perforation  before  the  operation. 
A colon  bacillus  should  have  been  involved,  but 
we  did  not  culture  it  at  the  time  of  death,  and  it 
evidently  was  not  present  earlier,  at  the  time  the 
peritoneum  was  drained.  These  circumstances  make 
it  unlikely  that  it  was  appendiceal  in  origin,  ex- 
cept that  I do  not  know  quite  how  much  weight 
to  put  on  the  possibility  of  the  complete  oblitera- 
tion of  a colon  bacillus  infection  by  means  of  the 
antibiotic  therapy.  Had  there  been  a continued 
leakage,  of  course,  it  would  not  have  been  obliter- 
ated, but  there  was  no  evidence  of  continued 
leakage. 

The  distribution  is  classic  for  endometritis  and 
and  not  classic  for  appendicitis,  but  I don’t  think 
that  we  can  do  more  than  guess.  For  the  reasons 
mentioned  I should  be  a little  inclined  to  suspect 
the  endometrium  rather  than  the  appendix  as  the 
source  for  the  fatal  spread  of  infection.  I think  per- 
haps the  timing  is  a little  bit  better  for  the  former 
because  there  was  no  definite  infection  until  two 
to  three  days  after  the  delivery.  Fever,  according 
to  the  records  that  I had,  was  not  noted  until  the 
third  or  fourth  day  after  delivery.  If  that  is  true, 
the  endometrial  infection  could  have  resulted 
from  contamination  via  the  birth  canal  or  from 
pei'itonitis  secondary  to  the  appendectomy  episode. 
Personally,  I do  not  feel  that  the  question  can  be 
answered. 

I did  find  a few  statistics  of  1960  vintage  in  the 
British  literature  on  appendicitis  in  pregnancy,  and 
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they  may  be  of  interest.  In  a series  of  373  cases  of 
appendicitis  complicating  pregnancy,  the  cases 
were  pretty  well  distributed  throughout  the  three 
trimesters,  and  there  hadn’t  been  any  striking  pre- 
dilection for  any  part  of  the  nine-month  period. 
There  was  a striking  difference  in  maternal  mor- 
tality, however,  depending  upon  the  trimester  in 
which  appendicitis  occurred.  There  was  fetal  loss 
in  13  per  cent  of  cases  in  the  first  trimester,  16  per 
cent  in  the  second,  and  20  per  cent  in  the  third. 

Just  a word  as  to  some  of  the  reasons  why  ap- 
pendicitis is  particularly  serious  in  pregnancy.  The 
diagram  here  shows  rather  nicely  how  the  position 
of  the  appendix  changes  as  pregnancy  progresses. 
It  shows  that  the  appendix  is  up  under  the  right 
rib  cage  by  the  eighth  month.  The  position  of  the 
appendix  complicates  the  problem  in  several  ways. 
First,  it  makes  the  localization  of  an  infection  more 
difficult,  and  also  adds  to  the  problem  of  diag- 
nosis. As  the  appendix  moves  up  into  the  general 
peritoneal  cavity,  it  becomes  difficult  for  the 
omentum  to  wall  off  an  infection.  Thus,  it  is  more 
likely  to  become  generally  spread  if  there  is  leak- 
age from  the  appendix.  Also,  the  uterus  is  in  the 
way  of  localization  by  the  omentum.  The  contrac- 
tions of  the  uterus  will  further  interfere  with 
localization  of  infection. 

Dr.  Zijfren:  Are  there  any  questions  for  Dr. 
Warner?  Dr.  Dunn  is  here  from  the  Department 
of  Obstetrics  and  Gynecology.  I wonder  whether 
he  may  have  some  comments  to  make. 

Dr.  L.  J.  Dunn,  Obstetrics  and  Gynecology:  Hav- 
ing been  reassured  by  Dr.  Warner  that  the  prob- 
lem cannot  be  solved,  I feel  free  to  make  some 
comments.  I should  like  to  redirect  your  attention 
to  the  protocol  and  indicate  why  I feel  that  endo- 
metritis is  not  the  most  important  entity  in  ques- 
tion. 

In  the  first  three  sentences,  we  learn  that  the 
patient  had  undergone  laparotomy,  presumably 
for  appendicitis,  and  that  within  a short  time 
thereafter  she  went  into  labor,  delivered,  and 
then  developed  ileus.  A review  of  the  literature 
back  to  1895,  most  of  the  articles  being  in  the 
American  periodicals,  shows  a rather  consistent 
finding — that  those  patients  who  abort  or  go  into 
premature  labor  are  those  with  advanced  forms 
of  appendicitis.  Those  patients  who  have  been 
operated  upon  with  the  disease  process  localized 
in  the  appendix  have  an  incidence  of  subsequent 
labor  of  only  4 per  cent.  However,  if  an  appendi- 
ceal abscess  or  peritonitis  is  found  at  the  time  of 
surgery,  the  incidence  of  labor  soon  after  surgery 
increases  to  40-80  per  cent.  Of  course,  such  sta- 
tistics cannot  be  applied  to  a single  patient,  but  I 
think  these  figures  do  help  to  persuade  us  that  the 
woman  whom  we  are  discussing  today  was  more 
severely  ill  than  one  might  have  expected  if  the 
infection  had  been  limited  to  the  appendix. 

Two  days  postpartum,  the  patient  was  noted  to 
have  an  ileus  which  might  well  have  been  present 
but  unrecognized  prior  to  that  time.  The  lack  of 


clinical  findings  in  this  patient  up  to  this  point  is 
not  at  all  inconsistent  with  generalized  peritonitis. 
Experience  has  shown  that  during  pregnancy  the 
patient’s  complaints  or  findings  are  virtually  the 
same,  whether  the  disease  is  limited  to  the  ap- 
pendix, or  whether  an  appendiceal  abscess  or  gen- 
eralized peritonitis  is  present. 

It  is  surprising  that  the  majority  of  patients  who 
have  been  reported  with  peritonitis  due  to  ap- 
pendicitis in  pregnancy  have  had  a temperature 
elevation  of  less  than  100. 2°F.,  a normal  or  only 
moderately  elevated  white  cell  count,  and  an  ab- 
sence of  abdominal  rigidity.  It  is  this  atypical  be- 
havior that  results  in  the  delay  in  treatment  and 
thus  is  responsible  for  the  high  mortality  rate.  The 
further  spread  of  infection  by  uterine  contractions 
and  the  descent  of  the  uterus  following  delivery 
has  been  a point  of  concern  for  many  years  be- 
cause of  the  high  mortality  in  this  group.  A num- 
ber of  years  ago,  it  was  thought  best  to  empty  the 
uterus  at  the  time  of  surgery  to  eliminate  this 
complication,  but  this  form  of  management  has 
been  given  up  because  of  poor  results.  The  possi- 
bility does  exist  in  this  case  that  a pericecal  in- 
fection was  spread  throughout  the  peritoneal 
cavity  by  labor  and  delivery. 

The  autopsy  report  indicates  the  presence  of  a 
severe  endometritis.  If  this  was  the  major  prob- 
lem, I think  it  is  surprising  that  it  did  not  progress 
in  the  usual  fashion.  Although  endometritis  can 
spread  rapidly  to  cause  peritonitis,  the  process 
usually  takes  four  or  five  days  and  is  usually 
caused  by  streptococci.  These  organisms  are  gen- 
erally so  sensitive  to  antibiotics  that  such  infec- 
tions are  rarely  seen  today.  As  indicated  in  the 
student’s  presentation,  if  the  peritonitis  were  the 
result  of  an  endometritis  caused  by  more  resistant 
organisms  such  as  staphylococci  or  coliform  ba- 
cilli, we  should  expect  to  see  spread  through  the 
lymphatics  with  an  associated  metritis,  parametri- 
tis, possibly  salpingitis,  and  pelvic  peritonitis  with 
associated  multiple  abscess  formation.  The  other 
route  of  involvement,  to  explain  the  septic  em- 
boli, would  require  the  finding  of  thrombophle- 
bitis in  the  placental  site  and  extending  into  the 
pelvic  veins.  Apparently  in  this  case,  the  disease 
was  limited  to  the  uterus  on  pathologic  examina- 
tion, even  though  it  was  performed  19  days  after 
the  onset  of  the  patient’s  illness.  Although  the 
threat  of  infection  is  still  a real  one  and  of  con- 
stant concern  to  the  obstetrician,  it  is  significant 
to  point  out  that  a maternal  death  from  puerperal 
infection  has  not  occurred  in  the  State  of  Iowa 
in  many  years. 

These  points  in  the  patient’s  history  and  autopsy 
findings  suggest  to  me  that  the  major  illness  pre- 
ceded the  onset  of  her  labor. 

Dr.  Warner:  Didn’t  I understand  you  to  say 
there  was  a report  of  a normal  appendix? 

Dr.  Zijfren:  One  man  has  written  in  the  chart 
that  it  was  not  an  acute  appendicitis. 
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Dr.  Warner:  If  I created  the  impression  that  I 
thought  the  infection  of  the  uterus  was  limited  to 
the  endometrium,  I certainly  would  like  to  dis- 
abuse you  of  that  notion.  This  uterus  was  em- 
bedded in  a mass  of  pus  and  fibrin.  There  was 
cellulitis  thorughout  the  uterus.  The  endometrium 
itself  was  gone  and  had  been  replaced  by  necrotic 
slough.  There  were  large  thrombi  in  the  uterine 
veins,  and  the  lesions  in  the  lungs,  I would  say, 
were  very  much  those  of  septic  emboli. 

Dr.  William  K.  Hamilton,  Anesthesiology:  I 
would  not  be  so  naive  as  to  think  that  what  was 
done  to  this  girl  may  have  contributed  to  her 
death,  but  what  was  not  done  may  have  con- 
tributed. I made  a list  of  things  that  were  done  to 
her  which  were  not  all  conservative.  She  received 
hydrocortisone  therapy,  a couple  of  operations, 
electrocardiograms,  multiple  antibiotics,  blood  cul- 
tures, electrolyte  determinations,  a repeat  blood 
count,  a couple  of  transfusions  and  digitalis.  As 
findings,  she  had  rales  in  her  lungs,  labored  res- 
pirations, cyanosis,  and  roentgen  evidence  of  se- 
vere hypoventilation.  I can  find  no  evidence  that 
her  respiratory  function  was  evaluated,  or  that  she 
received  any  respiratory  therapy.  I think  this 
might  have  been  appropriate  in  this  patient. 

Dr.  Ziffren:  I believe  that  is  a very  good  com- 
ment, Dr.  Hamilton. 

There  is  a bacteriologist  present,  and  I should 
like  to  ask  him  some  questions.  What  is  the  sig- 
nificance of  the  cultures  that  were  taken,  since 
the  patient  received  so  many  antibiotics?  Further- 
more, what  effect  had  the  antibiotics  had  on  the 
bacterial  flora  that  were  cultured? 

Dr.  Snyder,  Microbiology:  The  effect  of  anti- 
biotics on  the  bacterial  flora  of  the  patient  is,  of 
course,  unknown.  There  are  numerous  references 
in  the  literature  indicating  that  the  “broader”  the 
antimicrobial  therapy  or  the  more  numerous  the 
antibiotics,  the  greater  the  problem  of  superinfec- 
tion becomes.  This  patient  received  a goodly  num- 
ber of  antibiotics,  including  penicillin,  strepto- 
mycin, tetracycline  and  chloramphenicol.  Wein- 
stein, in  1954,  reported  that  among  3,000  patients 
receiving  antibiotic  therapy,  there  was  a super- 
infection  rate  of  about  2 per  cent,  and  that  of  the 
infected  patients  15  per  cent  had  been  treated 
with  chloramphenicol.  Pseudomonas  aeruginosa 
was  cultured  from  this  patient  both  before  and 
after  death.  The  pseudomonas  organisms  com- 
prise part  of  the  normal  flora  of  the  intestine  and 
could  have  been  in  the  peritoneal  cavity  as  the 
agent  for  the  peritonitis  and  appendicitis. 

The  effect  of  the  antibiotic  therapy  on  the  lab- 
oratory cultures  is  also  unknown.  Perhaps  other 
organisms  were  present  and  were  inhibited  or 
killed  by  the  antibiotics.  We  could  have  done  more 
in  the  laboratory  if  we  had  been  impressed  with 
the  severity  of  this  problem.  Enzymes  to  inactivate 
the  tetracycline,  streptomycin  or  chloramphenicol 
are  not  available.  However,  the  specimen  could 


have  been  inoculated  into  a larger  volume  of 
medium  in  an  attempt  to  dilute  the  antibiotics,  or 
the  specimen  itself  could  have  been  centrifuged 
in  an  attempt  to  remove  the  antibiotics  from  the 
organisms  and  to  concentrate  the  organisms  in 
the  specimen. 

Dr.  Warner:  How  likely  do  you  think  it  is  that 
the  antibiotic  therapy  might  have  eliminated  a 
colon  bacillus  localized  in  the  pus  of  walled-off 
intraperitoneal  abscesses? 

Dr.  Snyder:  The  Pseudomonas  aeruginosa  iso- 
lated from  this  patient  was  quite  resistant  to  anti- 
biotics. The  laboratory  sensitivity  tests  indicated 
that  it  was  resistant  to  chloramphenicol,  tetra- 
cycline and  streptomycin.  One  of  the  earlier  cul- 
tures, an  endocervical  swab  taken  before  death, 
contained  both  Escherichia  coli  and  Pseudomonas 
aeruginosa.  A culture  of  peritoneal  fluid  obtained 
before  death  also  contained  the  pseudomonas  or- 
ganisms. The  Escherichia  coli  was  sensitive  to  30 
meg.  of  chloramphenicol.  Thus,  the  colon  bacillus 
could  have  been  present  and  then  have  been 
eradicated  by  the  antibiotic  therapy,  leaving  only 
the  antibiotic-resistant  Pseudomonas  aeruginosa. 

Dr.  Ziffren:  Are  there  any  other  questions? 

Dr.  Paul  J.  Laube,  Dubuque:  I should  like  to 
know  whether  general  body  hypothermia  was 
considered  in  this  patient  at  all,  or  whether  tem- 
perature reduction  has  been  employed  in  other 
cases  of  sepsis  as  an  adjunct  to  measures  such  as 
were  employed  here. 

Dr.  Ziffren:  I know  it  was  not  considered  in  this 
patient  at  all,  and  according  to  Dr.  Tidrick  and 
Dr.  Dunn  it  has  not  been  considered  in  any  other 
cases. 

ANATOMICAL  DIAGNOSES 

1.  Peritonitis,  generalized,  severe 

a.  Abscess,  subdiaphragmatic,  bilateral 

b.  Abscesses,  peritoneal,  loculated,  multiple 

2.  Acute  endometritis,  necrotizing 

3.  Septicemia,  hemolytic  Staphylococcus  aureus 

a.  Cultured  from  peritoneal  exudate,  lung, 
spleen,  and  heart  blood 

b.  Pyemic  abscesses,  lungs,  heart,  kidney 

4.  Ulcer,  gastric,  acute 

STUDENT  DIAGNOSES 

Septicemia 

Cardiac  failure 

Acute  bacterial  endocarditis 

Multiple  septic  infarcts 

Pneumonia 

Peritonitis  due  to 
Endometritis  or 

Ruptured  appendiceal  stump  closure  or 
Spread  of  an  appendiceal  abscess 

CLINICAL  DIAGNOSES 

Generalized  peritonitis 

Septicemia 

Multiple  septic  emboli  due  to 
Appendicitis 


SURGICAL  TREATMENT  OF 
ABDOMINAL  ANEURYSM 

A recent  report  by  a Minneapolis  surgical 
group*  on  the  treatment  of  abdominal  aneurysm 
suggests  that  surgical  intervention  is  clearly  justi- 
fied in  this  condition.  Several  clinical  studies 
have  pointed  out  the  serious  potential  of  un- 
treated abdominal  aneurysm  and  have  indicated 
that  one  of  three  will  rupture  within  one  to  one- 
and-a-half  years  from  the  time  it  is  recognized, 
and  the  majority  will  rupture  within  five  years. 
The  facts  that  an  aneurysm  is  small  and  the  pa- 
tient has  no  symptoms  from  it  offer  no  assurance 
that  it  will  not  rupture. 

The  Minneapolis  surgeons  report  their  results 
in  52  cases  of  unruptured  abdominal  aneurysm 
operated  upon  between  1957  and  June,  1962.  The 
patients  varied  in  age  from  53  to  80  years.  Eight 
of  the  patients  were  in  their  fifties,  29  were  in 
their  sixties,  14  were  in  their  seventies,  and  one 
patient  was  80  years  old. 

In  the  majority  of  patients  there  was  other  evi- 
dence of  cardiovascular  disease,  but  from  their 
experience  the  authors  found  this  did  not  con- 
traindicate surgical  correction  of  the  aneurysm. 
Fifteen  of  the  52  had  experienced  episodes  of 
coronary  thrombosis  and  infarction.  Two  patients 
were  in  congestive  failure  when  first  seen,  and 
surgery  was  delayed  until  medical  management 
had  corrected  the  condition.  Each  had  an  unevent- 
ful convalescence  from  the  operation.  Several  pa- 
tients had  had  cerebrovascular  accidents  before 
being  operated  upon  for  abdominal  aneurysm.  In 
almost  all  of  the  patients  on  whom  surgery  was 
performed,  the  electrocardiograms  were  abnormal. 

No  patient  was  denied  the  benefit  of  surgery 
except  for  contraindications  such  a severe  angina 
at  rest,  heart  failure  which  was  not  amenable  to 
medical  management,  and  extreme  age  and  senil- 
ity. In  the  group  of  52  patients,  there  were  five 
surgical  deaths  (9.6  per  cent).  Three  of  the  deaths 
occurred  in  the  first  six  patients.  In  the  last  46 
consecutive  patients  operated  upon  there  were 
two  deaths,  a mortality  of  4.3  per  cent.  There 
was  no  significant  difference  in  the  mortality  rates 

* Schmidt,  W.  R.,  Jensen,  N.  K.,  Garamella,  J.  J.  and 
Lynch,  M.  F.:  Abdominal  aneurysm,  minn.  med.,  66:455-458, 
(May)  1963. 


of  the  various  age  groups.  The  patients  in  their 
seventies  had  about  the  same  survival  rates  as 
those  in  the  fifties  and  sixties.  Of  the  five  surgical 
deaths,  two  were  the  result  of  technical  errors;  a 
third  patient  died  from  cardiac  failure  in  the  im- 
mediate postoperative  period;  the  fourth  patient 
developed  cardiac  arrest  and  died  during  the  oper- 
ation; and  the  fifth  patient  died  from  postoperative 
renal  failure. 

Forty-seven  patients  survived  the  operation,  and 
after  follow-up  periods  of  1 to  5 years,  36  patients 
were  alive  and  free  of  complications  referable  to 
the  graft.  Of  the  11  patients  who  died,  three  suc- 
cumbed as  a result  of  complications  directly  re- 
lated to  the  graft,  and  the  remaining  eight  died 
of  causes  related  to  generalized  arterial  disease. 

A mortality  rate  of  4.3  per  cent  in  46  consecu- 
tive operations  for  the  correction  of  an  unrup- 
tured abdominal  aneurysm  is  convincing  evidence 
of  the  advances  which  have  been  made  in  vascular 
surgery.  These  successes  have  imposed  upon  the 
clinician  the  obligation  to  detect  aneurysm  of  the 
aorta  promptly,  in  order  that  the  patient  may 
have  the  benefit  of  early  operative  treatment. 

SCALENE  NODE  BIOPSY 

Scalene  node  biopsy  has  become  a frequent 
diagnostic  procedure  in  diseases  of  the  chest.  A re- 
cent report  from  North  Carolina  Sanatoria*  dem- 
onstrated the  efficacy  of  this  procedure  in  315  pa- 
tients upon  whom  it  was  performed  during  the 
period  from  June  1,  1954,  to  May  3<1,  1962.  In  this 
group,  scalene  node  biopsy  was  positive  in  178 
patients  (56.5  per  cent),  and  in  137  patients  it 
was  negative. 

In  the  North  Carolina  study,  patients  with 
sarcoidosis  comprised  the  largest  group,  198  in 
number.  Twenty  of  this  group  were  white  and  178 
were  colored.  Most  of  the  patients  with  sarcoidosis 
were  between  10  and  30  years  of  age.  Scalene 
node  biopsy  was  positive  in  141  (71.2  per  cent) 
and  negative  in  57  (28.8  per  cent). 

Forty-one  of  the  315  patients  had  biopsy  be- 
cause of  suspected  neoplasms.  The  scalene  nodes 
were  positive  in  21  of  the  patients  and  negative 
in  20.  Primary  cancer  of  the  lung  was  found  in 
12  of  the  patients,  and  metastatic  lesions  in  nine 
of  the  group. 

Sixteen  patients  with  carcinoma  had  negative 
scalene  node  biopsies.  Other  biopsies  demonstrated 
a neoplasm  in  nine  cases.  Six  of  these  were  of 
primary  origin,  and  three  were  metastatic.  Seven 
cases  were  diagnosed  on  clinical  and  roentgeno- 
logic evidence. 

The  correlation  between  biopsy  results  and 
other  diagnostic  procedures  in  the  41  cases  of 

* Sochocky,  S.:  Scalence  node  biopsy  in  diseases  of  chest; 
review  of  315  consecutive  biopsies,  n.  Carolina  med.  journ., 
24:157-158,  (April)  1963. 
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malignancy  was  of  interest.  Bronchoscopy  was 
done  on  22  of  the  41  patients  in  this  group.  The 
results  of  bronchoscopy  were  positive  in  nine 
cases — in  four  patients  scalene  biopsy  was  posi- 
tive, and  in  five  it  was  negative.  Bronchial  wash- 
ings were  positive  in  10  patients — in  five  with  posi- 
tive node  biopsies  and  in  five  with  negative. 
Sputum  cytology  was  done  in  25  of  the  41  patients, 
and  was  found  to  be  positive  in  12  patients  with 
positive  node  biopsies  and  in  13  with  negative. 

A third  group  was  composed  of  76  patients  who 
had  other  types  of  respiratory  disease.  Scalene 
node  biopsy  was  positive  in  16  cases,  and  evidence 
of  tuberculosis  was  found  in  all  of  them.  Nodes 
were  negative  in  60  patients  in  this  miscellaneous 
group. 

A somewhat  similar  study,  by  deNiord,*  in  a 
smaller  group  of  patients,  attempted  to  correlate 
the  findings  from  bronchoscopy,  scalene  node  bi- 
opsy and  sputum  cytology  in  the  diagnosis  of  pul- 
monary malignancy.  Fifty-six  patients  were  sub- 
jected to  these  tests  and  subsequently  underwent 
thoracotomy  for  tissue  diagnosis.  In  an  additional 
14  patients,  bronchoscopy  and  scalene  node  bi- 
opsy were  done  to  establish  the  diagnosis  of  sar- 
coidosis or  to  rule  out  a fungus  infection. 

The  56  patients  in  this  study  were  all  suspected 
of  having  bronchogenic  carcinoma.  The  average 
age  was  58  years.  Forty-eight  of  the  group  were 
male,  and  eight  were  female.  Of  28  patients  who 
had  non-palpable  scalene  nodes,  eight  were  posi- 
tive. Of  18  patients  with  palpable  scalene  nodes, 
17  proved  to  have  malignancies.  Bronchoscopic 
biopsy  was  positive  in  17  of  38  patients  with 
bronchogenic,  epidermoid  or  anaplastic  tumors. 
Of  12  patients  with  alveolar  or  bronchiolar  carci- 
noma, bronchoscopic  biopsy  was  positive  in  three. 
Sputum  cytology  was  positive  in  eight  of  38  pa- 
tients with  proximal  bronchogenic  or  anaplastic 
lesions,  and  in  seven  of  12  patients  with  alveolar 
cell  tumors. 

The  right  pre-scalene  fat  pad  receives  the  lym- 
phatic drainage  from  the  right  lung  and  from  the 
left  lower  lobe.  The  left  upper  lobe  drains  to  the 
left  pre-scalene  nodes.  The  finding  of  positive  pre- 
scalene  nodes  indicates  extension  of  an  infection 
or  of  a neoplasm  by  way  of  the  paratracheal  lym- 
phatic chain. 

Biopsy  of  the  scalene  fat  pad  is  a simple  pro- 
cedure which  is  done  under  local  anesthesia.  How- 
ever, it  is  not  an  operation  to  be  done  by  a neo- 
phyte, for  important  anatomical  structures  are  in- 
volved. As  the  above  reports  indicate,  it  often 
establishes  an  accurate  diagnosis  of  pulmonary 
disease,  and  it  may  spare  the  patient  the  neces- 
sity of  exploratory  thoracotomy. 

* deNiord  R.  N.:  Diagnostic  triad:  importance  in  diag- 
nosis  of  pulmonary  malignancy.  Virginia  med.  monthly  90  - 
235-237,  (May)  1963. 


CARE  OF  DIABETICS'  FEET 

Ulcerating  lesions  of  the  foot  in  the  diabetic  pa- 
tient are  indolent  and  notoriously  difficult  to  heal. 
The  successful  management  of  patients  with  this 
problem  has  been  reported  from  the  diabetic 
clinic  of  the  Mount  Sinai  Hospital  in  Cleveland.* 
During  the  period  1959  to  1961,  30  diabetic  pa- 
tients with  ulcerating  lesions  of  the  foot  were 
treated  by  conservative  measures,  and  complete 
healing  resulted.  As  a result  of  their  experience, 
the  authors  were  of  the  opinion  that  by  the  early 
treatment  of  small  lesions  and  with  conservative 
management,  amputations  could  often  be  avoided. 

Diabetic  patients  frequently  have  chronic  oc- 
clusive vascular  disease  which  compromises  the 
circulation  of  the  lower  extremities.  Neuropathy, 
with  disturbance  of  sensory  and  trophic  functions, 
is  also  common  in  the  diabetic.  As  a consequence, 
ulcerative  lesions  of  the  foot  are  frequent  and  are 
difficult  to  heal.  The  lesions  are  usually  seen  on 
the  plantar  surface  over  the  heads  of  the  meta- 
tarsals and  on  the  heel,  on  the  tips,  the  dorsum 
and  the  web  areas  of  the  toes,  and  beneath  the 
nails.  A callus  is  frequently  present,  and  beneath 
it  there  is  a painless,  round  or  oval  punched-out 
ulcer  with  necrosis  in  the  center  and  around  the 
margins  of  the  lesion.  The  presence  of  ulceration 
and  infection  often  leads  to  gangrene,  and  ampu- 
tation may  become  necessary. 

All  the  patients  in  the  Cleveland  study  had  evi- 
dence of  peripheral  neuropathy,  and  all  of  the 
lesions  were  infected.  The  average  age  of  the  30 
patients  was  62.7  years,  and  it  was  assumed  that 
most  of  the  group  had  peripheral  vascular  disease, 
though  intermittent  claudication  was  not  common- 
ly encountered.  Most  of  the  patients  had  histories 
of  unsatisfactory  ambulant  treatment  of  the  foot 
lesions  for  months  or  years. 

The  following  plan  of  management  was  formu- 
lated for  all  diabetic  patients  with  infection,  ulcer 
or  gangrene  of  the  feet: 

1.  The  patient  must  be  admitted  to  the  hos- 
pital and  kept  at  absolute  bedrest.  The  lower  ex- 
tremities are  maintained  in  a horizontal  position 
in  the  bed.  Elevation  of  the  extremities  increases 
the  ischemia,  and  a dependent  position  produces 
edema. 

2.  Pain  is  relieved  by  appropriate  analgesics  or 
narcotics.  Anxiety  may  require  the  administration 
of  tranquilizing  drugs. 

3.  A light-cradle,  with  one  or  two  25-watt  bulbs 
adjusted  to  maintain  a constant  temperature  of 
90°  to  95°F.  and  covered  with  the  bed  clothing,  is 
kept  over  the  feet  at  all  times.  By  this  method  of 
exposing  the  feet  to  the  air,  the  extremities  are 
kept  dry,  and  in  this  environment  it  is  thought 

* Post,  H.  J.,  Goodman,  J.  I.,  Silver,  A.  G.,  and  Frank,  I.  H.: 
Management  of  diabetic  foot  lesions.  Ohio  state  med.  journ 
59:488-491,  (May)  1963. 
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that  maximal  vasodilatation  and  collateral  circu- 
lation are  permitted. 

4.  Conservative  debridement  is  essential  to  heal- 
ing, but  this  should  consist  only  of  removal  of  non- 
viable  callus  and  necrotic  tissue.  Soaks,  powders 
and  ointments  should  be  scrupulously  avoided. 
Abscesses  should  be  incised  promptly. 

5.  Careful  control  of  the  diabetes  by  diet  and 
by  the  use  of  insulin  or  an  oral  hypoglycemic 
drug  is  an  important  aspect  of  treatment. 

An  exceedingly  important  phase  of  therapy  is 
to  educate  diabetic  patients  in  the  prophylactic 
care  of  the  feet  and  to  imbue  them  with  the  haz- 
ards of  mechanical,  chemical  and  thermal  trauma. 
In  the  judgment  of  the  Mount  Sinai  Hospital 
group,  all  foot  care  except  for  daily  hygiene  should 
be  done  by  a well-trained  podiatrist.  The  total 
care  of  the  diabetic  patient  is  the  responsibility  of 
the  physician. 

From  their  experience,  the  Cleveland  physicians 
conclude  that  the  above-mentioned  methods  em- 
ployed in  the  treatment  of  ulcerative  lesions  of  the 
foot  are  encouraging,  and  in  their  judgment  have 
proved  effective  in  the  preservation  of  the  ex- 
tremities. 

yOUNG  MARRIED  COUPLES  AND 
THEIR  PARENTS 

The  physician,  the  clergyman,  the  attorney  and 
the  psychiatrist  can  attest  that  friction  between 
parents  and  their  married  children  is  a serious 
and  common  problem.  What  should  be  a delight- 
ful and  reciprocally  enriching  relationship  be- 
tween successive  generations  is  all  too  frequently 
an  estranged  one  which  results  in  much  unhappi- 
ness and  which,  on  occasion,  has  unfortunate  con- 
sequences. 

Idle  preparation  of  the  parents  and  the  married 
child  for  new  roles  should  be  a natural  conse- 
quence of  the  progressive  steps  which  have  helped 
the  child  to  become  a mature  adult  and  which 
have  emancipated  him  or  her  from  parental  apron 
strings.  This  grown-up  status  is  not  suddenly  and 
automatically  conferred  upon  the  young  couple 
when  they  return  from  their  honeymoon,  but  is 
the  result  of  wise  preparation  by  their  respective 
parents,  and  an  acceptance  on  the  part  of  both 
sets  of  parents  and  of  the  son  and  daughter  of 
their  changing  roles. 

It  is  fitting  that  parents  and  married  children 
alike  should  take  inventory  of  their  relationships, 
their  attitudes,  their  prejudices,  their  resentments, 
and  their  blessings.  If  the  relationships  are  not 
all  that  they  should  be,  what  is  the  basic  cause? 
The  family  physician  is  frequently  called  upon 
to  counsel  with  a family  about  this  problem,  to  act 
as  arbiter  between  the  two  generations  and  to 
smooth  troubled  waters.  His  is  a challenging 


role — an  opportunity  to  restore  harmonious  rela- 
tionships and  to  assist  in  the  solution  of  family 
problems. 

Much  has  been  written  for  the  benefit  of  the 
older  generation.  The  standard  advice  to  them  is 
“to  keep  one’s  hands  off  and  one’s  mouth  shut.” 
A wise  mother  of  three  married  daughters  has 
added  a third  admonition:  “Keep  one’s  purse 
open.”  Parents  must  make  adjustments,  including 
a redefinition  of  their  purpose  and  a marshalling 
of  their  resources  to  assure  that  their  lives,  more 
or  less  apart  from  that  of  their  son  or  daughter, 
may  continue  to  be  meaningful  and  useful.  Chil- 
dren must  be  permitted  to  lead  their  own  lives 
freed  from  parental  domination  and  direction. 
Parents  should  give  their  children  moral  support 
and,  according  to  their  means,  financial  support 
when  necessary.  Meddling  in  the  lives  of  their 
children  is  the  most  common  criticism  directed 
against  the  older  generation.  Inquisitions  concern- 
ing social  activities,  friends,  finances,  etc.  are  re- 
sented by  young  people.  Interference  with  the 
management  and  the  discipline  of  grandchildren 
is  a justifiable  complaint  voiced  by  many  sons  and 
daughters.  Insistence  by  a mother  or  a mother-in- 
law  on  a telephone  report  at  a fixed  hour  each 
day  or  the  arbitrary  demand  for  a dinner  hour 
or  an  evening  devoted  to  the  older  couple  are 
causes  of  friction.  There  should  be  no  imposed  ob- 
ligations; rather,  a wholesome  and  natural  spon- 
taneity should  prevail.  Mutual  affection,  mutual 
respect  and  mutual  consideration  will  build  a 
rich  and  equally  rewarding  relationship. 

There  has  been  a paucity  of  advice  written  for 
the  younger  generation  of  married  couples  con- 
cerning their  relationships  with  their  two  sets  of 
parents.  In  their  roles  as  husband  and  wife,  they 
are  naturally  engrossed  in  their  own  lives  to- 
gether and  in  establishing  a home  and  family. 
Their  parents  are  relegated  to  a secondary  place 
in  their  lives,  and  this  is  a natural  consequence 
if  the  children  have  been  emancipated  wisely.  This 
does  not  imply  indifference  of  or  disregard  for 
parental  feelings  or  needs.  A daughter-in-law 
must  avoid  a “chip  on  shoulder”  attitude  toward 
her  husband’s  parents,  and  a son-in-law  should 
not  be  influenced  by  the  unfortunate  mother-in- 
law  image  which  has  become  a matter  of  ridicule 
in  this  country.  It  is  not  unreasonable  to  expect 
courtesy  and  concern  for  the  welfare  and  happi- 
ness of  the  parents.  Interest  in  the  grandchildren 
should  be  encouraged  and  can  prove  to  be  mu- 
tually gratifying.  Grandmothers  and  grandfathers 
have  much  to  give  to  grandchildren,  besides  things 
material  and  pecuniary.  The  idiosyncrasies,  the 
handicaps,  the  sensitivities  of  older  people  should 
be  treated  with  patience  and  tenderness.  Parents 
are  entitled  to  the  same  kindness  and  the  same 
understanding  that  are  accorded  any  friend. 

Wise  counsel  is  worth  a barrel  of  tranquilizers. 
The  time  the  physician  spends  in  helping  succes- 
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sive  generations  solve  their  conflicts  will  be  most 
rewarding. 

IOWA 

You  may  talk  about  the  mountain  breeze 
And  the  odor  of  the  pine, 

The  glory  of  the  Rockies 

And  the  castle  guarded  Rhine; 

But  for  me  a field  of  clover 

Where  shattered  sunbeams  gay 
Caress  a sea  of  fragrant  bloom 
In  dear  old  Iowa. 

You  may  sing  about  the  lotus  bloom 
Where  tropic  waters  dance, 

And  lilies  fair  beyond  compare 
In  vales  of  sunny  France; 

But  for  me  a rolling  prairie 

Where  the  fragrant  zephyrs  play 
Like  angels  round  the  throne  of  God 
In  dear  old  Iowa. 

The  ocean  spray  is  life  they  say 
To  men  of  shattered  will, 

The  balmy  south  in  winter  time 
Makes  languid  pulses  thrill; 

But  for  me  the  upland  hillsides 
Where  winter  winds  hold  sway 
And  snowdrifts  bridge  the  hollows 
In  dear  old  Iowa. 

The  fertile  valley  of  the  Nile 
Is  famed  in  story  old, 

The  Yukon’s  turbid  waters 

Rush  across  its  sands  of  gold; 

But  for  beauty  find  the  valley 

Where  the  Wapsie  winds  its  way 
Or  the  lazy  Boone  goes  dreaming  by 
In  dear  old  Iowa. 

D.M.K. 


Injuries  From  Falls  Show  Increase  in 
Rural  Accident  Survey 

Falls  replaced  machinery  as  the  leading  cause  of 
accidents  in  the  second  reporting  phase  of  a six- 
county  Rural  Family  Accident  Study  being  made 
by  the  Institute  of  Agricultural  Medicine  at  the 
State  University  of  Iowa.  Data  from  400  accidental 
injury  reports  during  the  period  January  1 to 
March  31  revealed  that  falls  accounted  for  31.5 
per  cent  of  the  injuries;  autos  for  14.75  per  cent; 
and  machinery  for  9 per  cent.  Reports  came  from 
Cedar,  Iowa,  Johnson,  Linn,  Muscatine  and  Wash- 
ington counties. 

In  an  earlier  report  covering  August  through 
December,  machinery  was  the  cause  of  25.5  per 
cent  of  the  416  accidents  reported.  Falls  caused  12 
per  cent  of  the  injuries,  and  auto  accidents  caused 
10.1  per  cent  of  the  injuries.  The  changes  in  injury 
causes  were  attributed  to  the  increase  of  falls  be- 
cause of  winter  weather,  The  study  also  revealed 


an  increase  in  the  number  of  fractures,  and  this 
was  also  attributed  to  falls  due  to  winter  weather 
and  bad  surface  conditions. 

Directing  the  survey  from  the  Institute  in  Iowa 
City  are  Clyde  M.  Berry,  associate  director  of  the 
Institute;  L.  W.  Knapp,  chief  of  the  safety  di- 
vision, and  William  H.  McConnell,  Jr.,  safety  en- 
gineer and  field  director  for  the  study.  Statistics 
include  both  farm  and  non-farm  accidents  in  the 
six  counties,  but  persons  living  in  towns  of  more 
than  2,500  population  are  excluded. 

Injuries  most  frequently  reported  in  the  Janu- 
ary-March  period  were  lacerations,  fractures,  con- 
tusions and  sprains,  in  that  order.  Head  injuries 
increased  almost  50  per  cent  over  the  August-De- 
cember  period.  Injuries  to  the  upper  extremities 
resulted  from  27.4  per  cent  of  the  reported  acci- 
dents and  22.2  per  cent  involved  head  injuries. 

The  largest  number  of  accidents,  79,  happened 
to  persons  in  the  25  to  44  age  group.  During  the 
previous  period,  82  persons  in  the  group  suffered 
accident  injuries.  Individuals  in  the  6 to  16  age 
group  were  involved  in  78  accidents.  The  45  to 
64  age  group  had  the  most  injuries,  90,  in  the  pre- 
vious report,  but  53  injuries  were  reported  for  that 
age  group  in  the  latest  study. 

The  greatest  number  of  accidents,  58  and  59, 
occurred  on  Monday  and  Friday.  As  in  the  pre- 
vious report,  there  was  a general  increase  in  num- 
ber of  accidents  from  Sunday  through  Saturday. 
The  lowest  accident  day  was  Wednesday  with  35. 

A primary  objective  of  the  study  is  to  provide 
a picture  of  the  most  frequent  types  of  accidents 
encountered  by  rural  families.  More  detailed 
studies  of  these  accidents  will  then  be  made  by 
the  Institute  staff  to  find  the  causes  and  possible 
measures  to  prevent  such  mishaps.  Officials  praised 
the  cooperation  of  physicians,  hospitals  and  other 
sources  in  reporting  accidents  to  the  Institute. 
They  said  the  physician  is  the  only  substantial 
resource  for  dealing  with  certain  aspects  of  the 
accident  problem  and  that  he  can  make  unique 
contributions  to  safety  aspects. 


Course  in  Laryngology  and 
Bronchoesophagology 

The  Department  of  Otolaryngology,  University 
of  Illinois  College  of  Medicine,  will  conduct  a post- 
graduate course  in  Laryngology  and  Broncho- 
esophagology from  September  16  through  28,  1983, 
under  the  direction  of  Paul  H.  Holinger,  M.D. 

Registration  will  be  limited  to  fifteen  physicians 
who  will  receive  instruction  by  means  of  animal 
demonstrations  and  practice  in  bronchoscopy  and 
esophagoscopy,  diagnostic  and  surgical  clinics,  as 
well  as  didactic  lectures. 

Interested  registrants  should  write  directly  to 
the  Department  of  Otolaryngology,  University  of 
Illinois  College  of  Medicine,  1853  West  Polk  Street, 
Chicago  12,  Illinois. 
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It  certainly  is  gratifying  that  a 
large  majority  of  county  medical 
societies  have  reactivated  their 
King-Anderson  committees.  Last 
year,  those  committees  were  in- 
valuable in  stimulating  opposi- 
tion at  the  community  level  to  the 
Administration’s  plan  for  financ- 
ing health  care  for  the  aged 
through  Social  Security.  Once 
again,  their  help  is  very  much 
needed. 

“Operation  Hometown’’  is  an  up-to-date,  comprehen- 
sive program  developed  by  the  AMA  for  use  by  county 
King-Anderson  committees,  and  if  it  is  used  in  all  parts 
of  the  United  States,  it  will  contribute  significantly  to 
the  defeat  of  the  King-Anderson  Bill,  1963  version. 

Very  possibly  the  Ways  and  Means  Committee  of  the 
U.  S.  House  of  Representatives  will  hold  hearings  on  the 
King-Anderson  Bill  in  late  July  or  early  August,  1963.  If 
physicians  follow  the  suggestions  included  in  the  “Opera- 
tion Hometown’’  kit,  they  can  bring  the  true  story  of 
health  care  for  the  aged  forcibly  to  the  attention  of  the 
members  of  Congress. 

But  only  through  the  prompt  efforts  of  every  phy- 
sician, at  the  grass-roots  level,  can  the  King-Anderson 
proposal  again  be  defeated! 


President 


BOOK  REVIEWS 

Handbook  of  Pediatrics,  Fifth  Edition,  by  Henry  K. 

Silver,  M.D.,  C.  Henry  Kempe,  M.D.,  and  Henry  B. 

Bruyn,  M.D.  (Los  Altos,  California,  Lange  Medical 

Publications,  1963.  $4.00) . 

This  valuable  handbook  of  pediatrics  has  had  tre- 
mendous success  since  the  first  edition  of  it  appeared 
in  1955.  The  fifth  edition  continues  the  remarkable 
style  that  permits  an  incredible  amount  of  material 
to  be  printed  in  one  pocket-size  volume.  The  outline 
method  has  been  continued,  and  very  practical  tables 
and  charts  are  interspersed  for  the  purpose  of  leading 
the  student  of  pediatrics  to  other  sources  for  further 
information.  The  cross  references  provided  in  the  out- 
line add  much  to  its  value. 

This  handbook  certainly  cannot  be  regarded  as  a 
substitute  for  a pediatrics  text,  but  it  is  superb  as  a 
quick  reference.  It  is  highly  recommended  to  medical 
students,  internes,  pediatrics  residents  and  practicing 
physicians.— M.  E.  Alberts,  M.D. 


Malpractice  Law  Dissected  for  Quick  Grasping,  by 

Charles  L.  Cusumano.  (New  York  City,  Medicine- 

Law  Press,  Inc.,  1962.  $10.00). 

This  is  a clear,  comprehensive  presentation  of  the 
various  facets  of  malpractice  of  which  the  members  of 
our  profession  may  be  accused. 

Rather  than  to  make  the  physician  a legal  expert, 
the  book  is  intended  to  make  him  clearly  aware  of 
the  history,  present  status  and  probable  future  evolu- 
tion of  that  segment  of  our  law  that  applies  peculiarly 
to  the  practice  of  medicine. 

In  addition  to  some  interesting  case  presentations, 
the  author  has  included  many  suggestions  intended 
to  prevent  malpractice  suits,  to  prevent  the  physician 
from  compromising  his  own  defense,  and  to  enable  him 
to  participate  intelligently  in  the  courtroom  proce- 
dures. 

This  reviewer  feels  that  Mr.  Cusumano’s  recommen- 
dations concerning  the  use  of  written  contracts  to 
define  the  doctor-patient  relationship  are  far-fetched 
and  currently  impractical,  for  most  patients  would 
view  them  with  the  utmost  suspicion.  The  author’s 
thoughts  do,  however,  provide  an  interesting  glimpse 
of  what  the  future  may  hold  in  store  for  both  doctors 
and  patients. 

All  in  all,  this  is  a well-written,  comprehensive  pre- 
sentation that  contains  practical  suggestions  never  be- 
fore available  to  doctors  of  medicine.  It  should  be 
required  reading  for  all  physicians,  and  in  particular 
for  senior  medical  students  prior  to  their  entry  into 
practice.— K.  H.  Strong,  M.D. 


Living  With  Epileptic  Seizures,  by  Samuel  Living- 
ston, M.D.  (Springfield,  Illinois,  Charles  C Thomas, 
1963.  $6.50) . 

In  the  preface  of  this  book,  the  author  states  that 
his  primary  purpose  is  to  provide  information  on  epi- 
lepsy to  non-medical  persons  such  as  patients  and/or 
their  parents,  as  well  as  educators  and  counselors. 
Certainly  he  has  presented  pertinent  information  rel- 
ative to  the  differentiation  of  different  types  of  dis- 
orders, the  diagnostic  procedures  that  are  utilized  by 
the  medical  profession,  the  therapeutic  drugs  that  are 
available  and  the  general  management  of  the  epileptic 
patient.  He  also  discusses  such  things  as  rehabilitative 
services  that  are  available,  he  covers  the  various  socio- 
economic problems  which  may  confront  the  patient, 
and  he  presents  a general  brief  summary  of  the  heredi- 
tary and  other  more  personal  aspects  of  the  disability. 

The  book  is  very  well  written,  and  adequate  refer- 
ences have  been  provided.  However,  it  seems  to  me 
that  in  some  areas  the  content  may  be  too  complex  for 
the  average  lay  person  to  comprehend  completely.  It 
might  be  well  for  the  patient  and/or  his  parents  to 
utilize  it  in  conjunction  with  their  physicians,  as  they 
discuss  various  ones  of  their  problems. — M.  E.  Alberts, 
M.D. 

BOOKS  RECEIVED 

APPLIED  ANATOMY  OF  THE  EYE,  by  Alfred  Kestenbaum, 
M.D.  (New  York,  Grune  & Stratton,  1963.  $12.50). 

MARGIN  OF  SAFETY,  by  John  Rowan  Wilson,  M.D.  (Garden 
City,  N.  Y.,  Doubleday  & Company,  Inc.,  1963.  $4.95). 

THE  SPECIFICITY  OF  SEROLOGICAL  REACTIONS,  RE- 
VISED EDITION,  by  Karl  Landsteiner,  M.D.  (New  York, 
Dover  Publications,  Inc.,  1962.  $2.00). 

NURSING  CARE  OF  THE  LONG-TERM  PATIENT,  by  Jeanne 
E.  Blumberg,  R.N.,  and  Eleanor  E.  Drummond , R.N.  (New 
York,  Springer  Publishing  Company,  Inc.,  1963.  $....). 

THE  CARE  OF  MINOR  HAND  INJURIES,  SECOND  EDITION, 
by  Adrian  E.  Flatt,  M.D.  (St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1963.  $10.50) . 

CLINICAL  GASTROENTEROLOGY,  SECOND  EDITION,  by 
Eddy  D.  Palmer,  M.D.  (New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  Publishers,  1963.  $22.50). 

CURRENT  PSYCHIATRIC  THERAPIES,  VOLUME  III,  ed.  by 
Jules  H.  Masserman,  M.D.  (New  York,  Grune  & Stratton, 
1963.  $9.75) . 

THE  RISK  TAKERS,  by  Hugh  McLeave.  (New  York,  Holt, 
Rinehart  and  Winston,  Inc.,  1963.  $4.50). 

NEW  AND  NONOFFICIAL  DRUGS,  1963,  evaluated  by  the 
AMA  Council  on  Drugs.  (Philadelphia,  J.  B.  Lippincott 
Company,  1963.  $4.00). 

MEDICINE  AND  THE  STATE,  by  Matthew  J.  Lynch,  M.D., 
and  Stanley  S.  Raphael,  M.B.  (Springfield,  111.,  Charles  C 
Thomas,  1963.  $9.75). 

INTERNAL  MEDICINE  IN  WORLD  WAR  II:  VOLUME  II— 
INFECTIOUS  DISEASES,  ed.  by  Col.  John  Boyd  Coates, 
Jr.,  MC,  and  W.  Paul  Havens,  Jr.,  M.D.  (Washington,  D.  C., 
Office  of  the  Surgeon  General,  Department  of  the  Army, 
1963.  $....). 
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Iowa  Doctors  Engage  in  Many  Civic  Activities 


Increasingly,  each  year,  the  Iowa  Medical  Soci- 
ety, its  constituent  county  organizations,  and  in- 
dividual physicians  throughout  the  state  are  start- 
ing or  sponsoring  worthwhile  civic  activities  of 
various  sorts,  and  are  cooperating  ever  more  close- 
ly with  public  and  private  groups  having  objec- 
tives that  resemble  their  own.  A review  of  the  re- 
ports presented  and  the  plans  approved  at  this 
spring’s  IMS  Annual  Meeting  makes  this  abun- 
dantly clear. 

RECRUITING  FOR  THE  HEALTH  PROFESSIONS 

Organized  medicine,  during  the  past  year,  has 
increased  its  efforts  at  securing  more  young  peo- 
ple for  medicine,  nursing  and  the  various  para- 
medical technologies.  At  the  national  level,  with 
funds  provided  by  physicians  throughout  the 
country,  the  AMA  inaugurated  a loan  program  for 
medical  students  this  past  year.  For  a long  time, 
of  course,  the  Iowa  Medical  Society  has  made 
loans  to  medical  graduates  at  S.U.I.  from  money 
supplied  by  Iowa  doctors.  The  students  who  have 
been  aided  in  this  way  now  total  165,  of  whom  45 
have  repaid  the  sums  borrowed  and  110  have 
loans  outstanding  that  total  $150,422.31.  The  IMS 
Woman’s  Auxiliary  lends  to  students  of  nursing 
and  allied  occupations. 

As  a member  of  the  Iowa  Interprofessional  As- 
sociation, the  IMS  secures  materials  on  medical 
and  paramedical  careers,  and  helps  to  staff  booths 
at  fairs  and  at  the  state  teachers’  convention,  so  as 
to  put  them  into  the  hands  of  high  school  students. 
Several  local  medical  societies  or  groups  of  phy- 
sicians— notably  the  ones  in  Davenport,  Cedar  Rap- 
ids, Ames  and  Creston — sponsor  Future  Doctors 
Clubs  or  invite  high  school  and  college  students  to 
meet  with  them  and  to  hear  prominent  speakers 


on  medicine  as  a career.  The  IMS  Auxiliary  spon- 
sors about  65  Future  Nurses  Clubs  in  high  schools 
throughout  the  state,  in  which  approximately  1,500 
girls  are  enrolled.  In  addition,  the  IMS  and  local 
groups  of  physicians  help  to  sponsor  science  fairs 
at  Des  Moines,  Cedar  Rapids  and  Cedar  Falls,  and 
contribute  some  of  the  scholarships  and  other 
prizes  that  are  awarded  to  the  winning  exhibitors 
there.  They  are  especially  pleased  to  see  that  con- 
siderable numbers  of  students  are  thus  being  en- 
couraged to  study  the  biological  sciences  intensive- 
ly. 

SAFE  TRANSPORTATION 

To  reflect  a broadening  of  its  objectives,  the 
IMS  Committee  on  Automotive  Safety  has  recently 
been  renamed  the  Committee  on  Safe  Transpor- 
tation. This  group — and  more  importantly  a great 
many  physicians — will  soon  have  completed  three- 
quarters  of  a two-year  Cornell  University  Auto- 
motive Crash  Injury  Study,  in  cooperation  with 
the  State  Highway  Patrol  and  local  hospital  per- 
sonnel. The  findings,  together  with  ones  gathered 
in  other  parts  of  the  country,  will  be  used  in  mak- 
ing automobiles  and  highways  safer.  The  Commit- 
tee expects  shortly  to  consult  with  officials  of  the 
State  Department  of  Public  Safety  on  changes  in 
the  driver’s  license  examination  and  other  meas- 
ures that  will  do  a better  job  of  keeping  poor  driv- 
ers off  the  roads. 

The  IMS  makes  films  on  safe  driving  available 
free  of  charge  to  schools,  and  teachers  are  in- 
vited to  request  further  information  about  them 
from  the  IMS  at  529-36th  Street,  Des  Moines  12. 

The  Society  and  its  Auxiliary  interest  them- 
selves in  other  aspects  of  safety,  as  well.  Current- 
ly, they  are  publicizing  the  need  for  tetanus  and 
smallpox  immunizations  and  polio  booster  shots, 


and  are  working  to  reduce  the  numbers  and  sever- 
ity of  farm  and  home  accidents. 

COOPERATION  WITH  THE  OSTEOPATHIC  PROFESSION 

Some  significant  steps  have  been  taken  toward 
the  establishment  of  working  relations  between 
doctors  of  medicine  and  osteopathic  physicians  and 
surgeons.  As  of  April  7 of  this  year,  the  IMS  Ju- 
dicial Council  had  designated  21  osteopathic  phy- 
sicians and  surgeons  as  ones  “with  whom  it  shall 
not  be  unethical  for  doctors  of  medicine  to  as- 
sociate professionally,”  and  applications  from  an 
additional  53  had  been  passed  upon  favorably  by 
the  county  medical  societies  and  were  awaiting 
Judicial  Council  consideration.  Indeed  a majority 
of  O.P.  & S.  licensees,  at  that  time,  had  applied  for 
evaluation  or  had  already  been  approved,  and 
among  the  osteopathic  physicians — a less  fully  and 
scientifically  trained  group — there  seemed  to  be  a 
trend  to  take  the  necessary  steps  to  qualify  for 
O.P.  & S.  licenses  and  thus  to  make  themselves 
eligible  for  the  IMS  accreditation  program. 

The  most  recent  of  the  steps  toward  cooperation 
between  the  two  professions  was  the  Legislature’s 
enactment  of  a composite  licensure  board.  The  pro- 
visions of  the  statute  were  reviewed  on  the  “green 
sheet”  in  the  June  journal  of  the  iowa  medical 
society.  Henceforth,  new  graduates  of  osteopathic 
schools  must  have  received  O.P.  & S.  training  and 
must  pass  the  same  tests  as  medical  school  gradu- 
ates if  they  are  to  be  licensed  in  Iowa. 

HEALTH  EDUCATION  ACTIVITIES 

As  in  previous  years,  the  IMS  and  several  of  the 
larger  county  medical  societies  conducted  public 
forums  on  medical  topics  of  popular  interest;  pro- 
vided authoritative  speakers  for,  or  sponsored, 
several  series  of  radio  and  television  programs  on 
such  topics;  and,  through  the  IMS  Speakers’ 
Bureau,  arranged  to  have  doctors  address  almost 
innumerable  meetings  of  service  clubs  and  fra- 
ternal organizations.  The  IMS  worked  for  the  pass- 
age of  an  adequate  Kerr-Mills  appropriation  by 
the  1963  General  Assembly,  and  for  the  adoption 
of  the  fiscal-agent  method  of  administering  the 
program — one  which  will  help  make  sure  that  it 
achieves  all  of  its  purposes. 

The  IMS  Auxiliary  is  continuing  to  provide  high 
school  teachers  and  leaders  of  youth  groups  in 
churches  with  a set  of  instructional  materials 
called  “Milestones  to  Marriage”  which  are  de- 
signed to  prevent  many  of  the  difficulties  that  are 
responsible  for  our  country’s  rising  divorce  rate. 

In  May,  1962,  together  with  the  AMA,  the  IMS 
conducted  an  11-state  rural  health  conference  in 
Des  Moines,  and  plans  are  now  being  made  for  a 
meeting  in  the  fall  of  1963,  also  in  Des  Moines,  at 
which  the  public  will  be  shown  and  warned  against 
some  of  the  various  forms  of  quackery. 


IMPROVEMENT  OF  PATIENT  CARE 

Progress  reports  were  presented  during  the  IMS 
Annual  Meeting  on  a number  of  projects  designed 
to  protect  patients’  pocketbooks  and  to  assure  their 
getting  the  best  of  care.  As  someone  has  aptly  re- 
marked, “It  is  doctors  who  use  hospital  beds;  pa- 
tients only  lie  in  them.”  For  this  reason,  phy- 
sicians have  a major  responsibility  for  getting  peo- 
ple up  and  about  after  surgery,  as  promptly  as  is 
consistent  with  their  recovery;  for  sending  them 
to  the  hospital  for  tests  only  when  the  procedures 
can’t  satisfactorily  be  performed  in  the  doctors’ 
offices;  and  for  exerting  pressure  upon  the  rel- 
atives, if  necessary,  to  arrange  for  the  patients’ 
convalescence  outside  of  the  hospital  as  soon  as 
it  is  safe  for  them  to  leave. 

For  these  purposes,  “utilization  committees”  have 
been  established  by  a number  of  individual  hospi- 
tals. Like  the  “tissue  committees”  the  check  upon 
and  work  at  improving  surgical  procedures  at  the 
local  level,  the  utilization  committees  work  to  re- 
duce the  lengths  of  hospitalizations.  Consider- 
ation is  also  being  given  to  the  conducting  of 
spot  checks,  from  time  to  time,  at  institutions 
throughout  the  state. 

So  that  greater  numbers  of  graduates  from  the 
S.U.I.  College  of  Medicine  can  be  induced  to  pre- 
pare for  general  practice  and  to  stay  in  Iowa,  the 
IMS  is  working  with  the  dean  of  the  school,  Dr. 
Robert  C.  Hardin,  on  a plan  for  internships  at  com- 
munity hospitals. 

AN  IMS  COMMITTEE  TO  WORK  WITH  STATE 
DEPARTMENTS 

To  replace  its  Committee  on  Public  Health,  the 
IMS  created  a Committee  on  State  Departments 
at  its  Annual  Meeting  in  April.  This  new  group 
consisting  of  the  physicians  who  are  chairmen  of 
other  IMS  committees  having  frequent  dealings 
with  the  State  Board  of  Health,  the  State  Board  of 
Control,  the  State  Board  of  Social  Welfare,  etc., 
will  invite  representatives  of  those  agencies  to 
participate  in  its  meetings  whenever  appropriate. 
This  is  viewed  as  the  first  stage  in  a thorough  re- 
organization of  the  40  or  more  IMS  committees, 
designed  to  eliminate  overlapping  of  responsibility 
and  to  make  for  increased  efficiency.  This  initial 
change,  in  particular,  will  facilitate  frequent  ex- 
changes of  ideas  and  closer  cooperation  between 
physicians  and  state  officials  on  all  phases  of  public 
health  work. 

CONCLUSION 

The  doctors  of  medicine  in  Iowa,  their  profes- 
sional organizations,  and  the  members  of  their 
families  endeavor  to  serve  the  public  in  myriad 
ways,  and  those  that  have  been  mentioned  here 
are  no  more  than  a few  of  them.  Physicians  firmly 
believe — and  they  hope  their  fellow  citizens  will 
agree — that  all  of  their  activities  are  truly  in  the 
public  interest. 
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HIGHLIGHTS  OF  IMS  OFFICERS'  MEETINGS 

BOARD  of  trustees 
May  16,  1963 

Councilor  Appointments.  The  Board  was  informed 
that  F.  G.  Ober,  M.D.,  Burlington,  had  accepted  appoint- 
ment to  serve  as  Councilor,  8th  District,  replacing  J.  H. 
Sunderbruch,  M.D.,  and  that  W.  M.  Krigsten,  M.D.,  had 
accepted  an  appointment  to  serve  as  Councilor,  4th 
District,  replacing  M.  A.  Blackstone,  M.D.  These  ap- 
pointments will  be  effective  until  the  1964  Annual 
Meeting. 

Iowa  Medical  Foundation.  On  authority  of  the  House 
of  Delegates,  the  IMS  has  established  the  Iowa  Medical 
Foundation.  This  new  instrumentality  will  continue  the 
medical-student  loan  program  that  previously  has  been 
conducted  by  the  IMS  Educational  Fund,  and  in  addi 
tion  will  finance  or  subsidize  postgraduate  medical 
education  courses  and  programs,  and  public  service 
activities  that  have  a close  relationship  to  medicine 
and  health.  Specific  projects  will  be  announced  as  soon 
as  possible. 

Gifts  and  bequests  to  the  Iowa  Medical  Foundation 
will  be  tax  exempt,  and  several  have  already  been  re- 
ceived. 

EXECUTIVE  COUNCIL 

May  16,  1963 

Legislative  Report.  The  chairman  of  the  Committee 
on  Legislation  reported  on  the  actions  of  the  1963  Gen- 
eral Assembly  of  Iowa.  His  remarks  were  the  basis  for 
the  “In  the  Public  Interest”  (green  sheet)  in  the  June 
issue  of  the  journal  of  the  iowa  medical  society,  and 
all  physicians  who  missed  seeing  it  are  urged  to  look 
for  it  and  read  it. 

Implementation  of  Kerr-MiUs.  The  Council  was  in- 
formed that  the  Legislature’s  authorization  for  an 
MAA  program  will  become  effective  on  July  4,  1963.  It 
was  announced  that  the  Kerr-Mills  Advisory  Council 
would  meet  on  June  5 to  develop  recommendations 
for  implementing  the  MAA  program  in  Iowa,  which 
would  then  be  submitted  to  the  State  Board  of  Social 
Welfare  for  consideration.  It  was  pointed  out  that  the 
IMS  representative  to  the  Kerr-Mills  Advisory  Council 
must  receive  guidance  and  counsel  from  the  Society 
concerning  the  type  of  program  which  would  be  ac- 
ceptable to  the  physicians  of  Iowa,  prior  to  June  5. 

Following  a lengthy  discussion,  the  Council  took  the 
following  actions  in  reference  to  this  matter: 

1.  An  emergency  meeting  of  the  IMS  Subcommittee 
on  Public  Assistance  should  be  scheduled  immediately 
in  order  to  develop  specific  recommendations  and 
guidelines  regarding  implementation  of  the  MAA  pro- 
gram in  Iowa,  with  particular  reference  to  participa- 
tion of  physicians.  The  IMS  representative  on  the 
Kerr-Mills  Advisory  Council  should  also  be  present  at 
this  meeting. 

2.  Following  the  meeting  of  the  Public  Assistance 
Subcommittee,  a report  of  its  deliberations  should  be 
transmitted  to  members  of  the  Executive  Council, 
along  with  other  source  material. 

3.  The  Executive  Council  should  meet  on  or  before 
June  4,  with  the  members  of  the  Public  Assistance 
Subcommittee,  and  with  the  IMS  representative  on 
the  Kerr-Mills  Advisory  Council,  to  consider  rec- 
ommendations regarding  the  MAA  Program  submitted 
by  the  Subcommittee  on  Public  Assistance,  and,  if 
deemed  advisable  and  appropriate,  develop  specific 


recommendations  and  guidelines  to  be  followed  by  the 
IMS  representative  on  the  Kerr-Mills  Advisory  Coun- 
cil. 

Operation  Hometown.  The  chairman  of  the  IMS 
King-Anderson  Planning  Committee  told  the  Executive 
Council  that  state  medical  societies  have  been  request- 
ed by  the  AMA  to  coordinate  “Operation  Hometown,” 
a national  legislative  program  for  county  medical  so- 
cieties, designed  to  offset  the  mounting  pressure  for 
King-Anderson  legislation  in  the  88th  Congress.  He 
explained  that  the  program  is  divided  into  seven  sec- 
tions— county  campaign  chairman  coordination,  county 
speakers  bureau,  enlisting  allies,  newspapers-radio- 
television,  materials  distribution,  congressional  con- 
tacts and  letter  writing. 

General  Practitioner  Award.  The  Executive  Council 
was  informed  that  an  Outstanding  General  Practition- 
er of  the  Year  was  not  elected  at  the  1963  Annual 
Meeting  since  only  one  candidate  was  nominated,  and 
the  reference  committee  did  not  have  a basis  for  com- 
parison. On  recommendation  of  the  Reference  Commit- 
tee on  GP  Award,  the  House  of  Delegates  authorized 
the  Executive  Council  to  study  the  feasibility  of  dis- 
continuing the  presentation  of  an  annual  IMS  GP 
Award,  in  conformity  with  an  action  taken  by  the 
AMA  to  abolish  the  National  General  Practitioner  of 
the  Year  Award.  Following  discussion,  the  Executive 
Council  approved  a motion  to  abolish  the  IMS  General 
Practitioner  of  the  Year  Award,  beginning  in  1964. 

Medical  Education  and  Hospitals.  A final  report  on 
compensation  of  internes  and  residents  was  to  be 
presented  at  the  Annual  Meeting  of  the  AMA,  in 
Atlantic  City  on  June  16-20,  1963.  The  original  report 
presented  by  the  AMA  Council  on  Medical  Education 
and  Hospitals  and  Council  on  Medical  Service  at  last 
November’s  clinical  meeting  in  Los  Angeles  was  sub- 
stantially as  follows: 

“1.  The  need  for  reform  is  supported  by  the  follow- 
ing factors:  competition  for  talent  by  other  professional 
and  scientific  fields,  the  increasing  cost  in  time  and 
money  of  the  total  educational  experience  of  the  stu- 
dent of  medicine,  the  increasing  cost  of  living  for  the 
young  physician  and  his  family,  and  the  changed  eco- 
nomic status  of  the  hospital  patient  population. 

“2.  Since  patients  capable  of  paying  for  medical 
services  necessarily  are  now  becoming  of  increasing 
importance  to  the  training  of  house  officers,  this  results 
inevitably  in  interns  and  residents  providing  medical 
services  for  which  professional  fees  are  available.  Fees 
attributable  to  services  provided  by  house  officers  to 
paying  patients  should  be  collected  for  and  allocated  to 
the  financial  support  of  graduate  training  programs,  in- 
cluding salaries  for  house  officers. 

“3.  Eight  principles  have  been  developed  governing 
the  relationship  of  house  officers  to  patients  for  whose 
care  compensation  is  received,  and  are  as  follows: 

“a.  The  number  of  patients  assigned  to  house  officers 
shall  be  limited  by  the  educational  needs  of  the  intern 
and  residency  program;  such  patients  will  continue  to 
be  seen  by  the  attending  staff  physician  and  ultimate 
responsibility  for  their  care  will  remain  in  his  hands. 

“b.  Assignment  of  responsibility  to  house  officers  for 
the  care  of  patients  shall  be  based  on  their  competence 
to  assume  this  responsibility. 

“c.  Paying  patients  should  be  assigned  to  the  house 
staff  by  the  attending  physician  only  with  the  knowl- 
edge and  consent  of  the  patients  concerned. 

“d.  When  the  house  staff  has  such  an  assigned  role  in 
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the  medical  care  of  paying  patients,  all  applicable  fees 
shall  be  collected  and  shall  be  deposited  in  a special 
fund. 

“e.  The  special  fund  shall  be  administered  by  a com- 
mittee of  the  attending  staff. 

“f.  The  fund  shall  be  used  exclusively  in  support  of 
intern  and  resident  training  programs,  including  sal- 
aries for  house  officers. 

“g.  The  fund  shall  not  be  used  for  support  of  the 
general  operations  of  a hospital,  medical  school,  uni- 
versity, or  welfare  department. 

“h.  Compensation  arising  from  this  fund  for  any 
individual  intern  or  resident  shall  not  be  related  di- 
rectly to  fees  collected  for  the  services  rendered  by 
him. 

“4.  While  the  educational  experience  is  a major  con- 
sideration in  a young  physician’s  choice  of  internship 
and  residency,  he  should  receive  a salary  which  will 
enable  him  to  support  himself  and  his  family  without 
the  necessity  of  resorting  to  outside  help  or  work. 
A specific  minimum  salary  cannot  be  set  in  view  of 
geographic  and  other  differences  between  hospitals, 
but  cost-of-living  studies  might  be  used  as  guides  in 
the  development  of  appropriate  salaries. 

“5.  The  major  beneficiaries  of  house  officer  service 
are  the  patient,  the  community,  the  hospital,  and  the 
attending  staff.  Each  of  these  has  an  obligation  regard- 
ing the  adequate  support  of  the  house  staff. 

“6.  The  community,  and  particularly  its  medical  com- 
ponent, have  an  opportunity  and  responsibility  to  in- 
fluence those  concerned  with  the  operation  of  third- 
party  prepaid  medical  care  plans,  to  assure  that  income 
from  such  plans  be  made  available  for  the  support  of 
graduate  training  programs  when  house  officers  deliver 
the  services  for  which  fees  are  provided  under  those 
plans. 

“7.  The  attending  staff  of  the  hospital  is  responsible 
for  a determination  of  the  level  and  method  of  com- 
pensation of  house  officers  for  that  portion  of  their 
services  to  paying  patients  which  are  purely  of  a pro- 
fessional nature,  and  the  hospital  corporate  body  is 
responsible  for  a determination  of  the  level  and  meth- 
od of  compensation  of  house  officers  for  services  which 
are  of  an  administrative  or  educational  nature  pertain- 
ing to  the  normal  obligations  of  a hospital. 

“8.  A variety  of  methods  may  be  developed  for  pro- 
viding more  adequate  house  officers’  salaries.  Specific 
details  of  such  plans  must  be  developed  locally  through 
the  mutual  efforts  of  the  hospital  attending  staff,  the 
hospital  governing  body,  third-party  health  insurance 
groups,  and  welfare  and  other  community  agencies. 

“9.  In  developing  an  appropriate  method  for  improv- 
ing the  salary  level  of  house  officers,  any  possible  in- 
creased costs  are  a concern  of  the  hospital,  the  attend- 
ing staff,  and  patients  in  relation  to  the  benefits  each 
received  from  services  of  the  house  staff. 

“10.  The  Committee  on  Medical  Education  and  Hos- 
pitals was  interested  in  one  suggested  type  of  plan 
already  in  operation  in  several  hospitals,  in  which 
house  officers  might  become  employees  of  a partner- 
ship of  the  hospital  attending  staff.  If  such  suggested 
plans  were  to  be  adopted,  the  present  difficulties  in 
collecting  fees  from  third-party  prepayment  plans 
might  be  eliminated  since  the  partnership  would  be 
permitted  to  bill  and  collect  fees  ethically  and  legally 
for  services  of  its  employees,  there  would  be  no  re- 
quirement that  interns  and  residents  so  employed  must 
be  licensed  by  the  state  in  which  the  hospital  is  located 


unless  state  laws  specify  otherwise,  and  the  hospital 
corporate  body  would  be  able  to  contribute  its  appro- 
priate share  of  the  compensation  of  house  officers  into 
the  special  fund  for  support  of  the  graduate  programs. 

“11.  Whatever  method  of  employment  for  house  offi- 
cers is  developed,  the  responsibility  of  the  hospital 
governing  body  and  the  hospital  attending  staff  should 
not  be  altered  with  reference  to  appointment  of  quali- 
fied interns  and  residents  to  the  house  staff.  Methods 
of  employment  or  compensation  should  not  alter  in 
any  way  the  educational  values  of  the  programs  or  the 
standards  by  which  they  are  evaluated,  approved,  and 
listed  in  the  directory  of  approved  internships  and  res- 
idencies. 

“12.  Reform  of  the  traditional  level  and  method  of 
financial  compensation  of  house  officers  is  vital  for 
recruitment  of  medicine  in  the  future;  it  is  essential  for 
the  health  care  of  the  American  public  in  assuring  that 
all  future  physicians  receive  the  full  degree  of  training 
which  they  desire.  It  is  in  the  best  medical  tradition 
that  the  medical  profession  be  primarily  responsible 
for  assuring  an  adequate  future  supply  of  physicians.” 

The  IMS  Committee  on  Medical  Education  and  Hos- 
pitals has  not  made  specific  recommendations  regard- 
ing this  matter,  but  it  does  believe  that  extreme  care 
must  be  exercised  in  the  development  of  any  pro- 
gram involving  compensation  for  interns  and  residents 
in  order  to  protect  the  fiscal  soundness  of  the  hospitals. 

At  the  IMS  Executive  Council  meeting  on  May  16, 
1963,  it  was  pointed  out  that  approval  of  the  AMA 
report,  in  its  present  form,  would  eventually  permit 
the  corporate  practice  of  medicine  by  hospitals,  and 
would  enhance  the  possibility  that  internes  and  resi- 
dents might  select  hospitals  on  the  basis  of  the  com- 
pensation they  offered,  rather  than  for  the  quality  of 
training  programs  they  could  provide.  It  was  agreed 
that  the  IMS  should  oppose  adoption  of  the  joint  re- 
port of  the  AMA  Councils  regarding  compensation  of 
internes  and  residents. 

The  Executive  Council  was  informed  that  R.  N.  Lari- 
mer, M.D.,  of  Sioux  City,  had  been  nominated  for 
membership  on  the  AMA  Council  on  Medical  Educa- 
tion and  Hospitals.  Dr.  Larimer  is  chairman  of  the 
IMS  Committee  on  Medical  Education  and  Hospitals. 
The  Executive  Council  heartily  endorsed  Dr.  Larimer’s 
candidacy,  and  instructed  the  IMS  delegates  to  the 
AMA  to  support  his  election. 

Vexatious  Litigation.  The  Executive  Council  was 
reminded  that  the  House  of  Delegates  had  approved 
the  preparation  of  a resolution  on  vexatious  litigation, 
based  on  a resolution  emanating  from  the  Marion 
County  Medical  Society,  to  be  submitted  to  the  AMA 
House  of  Delegates  in  June. 

The  “resolved”  portion  of  the  proposed  resolution 
was  as  follows: 

Resolved,  That  the  AMA  prepare  a bill,  to  serve  as  a model 
for  any  state  medical  society  wishing  to  enact  such  legisla- 
tion, to  provide  ( 1 ) that  the  losing  party  to  a lawsuit  must 
pay  the  winning  party  all  his  expenses,  including  those  for 
the  necessary  services  of  a lawyer;  (2)  that  the  poor  man, 
if  he  has  a legitimate  case,  be  enabled  to  sue;  and  (3)  that 
some  predetermined  fee  shall  be  established  or  some  regula- 
tion made  as  to  the  fees  the  losing  party  pays  the  other 
attorney. 

Bierring  Memorial  Fund.  The  Executive  Council  was 
notified  that  an  Iowa  committee  has  been  formed  to 
create  a memorial  to  the  late  W.  L.  Bierring,  M.D.,  and 
it  hopes  to  raise  approximately  $20,000  in  contributions 
to  remodel  and  furnish  the  conference  room  of  the 
State  Department  of  Health,  State  Office  Building.  A 
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letter  providing  specific  information  on  the  proposed 
memorial  will  be  transmitted  to  all  members  of  the 
IMS  in  the  near  future.  Members  of  the  allied  health 
professions  are  also  to  be  contacted,  in  addition  to  a 
number  of  Dr.  Bierring’s  friends  and  colleagues 
throughout  the  country. 

1964  IMS  Annual  Meeting.  The  Executive  Council 
was  informed  that  the  Board  of  Trustees  has  selected 
the  Hotel  Fort  Des  Moines,  Des  Moines,  Iowa,  as  the 
site  for  the  1964  Annual  Meeting  of  the  IMS,  which  is 
to  be  held  April  26-29.  It  was  also  reported  that  the 
Board  will  consider  various  methods  of  enhancing 
attendance  at  scientific  and  technical  exhibits,  and 
will  study  the  most  convenient  meeting  arrangements 
for  sessions  of  the  House  of  Delegates. 

EXECUTIVE  COUNCIL 

June  4,  1963 

Dr.  Edwards  reviewed  the  recommendations  which 
the  Subcommittee  on  Public  Assistance  had  developed 
at  its  meeting  on  May  23  for  an  Iowa  MAA  program. 

It  was  pointed  out  that  the  Kerr-Mills  Enabling  Act 
sets  forth  eligibility  requirements,  but  scope  of  services 
to  be  provided  will  be  determined  by  the  Board  of 
Social  Welfare.  In  this  connection,  it  was  explained 
that  the  Kerr-Mills  Advisory  Council  can  influence  to 
a great  extent  the  final  decision  of  the  Board  of  Social 
Welfare  as  it  develops  rules  and  regulations  for  imple- 
menting the  MAA  program  in  Iowa. 

Dr.  F.  C.  Coleman  said  that  the  Kerr-Mills  Advisory 
Council,  on  which  he  is  the  IMS  representative,  would 
consider  the  following  items  at  its  meeting  on  Wednes- 
day, June  5: 

1.  Scope  of  services  to  be  covered  under  the  MAA 
program. 

2.  Fee  schedules  to  be  used  in  paying  for  services. 

3.  Mechanism  for  implementing  the  fiscal  agent. 

Dr.  Coleman  also  reported  that  the  Advisory  Council 

would  probably  be  requested  to  meet  with  the  State 
Board  of  Social  Welfare  within  10  days,  and  that  Mr. 
Lawrence  Putney,  chairman  of  the  Board,  had  indi- 
cated the  program  will  be  in  operation  within  the  next 
three  months. 

Following  a lengthy  discussion,  the  Executive  Coun- 
cil passed  the  following  motions  in  specific  reference 
to  implementation  of  the  MAA  Program  in  Iowa,  and 
physician  participation  in  it: 

1.  That  the  Iowa  Medical  Society  continue  to  provide 
leadership  in  the  provision  of  care  for  the  sick,  needy 
aged  in  Iowa,  through  implementation  of  the  Kerr- 
Mills  program. 

2.  That,  under  the  MAA  Program,  all  physician  serv- 
ices (M.D.’s)  be  paid  for  when  treatment  of  illness  or 
injury  is  necessary  and  the  recipient  is  certified  by  the 
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attending  physician,  and  when  $50  expense  for  medical 
care  has  been  incurred;  further,  that  difficult  cases  re- 
quiring unusual  fee  determinations  be  referred  to  the 
appropriate  county  society  or  state  society  committee 
for  review. 

3.  That  physicians  charge  their  usual  fees,  with  the 
understanding  that  the  fees  may  be  discounted  at  a 
percentage  rate  comparable  to  the  reduction  accepted 
by  other  vendors  participating  in  the  MAA  program. 

4.  That  the  fiscal  agent  to  administer  the  MAA  pro- 
gram be  selected  on  the  basis  of  competitive  bidding. 

Dr.  Edwards  indicated  that  the  Executive  Council 
will  be  consulted  again  before  any  final  commitments 
are  made  relative  to  physician  participation  in  the 
MAA  program  in  Iowa. 


Congenital  Heart  Defects  Booklet 
Updated 

The  American  Heart  Association  has  issued  a 
revised  and  expanded  edition  of  a booklet  de- 
signed to  aid  physicians  in  preparing  parents  of 
children  with  inborn  heart  defects  for  events  that 
may  follow  the  preliminary  diagnosis. 

The  publication,  if  your  child  has  a congenital 
heart  defect,  now  describes  nine  defects  which 
are  considered  operable- — two  more  than  were  in- 
cluded when  the  first  edition  was  published  in 
1960.  The  newly  included  defects  are  transposi- 
tion of  the  great  vessels  and  tricuspid  atresia.  Also 
described  are  coarctation  of  the  aorta,  patent 
ductus  arteriosus,  atrial  and  ventricular  septal 
defects,  tetralogy  of  Fallot,  and  aortic  and  pulmo- 
nary valvular  stenosis.  Diagrams  of  the  different 
conditions  are  included,  as  well  as  a diagram  of  the 
normal  heart  on  which  the  physician  may  wish  to 
sketch  the  individual  patient’s  defect.  In  addition, 
the  booklet  outlines  diagnostic,  operative  and  post- 
operative procedures  and  notes  some  of  the  com- 
munity resources  available  to  help  the  child  and 
the  parents. 

Physicians  and  other  professional  workers  may 
request  copies  of  the  booklet  from  the  Iowa  Heart 
Association,  2100  Grand  Avenue,  Des  Moines  12, 
Iowa,  or  through  their  local  Heart  Association. 

Leaflets  on  Diabetes  for  Doctors' 
Waiting  Rooms 

DIABETES — WHAT  YOU  DON’T  KNOW  CAN  HURT  YOU, 

a new  pamphlet  for  distribution  through  doctors’ 
waiting  rooms,  has  just  been  introduced  to  the 
medical  profession  by  the  Ames  Company,  Inc., 
of  Elkhart,  Indiana.  Designed  for  the  physicians’ 
patients,  it  deals  frankly  with  the  signs  and  symp- 
toms of  diabetes  and  with  the  importance  of  de- 
tecting diabetes  early.  Attention  is  called  to  the 
1,500,000  unknown  diabetics,  the  warning  signs  of 
diabetes  and  the  dangers  of  untreated  diabetes. 

An  initial  mailing  to  over  80,000  physicians  con- 
tained an  order  card  which  the  physician  could  re- 
turn for  a quantity  of  the  pamphlets  in  a stand-up 
rack  for  his  waiting  room. 


Hearing  Disturbances  in  Allergic  Children 


VICTOR  L.  SZANTON,  M.D.,  F.A.C.A., 
and  WILLETTE  C.  SZANTON,  M.A. 

Derby,  Connecticut 

A school  hearing  test  in  March  showed  that 
David  T.,  age  seven,  had  a moderate  degree  of 
deafness.  Noting  that  he  had  a “cold”  at  the  time 
of  testing,  however,  the  school  nurse  discounted 
the  results,  and  scheduled  him  for  retest.  Pupil 
loads  being  what  they  are,  David’s  retest  came  the 
following  March.  Results,  and  health  picture,  were 
much  the  same  as  before.  The  otologist  who  saw 
him  on  referral  two  months  later  found  scarcely 
any  disturbance  of  hearing,  and  advised  Mrs.  T. 
to  “wait  and  see.”  In  the  last  week  of  September 
of  the  same  year,  David’s  hearing,  retested,  was 
demonstrably  superior.  This  should  have  closed 
the  case,  proving  once  more,  as  so  often  claimed, 
that  hearing  tests  on  young  children  are  notori- 
ously unreliable.  One  more  test  was  performed, 
however,  just  10  days  later.  Suddenly,  a degree  of 
loss  similar  to  that  demonstrated  the  previous 
March  was  back  with  David  again.  By  which  test 
should  the  confused  family  and  school  be  guided? 

SCHOOL  TESTS  OFTEN  MISS  TRANSIENT 
HEARING  LOSSES 

It  is  one  of  the  purposes  of  this  presentation  to 
demonstrate  that  although  these  results  seem  to  be 
mutually  contradictory,  they  are,  in  fact,  all  accu- 
rate and  reliable  measurements  of  function  in  a 
boy  who  varies,  with  variations  in  his  environ- 
ment. Cutaneous  testing  confirmed  the  clinical 
history;  David  was  sensitive  to  house  dust.  Symp- 
tomatically and  by  cutaneous  testing,  he  was  not 
sensitive  to  ragweed.  On  October  3,  between  the 
test  showing  excellent  hearing,  and  that  again 
showing  a hearing  loss,  the  hot  air  heat  had  been 
turned  on  in  David’s  home. 

In  1958,  Wishik,  Kramm  and  Koch,1  citing  their 
eight-year  study  of  school  children  in  Reading, 
Pennsylvania,  reported  hearing  tests  on  1,726  chil- 

Except  for  the  final  section  captioned  “Addendum,”  this 
article  is  reprinted,  with  the  permission  of  the  editors,  from 
ANNALS  OF  ALLERGY,  19:1177-1187,  (Oct.)  1961. 


dren.  They  stressed  the  frequency  of  short  dura- 
tion hearing  loss  and  suggested  that  the  usual  bi- 
ennial interval  for  school  hearing  surveys  is  too 
long.  Although  these  authors  were  concerned  with 
factors  other  than  etiology,  and  did  not  relate  their 
findings  either  to  seasons  of  heightened  allergenic 
stress,  or  to  otologic  symptoms,  note  was  made  of 
histories  indicating  “the  frequent  existence  of 
nasopharyngeal  infection.”  They  recommended  that 
hearing  tests  be  given  to  any  child  “when  infec- 
tions or  allergic  involvement  of  ear,  nose  or  throat 
are  frequent  or  excessive.”  A seemingly  unrelated 
finding  of  this  excellent  and  many-faceted  study 
is  that  among  children  five  to  seven  years  of  age 
who  “failed  their  first  audiometric  tests,  48.4  per 
cent  failed  later  tests.”  The  unstated  corollary  of 
this  observation  is  that  51.6  per  cent  of  these  chil- 
dren overcame  or  outgrew  their  hearing  disturb- 
ance within  the  eight  years  of  follow-up  covered 
by  the  report.  We  are,  therefore,  presented  with 
two  phenonema  not  customarily  recognized  in  dis- 
cussions of  hearing  loss:  (1)  the  intermittent  hear- 
ing loss  of  varying  intensity  and  duration,  and  (2) 
the  hearing  loss  which  disappears  as  the  child 
grows  older. 

It  is  time  for  an  integration  of  those  findings 
made  in  the  fields  of  otology,  audiology  and  allergy 
which,  when  taken  together,  will  simultaneously 
explain  these  phenomena  and  give  new  signifi- 
cance to  the  findings  themselves. 

ANATOMY  AND  PHYSIOLOGY 

Of  first  importance  is  a brief  review  of  the  anat- 
omy and  physiology  of  the  eustachian  tube,  best 
described  by  Wilson2  (Figure  1,  A and  B):  “The 
eustachian  tube  is  different  in  infants  as  compared 
to  adults.  In  the  former  (infants),  the  tube  is  very 
much  shorter,  being  less  than  half  the  adult  length 
(14  mm.  compared  to  about  35  mm.),  while  the 
tympanic  orifice  and  the  calibre  of  the  tube  are 
quite  as  large  as  in  the  adult.  The  tube  as  a whole, 
therefore,  is  relatively  much  wider  than  in  the 
adult.  The  osseous  and  cartilaginous  portions  of 
the  tube  are  very  much  in  the  same  straight  line, 
whereas  in  the  adult  they  form  an  obtuse  angle 
at  the  junction.  The  direction  of  the  tube  is  almost 
horizontal,  the  tympanic  orifice  being  practically 
at  the  same  level  as  the  pharyngeal  opening,  while 
in  the  adult  it  is  15  mm.  higher.  The  pharyngeal 
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opening  of  the  tube  at  birth  is  opposite  the  edge 
of  the  hard  palate,  while  in  the  adult  it  is  at  least 
10  mm.  above  this  level.” 

The  eustachian  tube  is  a combined  ventilating 
and  drainage  channel.  It  is  normally  closed,  and 
opens  periodically  to  ventilate  the  tympanic  cav- 
ity. Its  chief  function  is  to  maintain  an  equal  air 
pressure  on  each  side  of  the  tympanic  membrane, 
i.e.,  in  the  external  and  the  middle  ear.  “This  is 
essential  to  a free-swinging  lever  system,  as  a 
marked  difference  in  pressure  between  the  outer 
canal  and  the  tympanic  cavity  tends  to  lessen  the 
effectiveness  of  sound  vibrations  upon  the  ossi- 
cles. The  manner  in  which  the  air  pressure  equali- 
zation is  effected  is  through  the  intermittent  open- 
ings of  the  muscular  portion  of  the  tube  which 
take  place  simultaneously  with  the  act  of  swal- 
lowing.”3 

The  mechanism  and  effects  of  eustachian  tube 
dysfunction  should  next  be  noted.  Birrell1  points 
out  that  the  result  of  obstruction  of  the  eustachian 
tube  is  that  oxygen  is  absorbed  in  the  middle  ear, 
and  negative  pressure  develops  because  the  air  thus 
lost  cannot  be  replaced  until  the  tube  opens.  Since 
air  in  the  external  meatus  remains  at  atmospheric 
pressure,  the  tympanic  membrane  becomes  in-, 
drawn.  This  differential  loading  of  the  two  sides 
of  the  membrane  results  in  a conductive  deafness, 
which  is  called  vacuum  otitis.  The  main  symptom 
is  hearing  loss,  usually  unassociated  with  any  pain. 
Following  this,  exudation  of  seromucus  into  the 
tympanic  cavity  occurs.  The  outstanding  symptom 
is  then  a sensation  of  fullness  in  the  ear,  with 
transitory  tinnitus  and  hearing  loss.  This  condi- 
tion is  called  secretory  or  serous  otitis  media,  and 
is  a disease  entity  commonly  met  with  in  otologic 
practice.  Revealingly,  Armstrong5  states  that  in 


his  series  of  1,016  ears  with  fluid,  78  per  cent  oc- 
curred in  children  eight  years  of  age  or  under. 
Davison6  reports  that  over  65  per  cent  of  middle 
ear  effusions  occur  under  10  years  of  age,  and  an- 
other 16  per  cent  in  the  11  to  21  year  age  group. 

The  commonest  cause  of  obstruction  of  the  eusta- 
chian tube  is  an  increase  of  lymphoid  tissue  in  the 
nasopharynx.  The  etiology  of  this  hypertrophy  be- 
ing seldom  discussed,  removal  of  excessive  tissue 
by  surgery  or  irradiation  has  been  the  customary 
procedure  without  consideration  of  causes  that 
may  stimulate  its  regrowth.  The  matter  of  etiology 
has  recently  been  receiving  increased  attention, 
however.  Clein7  has  reported  a recurrence  of 
lymphadenoid  tissue  in  the  tonsillar  fossa  in  27 
per  cent  of  allergic  children,  as  compared  with  3 
per  cent  of  non-allergic  children.  Glaser8  has  the 
impression  that  any  child  who  has  to  have  tonsils 
or  adenoids  or  both  removed  more  than  once  is  an 
allergic  child.  Solow0  states  that  one-third  of  all 
serous  otitis  cases  which  he  has  investigated  are 
due  to  allergy,  and  further  that  one  of  the  main 
symptoms  of  allergic  otitis  media  is  a fluctuating 
hearing  loss. 

DIAGNOSIS 

Kuhn10  has  emphasized  the  need  to  search  out 
hearing  disorders  due  to  allergy.  He  stated,  as  did 
Solow  after  him,  that  the  best  clue  is  the  varia- 
bility in  the  presence  and  intensity  of  hearing 
changes  from  day  to  day.  He  suggested  the  diag- 
nosis be  made  from  the  patient’s  history,  the  vari- 
ability of  symptoms  over  a time,  and  a base  line 
audiogram  followed  by  a test  dose  of  epinephrine 
and  a repeat  audiogram.  If  the  test  is  positive, 
i.e.,  showing  subjective  changes  and  an  increase  in 


(B) 


Figure  I.  Oblique  sections  to  show  the  direction  of  the  external  auditory  meatus  and  of  the  eustachian  tube  (A)  at  birth, 
and  (B)  in  the  adult.  Part  A is  approximately  life-size;  Part  B is  reduced  to  the  same  size  for  comparison. 
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hearing  acuity,  the  patient  should  be  investigated 
thoroughly  from  the  allergic  standpoint. 

Canfield11  points  out  that  not  only  infection  but 
allergic  reaction  of  the  nose,  throat  and  ears  can 
cause  hearing  loss.  This  refers  to  an  understanding 
that  the  mucous  membrane  of  the  eustachian  tube 
is  identical  in  structure  and  in  function  with  the 
mucous  membrane  of  the  nasopharynx,  of  which 
it  is  an  extension. 

Derlacki12  writes:  “Allergic  involvement  of  the 
middle  ear  is  a part  of  the  generalized  allergic  re- 
action of  respiratory  epithelium  with  selective 
emphasis  upon  the  mucous  membranes  of  the 
eustachian  tube  of  the  tympanic  cavity.”  It  would, 
therefore,  appear  that  in  considering  allergy  of 
the  mucous  membranes  of  the  upper  respiratory 
tract,  one  should  include  not  only  the  nasopharynx 
and  the  paranasal  sinuses  but  also  the  eustachian 
tubes  and  the  mucosa  of  the  tympanic  cavity. 
Dohlman  was  the  first  investigator  to  find  eosino- 
philia  of  the  serous  fluid  in  otitis,  and  devised  the 
theory  that  sensitization  is  induced  by  a foreign 
protein — especially  cow’s  milk,  the  milk  being 
forced  up  into  the  middle  ear  in  the  usual  bottle 
feeding  of  babies.  The  anatomic  configuration  of 
the  eustachian  tube  in  the  infant  and  young  child, 
differing  as  it  does  from  that  of  the  adult,  enhances 
the  chance  for  this  type  of  sensitization.  In  addi- 
tion, the  infant  and  young  individual  spends  many 
more  hours  than  the  older  person  in  a supine  posi- 
tion. Visualizing  this  in  relation  to  position, 
width,  and  straightness  of  the  immature  eustachian 
tubes,  we  recognize  the  decrease  in  tube  drainage 
and  the  increased  opportunity  for  collection  of 
nasopharyngeal  secretions  in  and  about  the  tubal 
orifice. 

Let  us  recognize,  then,  that  an  interaction  exists 
between  the  allergic  reactivity  of  the  total  upper 
respiratory  mucosa  (with  the  well-known  fluctua- 
tions of  severity  linked  to  seasonal  and  environ- 
mental factors),  and  the  developmental  dynamics 
of  eustachian  tube  growth,  function  and  dysfunc- 
tion. There  are  variables  on  both  sides  of  this  in- 
teraction, but  they  are  predictable  variables,  and 
the  mode  and  effects  of  their  interaction  are  pre- 
dictable. We  are  thus  better  able  to  understand  the 
frequently  non-infectious  origins  of  serous  otitis 
media,  and  of  vacuum  otitis  with  its  concurrent, 
often  intermittent  hearing  loss  which  tends  to  dis- 
appear as  the  child  grows  toward  adolescence. 

As  we  have  noted,  otological  literature  is  replete 
with  reports  on  the  incidence  of  conductive  hear- 
ing loss  and,  though  to  a lesser  degree,  we  also 
find  allergists  reporting  on  the  incidence  of  allergy 
as  one  causative  factor  in  such  loss.  Case  loads  in 
each  instance,  however,  have  derived  from  otologic 
referrals  and  are  composed  entirely  of  patients 
who  have  a demonstrated  hearing  loss. 

THE  NEW  HAVEN  STUDY 

With  a converse  approach  to  the  problem,  the 
investigation  here  being  reported  was  projected 
to  discover  the  percentage  of  hearing  loss  in  a 


case  load  composed  entirely  of  allergic  patients. 
These  were  drawn  from  the  Pediatric  Allergy  Out- 
Patient  Department  clinic  at  the  Hospital  of  St. 
Raphael,  in  New  Haven,  Connecticut,  and  from  the 
private  practice  of  the  authors.  All  were  individu- 
als with  allergic  rhinitis — perennial  or  seasonal — - 
or  asthma,  or  eczema,  or  combinations  of  these 
syndromes.  Allergy  was  diagnosed  on  the  basis  of 
positive  family  history,  clinical  history  and  find- 
ings, nasal  smears,  and  confirmation  by  positive 
cutaneous  reactions  to  scratch  or  intradermal  tests 
or  both.  The  study  was  limited  to  100  individuals. 
Of  these,  55  were  male  and  45  female.  Fifty-nine 
of  the  patients  were  under  nine  years  of  age;  41 
were  nine  years  old  and  over.  Eighteen  per  cent 
of  the  patients  had  no  upper  respiratory  symptoms, 
suffering  from  other  major  allergies  previously 
mentioned. 

Concurrently  with  diagnostic  procedures,  and 
before  therapy  was  instituted,  each  patient  par- 
ticipated in  a series  of  three  audiometric  tests 
given  at  intervals  ranging  from  one  week  to  one 
month  apart.  There  was  only  chance  correlation 
between  test  dates  and  individual  periods  of 
heightened  allergic  distress.  Prior  to  testing,  it  was 
ascertained  that  patients’  ear  canals  were  free  of 
cerumen  and  that  no  infection  was  present.  Pa- 
tients were  enjoined  from  using  any  antihistamine 
or  nasal  decongestant  for  a minimum  period  of  36 
hours  before  each  test.  The  only  exception  to  this 
injunction  was  made  when  antihistamines  were 
specifically  prescribed  to  assist  with  a differential 
diagnosis.  In  these  instances,  and  when  periods 
of  conditioning  were  necessary  with  the  youngest 
patients,  more  than  three  hearing  tests  were  given. 
It  is  with  the  results  of  these  audiometric  series, 
and  their  interpretation  in  the  light  of  the  previous 
considerations,  that  this  paper  is  principally  con- 
cerned. 

An  audiogram  is  a standardized  form,  upon 
which  are  recorded  findings  relative  to  the  way  in 
which  a specific  individual  hears  a standardized 
set  of  sounds.  These  tones  are  identified  by  their 
vibratory  frequency  in  cycle-per-second  notations, 
and  are  presented  in  octave  or  semi-octave  steps; 
changes  of  intensity  are  measured  in  decibels,  and 
are  customarily  made  in  five-decibel  steps.  An 
audiometer  produces  the  test  tones,  which  may  be 
presented  to  either  ear  by  way  of  air  or  bone  con- 
duction, and  methods  both  of  presentation  and  of 
annotation  on  the  audiogram  have  been  standard- 
ized (Figure  2) . 

The  report  form  is  designed  to  relate  findings  to 
an  established  norm  for  hearing  acuity,  here  indi- 
cated by  the  line  marked  zero.  As  with  other  clin- 
ical measurements,  however,  such  as  those  for 
body  temperature,  blood  pressure,  pulse  and  res- 
pirations, this  norm  is  actually  considered  as  a 
reference  point  for  normal  function.  Judgment  and 
experience  accept  individual  variations  up  to  plus 
or  minus  10  decibels  around  this  point,  as  falling 
within  normal  limits.  Additionally,  in  recognition 
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Figure  2.  Audiogram  record. 


of  the  masking  effects  of  environmental  noise  upon 
the  hearing  of  an  individual  being  tested,  most 
hearing  surveys  include  a consideration  of  the 
noise  conditions  of  the  specific  testing  site,  and  the 
limits  of  normalcy  for  that  survey  are  extended 
accordingly. 

The  present  study  is  concerned  with  findings 
based  on  a total  of  396  audiograms  which  trace 
the  hearing  patterns  of  100  allergic  patients.  The 
tests  were  conducted  in  an  isolated,  sound-treated 
cubicle.  In  those  few  instances  where  this  was  not 
possible,  limits  of  normalcy  for  frequencies  cus- 
tomarily affected  by  variations  in  ambient  noise, 
were  adjusted.  All  the  tests  made  on  any  one  pa- 
tient were  conducted  in  identical  surroundings.  All 
tests,  on  all  patients,  were  made  with  the  same 
calibration-checked  audiometer.  All  testing  was 
performed  by  the  same  individual.  Hearing  loss, 
as  considered  from  this  point  on,  will  indicate  min- 
imum findings  of  a drop  of  acuity  of  at  least  15 
decibels  in  at  least  two  test  frequencies  in  one  ear. 
In  actuality,  only  two  of  the  loss  cases  reported  in 
this  study  demonstrated  this  minimum  finding.  All 
other  patients  had  more  marked  loss. 

Bone  conduction  tests  were  performed  as  seemed 
necessary,  and  all  cases  under  discussion  here  re- 
flect a disorder  of  the  individual’s  sound  conduc- 
tion system.  Patients  ranged  from  3x/2  years  of 
age  upwards,  and  with  many  of  the  younger  ones, 
several  periods  of  orientation  and  conditioning 


activities  had  to  precede  actual  audiometry,  so 
that  the  child  would  be  ready  to  listen  and  to  re- 
spond reliably. 

As  testing  progressed,  it  became  increasingly 
apparent  that  some  patients  maintained  excellent 
hearing  acuity  while  suffering  a high  degree  of 
upper  respiratory  congestion.  Severity  of  allergic 
symptoms,  which  were  frequently  accompanied  by 
a disturbance  of  acuity  in  the  younger  child,  were 
seldom  so  reflected  in  the  hearing  of  the  older  or 
physically  more  mature  patient.  Recalling  the 
findings  of  Armstrong  and  Davison  relative  to  age 
factors  in  the  incidence  of  secretory  otitis  media, 
and  aware  of  the  Rapaport,  Szanton,  Appel11  sur- 
vey which  demonstrated  the  spurt  in  onset  of  inci- 
dence of  allergic  syndromes  between  ages  four 
and  nine,  it  was  decided  to  study  the  results  of 
the  present  survey  on  an  age  group  basis,  with 
the  break  at  nine  years  of  age. 

RESULTS 

Table  1 presents  the  findings  concerning  hearing 
acuity  in  100  allergic  patients,  59  of  whom  were 
under  nine  years  of  age.  In  the  total  case  load, 
42  patients  suffered  some  disturbance  of  hearing 
sensitivity.  Of  these,  33  were  under  nine  years 
of  age.  Considered  on  a percentage  basis,  while  42 
per  cent  of  all  patients  showed  a loss,  in  fact,  56 
per  cent  of  the  patients  wider  nine  years  had  a 
loss,  as  compared  with  22  per  cent  of  those  who 
were  nine  years  old  or  older. 
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TABLE  l 

HEARING  ACUITY  OF  100  ALLERGIC  PATIENTS,  BY  AGE 


Age  Group 

Normal 

Loss 

Per  Cent 
Showing  Loss 

9 and  over  (41)  

32 

9 

22% 

Under  9 yrs.  (59) 

26 

33 

56% 

% distribution  (100%) 

(58%) 

(42%) 

It  had  initially  been  determined  to  include  in 
the  study  the  first  100  allergic  patients  who  were 
without  infectious  complications,  who  were  old 
enough  to  give  valid  responses  to  standard  pure- 
tone  audiometry,  and  who  would  stay  on  until  all 
diagnostic  procedures  and  hearing  tests  had  been 
completed.  There  was  no  screening  according  to 
the  nature  of  the  allergic  syndrome.  It  therefore 
developed  in  the  normal  course  of  events,  as  illus- 
trated in  Table  2,  that  although  82  patients  had 
either  perennial  or  seasonal  allergic  rhinitis  in- 
cluded in  the  diagnosis,  18  patients  lacked  either 
of  these  syndromes,  presenting  instead  major 
symptoms  of  asthma,  eczema  or  urticaria  either 
alone  or  in  combinations.  Nevertheless,  five  of 
these  18  showed  a hearing  disturbance.  Recalling 
the  42  per  cent  of  undifferentiated  allergic  patients 
with  a hearing  loss,  we  find  a 45  per  cent  loss  inci- 
dence among  patients  with  allergic  rhinitis  and  a 
28  per  cent  loss  incidence  among  patients  lack- 
ing this  diagnosis  (Table  2 A).  Although  the  differ- 
ence between  these  two  groups  is  large,  there  is  a 
higher  incidence  rate  than  one  might  expect 
amongst  patients  who  have  no  allergic  rhinitis. 
This  finding  calls  for  further  investigation. 

An  evaluation  of  the  82  patients  who  had  either 
seasonal  or  perennial  allergic  rhinitis  revealed  a 
finding  of  major  significance  (Table  2 B).  Of  the 


TABLE  2 


Diagnosis 

No.  of  Cases 

Loss 

Per  Cent 
Showing  Loss 

A.  HEARING 

LOSS  RATE:  BY 

DIAGNOSIS 

No  allergic  rhinitis 

18 

5 

28% 

Includes  all  rhinitis 

82 

37 

45% 

B.  LOSS  RATE  IN 

82  ALLERGIC  RHINITIS 
BY  AGE 

PATIENTS, 

9 and  over  

35 

6 

17% 

Under  9 years  . . . 

47 

31 

66% 

35  patients  over  nine  years  of  age,  six  (17  per 
cent)  showed  disturbed  acuity.  But  of  the  47  who 
were  less  than  nine  years  old,  31  (66  per  cent) 
had  hearing  that  was  below  normal  (Table  2 B). 

TESTS  SHOULD  BE  RUN  IN  SERIES  ON  SUCH  PATIENTS 

Because  series  of  tests  had  been  performed  on 
the  same  subjects,  it  was  possible  to  compare  find- 
ings not  only  from  patient  to  patient,  but  within 
each  patient’s  series,  from  test  to  test.  The  Wishik 


report,  similarly  based  on  a comparison  of  multi- 
ple tests,  had  stated:  “Most  of  these  children  (who 
ever  failed  a hearing  test)  did  not  have  continu- 
ous hearing  loss.  . . . They  failed  . . . 49.3  per  cent 
of  the  . . . tests  they  took.  . . . Only  29  per  cent  of 
the  (test)  failing  pupils  . . . fell  into  the  definition 
of  continuous  hearing  defect.”  The  present  inves- 
tigation has  found  that  hearing  loss  was  demon- 
strable in  all  tests  in  only  13  of  the  42  patients 
showing  a loss  (Table  3).  Twenty-nine  patients,  or 
better  than  two-thirds  of  the  loss  cases,  showed  an 
intermittent  loss  of  hearing  which  might  or  might 
not  have  been  discovered  on  any  single  hearing 
test.  Furthermore,  the  largest  incidence  of  this 
intermittent  type  of  hearing  loss  occurs  in  the  age 
group  that  has  least  subjective  ability  to  notice 
changes  in  personal  fitness.  As  in  the  survey  by 
Wishik,  Kramm  and  Koch,  approximately  four- 
fifths  of  the  cases  of  intermittent  loss  occur  in  chil- 
dren under  nine  years  of  age. 

TABLE  3 

ANALYSIS:  42  CASES  OF  HEARING  IMPAIRMENT 


Under  9 yrs.  old  9 yrs.  and  older  Totals 


Type  of  Loss 


-Q 

E 


O 


-Q 

£ 


O 

u 

o_ 


-O 

E 


O 


Intermittent  Loss 

24 

56% 

5 

12% 

29 

68% 

Persistent  Loss 

9 

23% 

4 

9% 

13 

32% 

Totals  

33 

79% 

9 

21% 

42 

100% 

In  other  words,  less  than  one-third  of  the  pa- 
tients suffering  disturbances  of  hearing,  those  with 
persistent  loss,  would  surely  be  found  by  usual 
hearing  survey  methods.  Over  two-thirds  might 
go  undiscovered.  This  is  true  because  the  usual 
procedure  in  school  audiometric  surveys  is  a sin- 
gle screening  examination  of  all  members  of  the 
test  group,  on  a pass-fail  basis.  No  further  testing 
is  done  on  those  who  rate  “Pass.”  Individuals  who 
fail  the  initial  screening  receive  a detailed  retest. 
Only  those  who  fail  both  tests  are  referred  for 
medical  attention.  If  hearing  acuity  is  normal  on 
the  second  test,  it  is  assumed  that  the  screening 
test  result  was  in  error,  or  of  merely  transitory 
significance  because  of  a “cold.”  Report  forms 
upon  which  school  systems  base  their  understand- 
ing of  pupil  behavior  routinely  recognize  only  two 
possibilities:  “Hearing  Loss”  and  “No  Hearing 

Loss.”  They  reflect  a continuing  all-or-nothing  atti- 
tude toward  conflicting  test  results:  “If  a loss 

comes  and  goes,  it  does  not  exist.”  In  view  of 
the  quantity  of  testimony  previously  adduced 
here,  these  authors  hold  that  any  loss,  reliably 
measured,  which  comes  and  goes  most  certainly 
must  exist  at  the  time  it  is  noted,  and  not  exist 
when  it  is  not  noted.  If  its  existence  conjoins  the 
foreseeable,  periodic  exacerbations  and  remissions 
of  a chronic  disease,  then  the  potential  effects  of 
its  existence  must  be  seriously  considered. 
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For  practical  purposes,  audiograms  are  inter- 
preted in  terms  of  their  relation  to  the  way  in 
which  a person  is  able  to  hear  speech.  Words  are 
composed  of  sequences  of  sounds  which,  within 
a single  word,  differ  widely  from  each  other  both 
in  intensity  and  in  range  of  vibratory  frequency. 
A hearing  disturbance  rarely  affects  reception  of 
all  of  these  sounds  equally.  Some  elements  in  a 
word  may  be  heard  perfectly,  while  the  reception 
of  others  may  be  distorted  or  completely  lacking. 
Similarly,  within  a phrase  or  a sentence,  the  ac- 
cented syllables  are  those  produced  with  relatively 
great  sound  energy.  The  “little”  words  which  lace 
the  sentence  together  meaningfully  and  those 
word  endings  which  may  indicate  modifications  of 
tense,  number  or  degree  are  usually  produced 
with  a minimum  of  intensity,  and  may  not  be 
heard  at  all  when  hearing  acuity  is  diminished. 

THE  SPECIAL  IMPORTANCE  OF  HEARING  ACUITY 
TO  YOUNGSTERS 

Up  to  this  point,  we  have  been  discussing  hear- 
ing disturbances  and  allergies,  anatomy  and  the 
acoustic  properties  of  speech.  The  time  has  come 
to  talk  about  children.  Learning  is  a child’s  total 
waking  occupation  and,  although  recognition  and 
identification  of  his  world  will  largely  come  to 
him  through  his  eyes,  understanding  of  it  will  for 
many  years  come  to  him  only  via  his  ears.  An 
adult  can  “eavesdrop”  visually — being  able  to  read 
immediately  makes  available  to  him  not  only  the 
accumulated  recorded  experience  of  mankind, 
but  also  the  numberless  trivial  fragments  of  in- 
formation which  help  him  to  maintain  a function- 
ing interactivity  with  the  world  around  him.  Until 
a child  is  skilled  enough  to  use  reading  ability 
meaningfully,  he  depends  totally  upon  spoken  lan- 
guage for  all  information  and  communication.  And 
before  he  can  use  spoken  language,  he  must  hear 
it.  For  an  adult,  whose  vocabulary  is  well  estab- 
lished and  who  has  a normal  reservoir  of  language 
experience,  the  partial,  scattered,  fluctuating  ob- 
literations of  speech  sounds  which  mark  hearing 
disturbances  may  be  annoying,  but  they  are  sel- 
dom incapacitating.  He  is  able  to  make  up  for 
them  by  an  understanding  of  the  context  of  the 
situation,  and  a memory  of  and  familiarity  with 
customary  language  usage.  The  young  child  has 
no  such  reservoir  to  draw  upon.  Daily,  he  is  sub- 
ject to  a bombardment  of  new  experiences  and  un- 
familiar words.  The  degree  of  hearing  loss  which 
may  be  of  little  practical  significance  to  an  adult 
can,  therefore,  become  a substantial  handicap  to 
a child  when  it  blocks  the  only  channel  through 
which  so  large  an  amount  of  learning  must  make 
its  way. 

In  addition  to  this  educational  retardation,  the 
quality  of  speech  development  and  production  may 
be  affected.  West14  points  out  that  “the  effect  of 
hard-of-hearing  conditions  upon  speech  depends, 
among  other  things,  upon  the  age  of  the  patient 
at  the  onset  of  the  aural  impairment.”  In  their 
study  “Effects  of  Limited  Hearing  on  Development 


of  Speech  in  Children  Under  Three  Years  of  Age,” 
Huizing  and  Pollack15  state:  “The  development  of 
speech  implies  the  learning  by  imitation  of  the 
basic  phonemes  and  usually  occurs  between  the 
ages  of  one  and  three.  . . . Through  constant  visual 
and  auditory  stimulation,  listening  habits  are  es- 
tablished for  all  types  of  sound.  These  listening 
habits  do  not  develop  normally  in  children  with 
limited  hearing.” 

THERE  ARE  NO  "FUNCTIONAL"  ETIOLOGIES 

Reviewing  data  on  454  cases  of  speech  retarda- 
tion, in  an  attempt  to  establish  etiology,  Goodwin10 
found  less  than  5 per  cent  to  have  been  caused  by 
hearing  loss,  as  determined  by  a single  hearing 
evaluation.  But  he  also  lists  53  cases  with  a “func- 
tional” etiology  and  another  97  cases  in  which  de- 
cision as  to  etiology  had  to  be  deferred.  In  fact, 
then,  more  than  33  per  cent  of  these  cases  of 
speech  retardation  remained  inexplicable  in  terms 
of  mental  retardation,  brain  damage  or  demon- 
strated hearing  loss.  A similar  situation  exists 
in  every  attempt  to  assess  etiologic  factors  for 
the  defective  speech  production  of  children.  The 
word  “functional”  has  gained  some  acceptance  as 
a description  of  etiology.  It  is  seldom  recalled  that 
in  fact  this  term  refers  correctly  only  to  the  ab- 
sence of  structural  defect,  is  a negative  finding, 
and  does  not  describe  the  cause  of  any  phenom- 
enon. 

Let  us  consider  the  observations  of  West  and 
Huizing,  together  with  the  present  findings  that  56 
per  cent  of  allergic  patients  under  nine  years  of 
age  suffer  some  impairment  in  hearing,  and  that 
two-thirds  of  these  losses  may  escape  detection. 
To  these  points,  we  add  the  findings  of  the  Rapa- 
port,  Szanton  and  Appel  investigation  which  es- 
tablished that  41  per  cent  of  major  allergic  syn- 
dromes in  a group  of  5,152  individuals  took  onset 
before  4 years  of  age.  To  be  considered  also  is  the 
fact  that  as  the  eustachian  tubes  develop,  a chronic 
allergic  illness  which  had  caused  vacuum  or  se- 
cretory otitis  and  hearing  loss  in  the  young  child 
may  continue  to  exist  in  the  older  child  with  no 
attendant  impairment  of  hearing.  The  continuing 
presence  of  poor  speech  patterns  learned  and  es- 
tablished in  use  at  an  age  when  listening  habits 
were  not  developing  normally,  may  remain  as  the 
only  sign  that  “Kilroy  was  here.”  The  authors 
believe  that  a substantial  reduction  could  be 
achieved  in  the  percentage  of  speech  and  language 
deviations  now  classified  as  “functional,”  through 
the  use  of  medical  investigation  for  the  presence 
of  allergic  disease.  Moreover,  they  recommend  that 
school  hearing  tests  be  made  and  considered  in  a 
series  for  every  child  who  displays  frequent  irri- 
tations of  the  respiratory  tract. 

The  Reading  report,1  which  also  investigated 
impact  of  hearing  loss  upon  academic  progress, 
shows  that  children  “who  ever  had  a hearing  im- 
pairment during  their  school  lives  were  twice  as 
likely  to  repeat  a grade  as  were  other  children.” 
And  “early  in  their  school  careers,  the  children 
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who  probably  had  had  a hearing  defect  prior  to 
admission  to  school  were  grossly  retarded  aca- 
demically.” It  was  found  that  “moderate  unilateral 
impairment  of  hearing  as  well  as  severe  or  bilat- 
eral loss  of  hearing  seemed  to  constitute  an  educa- 
tional handicap,  especially  during  the  early  years 
of  learning  language,  reading  and  spelling,  when 
missing  parts  of  the  sounds  might  almost  com- 
pletely prevent  a child  from  grasping  the  meaning 
of  what  he  hears.” 

ALLERGIC  PARACUSIS  OF  CHILDHOOD 

For  the  pediatrician  and  for  the  allergist,  these 
considerations  must  be  related  to  the  findings  in 
this  paper.  A syndrome  exists  which  will  be  termed 
allergic  paracusis  of  childhood.  It  is  most  preva- 
lent in  the  early  years  of  life,  affecting  the  hearing 
of  66  per  cent  of  the  children  who  present  symp- 
toms of  allergic  rhinitis  and  are  under  nine  years 
of  age.  It  is  associated  with  vacuum  otitis,  is  un- 
accompanied by  pain,  and  is  most  frequently  char- 
acterized by  intermittency  of  hearing  loss.  Fur- 
thermore, even  in  those  cases  where  loss  in  per- 
sistent, it  is  not  static  in  degree,  but  manhests 
fluctuations  in  intensity,  and  variations  in  frequen- 
cies affected.  Because  of  its  variability  and  the 
youth  of  those  in  whom  it  most  often  occurs,  its 
presence  is  rarely  suspected,  and  behavioral  dis- 
turbances attributable  to  it  are  frequently  charged 
to  “immaturity,”  “inattentiveness,”  “dullness”  and 
“emotional  insecurity.”  Recognition  of  allergic 
paracusis  of  childhood  as  a clinical  entity  will  pro- 
duce new  answers  to  old  questions  in  the  fields  of 
pediatrics,  allergy  and  otology,  as  well  as  in  the 
associated  disciplines  of  audiology,  speech  pathol- 
ogy and  general  education. 

ADDENDUM 

The  study  cited  above  was  subsequently  ex- 
panded to  include  120  patients,  receiving  a total 
of  456  hearing  tests.  In  every  grouping,  percentage 
results  varied  by  no  more  than  plus  or  minus  1 
per  cent.  Results  were  published  in  the  October  1, 
1962,  issue  of  the  new  york  state  journal  of  med- 
icine. 

The  follow-up  on  David  T.  was  also  reported  at 
that  time  as  follows:  Hyposensitization  therapy  on 
the  patient  was  begun  in  October,  1960,  and  con- 
currently he  received  antihistamines  for  symp- 
tomatic relief.  A correlation  with  the  patient’s 
school  progress  was  made  possible  by  the  cooper- 
ation of  his  principal  and  school  nurse.  Prior  to 
therapy  and  despite  objective  evidence  of  at  least 
normal  intelligence,  the  patient’s  achievements  all 
indicated  that  he  needed  four  years  of  schooling 
to  make  two  and  one-half  years  of  scholastic  prog- 
ress. After  therapy  was  initiated  and  remedial- 
reading  help  given  him  during  the  summer,  the 
patient  made  a year’s  progress  during  a year  of 
schooling,  with  one  notable  exception.  In  language 
usage,  which  depends  on  alertness  to  the  total 


speech  environment  rather  than  on  cumulative 
formal  schooling,  he  advanced  two  years  to  a per- 
formance at  his  own  grade  level. 

When  hyposensitization  therapy  succeeded  in 
making  the  patient  symptom-free,  antihistamines 
were  discontinued.  Audiometric  examinations  in 
March  and  November,  1961,  revealed  a normal 
hearing  acuity.  Although  it  cannot  be  proved  that 
this  was  due  to  therapy  rather  than  simply  to 
physical  maturation,  the  chronic  upper-respira- 
tory congestion  present  at  these  seasons  in  previ- 
ous years  was  no  longer  in  evidence. 

Since  the  original  study  was  presented,  other 
significant  information  has  been  published  which 
has  a direct  bearing  upon  the  Szanton  findings. 
Since  1956  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology  has  been  concerned 
with  a long-term  study  of  hearing  problems  in 
children.  In  1962,  Eagles  and  Wishik  reported  pre- 
liminary findings  indicating  that  the  normal  hear- 
ing levels  are  significantly  more  acute  in  children 
than  in  adults.  It  follows  that  a child  can  have  a 
considerable  hearing  loss  without  its  being  de- 
tected by  the  15  or  20  decibel  screening  levels  cur- 
rently employed. 

The  National  Conference  on  Identification  Audi- 
ometry defined  the  medical,  social  and  educational 
purpose  of  audiometry  thus:  to  locate  children 
who  have  even  minimal  hearing  problems  so  that 
they  can  be  referred  for  medical  treatment  of  any 
active  ear  conditions  discovered  to  be  present,  and 
so  that  remedial  educational  procedures  can  be 
instituted  at  the  earliest  possible  date.  Programs 
should  be  designed  to  identify  not  only  children 
with  a chronic  disability,  but  also  children  who 
have  difficulty  during  only  certain  times  of  the 
year  or  under  certain  conditions. 

Our  findings  demonstrate  the  high  proportion 
of  allergic  youngsters  who  may  fall  within  this 
group.  Their  physicians  should  be  constantly  aware 
of  this.  That  such  is  not  necessarily  the  case  is  sug- 
gested by  a study  of  referral  diagnoses  which  have 
been  made  at  the  New  York  Hospital  of  a group 
of  preschool  children  on  whom  the  hospital  made 
the  finding  of  hearing  loss.  At  least  60  per  cent 
had  been  referred  as  mentally  defective,  aphasic  or 
emotionally  disturbed.  Fewer  than  40  per  cent 
had  been  referred  with  even  the  suggestion  of  the 
presence  of  a hearing  loss. 

General  physicians  and  pediatricians  must  be 
more  concerned  with  the  etiologic  evaluation  of 
the  child  who  “always  has  a cold.”  Consultation 
with  an  allergist  is  frequently  indicated. 

For  children  with  chronic  upper-respiratory 
symptoms,  who  may  also  demonstrate  disorders  of 
speech  and  language  development,  or  scholastic 
under-achievement,  or  behavior  deviations  such 
as  inattentiveness,  dullness  and  day-dreaming,  the 
physician  should  require  hearing  tests,  made  and 
considered  in  series,  as  part  of  a diagnostic  work- 
up. The  audiologist  will  realize  that  any  child  who 
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has  chronic  symptoms  of  upper-respiratory  con- 
gestion should  have  hearing  tests  made  and  consid- 
ered in  series. 

Any  hearing  loss  demonstrable  in  the  presence 
of  chronic  or  recurrent  coryza  or  infection  of  the 
upper-respiratory  tract  should  always  receive  the 
benefit  of  allergic  as  well  as  otologic  consultation. 

The  allergic  history  should  include  questions 
relative  to  attentiveness  and  development  and  in- 
telligibility of  speech.  Otoscopy  should  be  rou- 
tinely used  to  recognize  signs  of  tympanic  abnor- 
malities. If  such  services  are  available,  a series  of 
audiometric  tests  should  be  required  as  a part  of 
the  routine  case  work-up. 

In  treatment,  the  value  of  antihistamines  for 
upper-respiratory  allergy,  until  hyposensitization 
therapy  reaches  levels  effective  for  control  of 
symptoms,  is  reaffirmed. 

Otologic  consultation  is  imperative  in  every  in- 
stance where  findings  suggest  hearing  disturbance. 
Myringotomy  or  other  equivalent  procedures  may 
be  desirable  for  immediate  relief  of  paracusis,  but 
should  not  be  considered  a total  therapy.  It  is  of 
basic  importance  to  determine  the  cause  of  upper- 
respiratory  distress,  so  that  it  may  be  treated.  Re- 
currence of  serous  otitis  media  can  frequently  be 
prevented  in  this  way. 
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The  Committee  on  the  Conservation  of  Hearing  for  the  State 
of  Iowa,  which  is  presenting  a series  of  articles  in  the  jour- 
nal, consults  with  and  advises  all  agencies  interested  in  the 
problems  of  hearing  impairment.  Its  services  are  available  to 
industry,  agriculture,  education  and  to  the  broad  spectrum  of 
public  health  and  welfare  services  within  the  state. 

The  Committee  has  been  officially  sponsored  by  the  Iowa 
State  Department  of  Health  since  1957.  It  was  first  formed  in 
1949,  under  the  leadership  of  Dr.  D.  M.  Lierle,  head  of  the 
Department  of  Otolaryngology  and  Maxillofacial  Surgery  at 
S.U.I.  From  the  first,  the  Committee  has  been  interdisciplinary 
in  composition  and  purpose. 

The  Committee  presently  consists  of:  C.  M.  Kos,  M.D. 
(chairman),  otologist  in  private  practice,  Iowa  City;  Joseph 
Wolvek  (executive  secretary),  consultant,  Hearing  Conserva- 
tion Services,  State  Department  of  Public  Instruction,  Des 
Moines;  M.  G.  Barillas,  assistant  director  for  Special  Services 
Division  of  Vocational  Rehabilitation,  Des  Moines,  Iowa; 
L.  E.  Berg,  superintendent,  Iowa  School  for  the  Deaf,  Council 
Bluffs;  Dale  S.  Bingham,  consultant.  Speech  Therapy  Serv- 
ices, State  Department  of  Public  Instruction,  Des  Moines; 
Paul  Chestnut,  M.D.,  private  practitioner  and  member  of 
AAGP,  Winterset;  James  F.  Curtis,  Ph.D.,  head,  Department 
of  Speech  Pathology  and  Audiology,  S.U.I. , Iowa  City;  Mad- 
elene  M.  Donnelly,  M.D.,  director,  Division  of  Maternal  and 
Child  Health,  State  Department  of  Health,  Des  Moines;  Joseph 
Giangreco,  assistant  superintendent,  Iowa  School  for  the 
Deaf,  Council  Bluffs;  Malcolm  Hast,  Ph.D.,  Department  of 
Speech  Pathology  and  Audiology,  S.U.I.,  Iowa  City;  Byron 
Merkel,  M.D.,  otolaryngologist  in  private  practice  and  mem- 
ber of  Academy  of  Otolaryngology  and  Ophthalmology,  Des 
Moines;  William  Prather,  Ph.D.,  Department  of  Speech  Pathol- 
ogy and  Audiology,  S.U.I.,  Iowa  City;  Mrs.  Jeanne  Smith, 
Department  of  Otolaryngology  and  Maxillofacial  Surgery, 
S.U.I.,  Iowa  City;  Edmund  Zimmerer,  M.D.,  commissioner. 
State  Department  of  Health,  Des  Moines. 


Death  Certificates  Must  Now  Be  Typewritten 

All  physicians  should  be  careful  to  note  and  to  comply  with  the  new  requirement, 
enacted  by  the  1963  General  Assembly  as  an  amendment  to  the  Medical  Practice  act, 
that  all  information  on  death  certificates  must  be  typewritten.  The  certificates  may 
not  be  written  in  longhand,  and  printing  is  not  an  acceptable  substitute  for  type- 
writing. 

The  physician’s  name  on  each  death  certificate,  henceforth,  must  appear  both  as  a 
signature  (handwritten  by  the  doctor  himself)  and  in  typewriting. 


Postgraduate  Education 

V.  L.  SCHLASER,  M.D. 

The  practice  of  medicine  is  not  just  a scientific 
art — it  is  a progressive  scientific  art.  Each  practic- 
ing physician  knows  how  absurd  it  would  be  for 
him  to  practice  his  profession  and  treat  his  patients 
with  no  more  knowledge  than  he  had  at  the  time 
of  his  graduation  from  medical  school.  Nor  would 
he  be  content  to  have  only  the  added  knowledge 
that  he  gained  from  his  internship  or  I'esidency 
training. 

A physician’s  education  is  never  completed.  In 
general,  every  physician  continually  seeks  to  im- 
prove his  knowledge  in  the  practice  of  his  pro- 
fession at  every  possible  opportunity.  Although  all 
physicians  realize  the  importance  of  postgraduate 
education  and  whole-heartedly  endorse  postgradu- 
ate programs  and  seminars,  there  is  sometimes  the 
human  tendency  to  postpone  the  utilization  of  the 
available  courses.  Their  intentions  are  forthright, 
but  sometimes  they  think  “I’ll  take  a refresher 
course  next  year,  but  I can’t  do  it  this  year,”  and 
then  a year  passes  and  perhaps  five  years  elapse. 
Still  their  intentions  are  good. 

Some  physicians  excuse  themselves  for  not  at- 
tending postgraduate  courses  by  saying  that  they 
are  content  to  read  the  current  medical  literature. 
Reading  the  current  medical  literature  should  be 
a part  of  every  physician’s  postgraduate  education 
— but  only  a part  of  it.  The  intent  to  read  a given 
article  is  sincere,  but  it  is  easy  to  put  an  article 
aside  because  one  does  not  have  time,  at  present, 
to  read  it.  Their  intentions  are  to  read  the  article 
when  time  is  available,  but  in  many  instances, 
time  never  becomes  available. 

When  I read  an  article  published  in  the  medical 
literature,  I always  have  the  feeling  that  the  author 
is  biased  on  his  subject  and  feel  therefore  that  one 
should  read  several  articles  about  the  subject  by 
different  authors  to  obtain  an  over-all  understand- 
ing of  it,  and  this  takes  considerable  valuable  time 
and  study.  When  you  are  reading  an  article,  can 
you  stop  midway  and  ask  questions  of  the  author? 
By  the  same  token,  a speaker  presenting  a pa- 
per is  also  biased  in  his  presentation,  but  usual- 
ly an  opportunity  is  provided  for  listeners  to 
question  the  speaker.  An  ideal  way  of  getting  an 
understanding  of  advanced  medical  information 
is  by  hearing  a round-table  discussion  by  a small 
group  of  learned  individuals,  on  a particular 


subject,  prompted  by  questions  from  the  listeners. 

Regardless  of  the  methods  you  utilize  to  im- 
prove your  medical  knowledge,  you  owe  it  to  your 
patients  to  do  so.  They  expect  you  to  improve  your 
medical  knowledge  continually  so  as  to  be  better 
prepared  to  care  for  them  in  their  illnesses.  They 
also  read  the  brief  unscientific  writings  that  ap- 
pear in  lay  publications,  and  expect  you,  as  their 
physician,  to  have  a thorough  understanding  of 
the  recent  advances  and  experimental  work  in 
medicine  that  have  been  described  there. 

The  American  Academy  of  General  Practice, 
when  it  was  established,  formulated  a backbone 
for  the  organization — a postgraduate  study  re- 
quirement for  continued  membership.  That  re- 
quirement makes  it  mandatory  for  its  members 
to  complete  a required  amount  of  postgraduate 
study  during  each  three-year  period  of  membership. 
Most  all  members  of  each  of  the  medical  and  sur- 
gical specialty  groups  attend  conferences  and  sem- 
inars, not  because  they  are  required  to  do  so  but 
because  they  want  to  be  better  physicians  and  be- 
cause they  want  to  improve  their  medical  knowl- 
edge for  the  benefit  of  their  patients. 

My  objective  in  this  brief  article  is  to  impress 
upon  every  physician  that  it  is  necessary  for  each 
of  us  to  set  up  a schedule  or  program  of  postgrad- 
uate education  and  study,  and  then  follow  through 
with  this  schedule  and  not  allow  the  human  habit 
of  procrastination  to  deter  him  from  his  schedule. 

I know  the  opportunities  for  some  physicians  to 
get  away  from  their  busy  practices  vary  markedly. 
Naturally  it  is  more  difficult  for  someone  in  solo 
practice  to  get  away,  but  unless  you  happen  to  be 
a “jealous  practitioner”  you  can  usually  make  ar- 
rangements for  a neighboring  physician  to  cover 
for  you  while  you  are  gone.  He  would  like  to  get 
away  too,  sometime. 

Therefore,  make  yourself  a better  physician  by 
establishing  and  following  through  with  a definite 
schedule  of  reading,  and  of  attending  seminars  and 
discussions.  Your  patients  believe  in  you,  their 
personal  physician,  and  believe  you  to  be  the  best! 


Remember  the  dates  of  the  Annual  Scien- 
tific meeting  of  the  Iowa  Chapter — Septem- 
ber 16,  17,  1963,  Hotel  Savery,  Des  Moines, 
Iowa. 
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THE  DOCTOR'S  BUSINESS 


Investment  Fund  Performance 

HOWARD  D.  BAKER 
Waterloo 


For  investors  who  have  difficulty  distinguishing 
between  dividends  and  capital  gains  from  invest- 
ment funds,  1962  was  a painfully  instructive  year. 

Despite  sharp  declines  in  security  prices,  seven 
of  the  10  largest  open-end  funds  reported  higher 
dividends  for  1962.  Yet  the  same  price  decline 
made  it  impossible  for  any  of  the  10  to  realize 
higher  capital  gains  (profit  on  stocks  sold  from 
their  portfolios).  Consequently,  most  of  these  10 
funds  made  from  20  to  70  per  cent  lower  capital 
gains  distributions  in  1962  than  in  1961. 

The  1962  market  decline  had  an  interesting  ef- 
fect on  the  over-all  performances  of  investment 
funds.  Almost  all  performances  were  disappoint- 
ing, though  the  funds  with  the  most  conservative 
managements  and  past  performances  generally 
fared  better  than  did  the  more  aggressive  funds. 

When  one  reviews  fund  performances  for  periods 
ending  in  1962,  it  is  of  paramount  importance  for 
him  to  consider  more  than  just  the  year  1962.  The 
conservatism  mentioned  above  put  some  usually 
humdrum  funds  in  top-performance  positions  for 
the  year.  However,  when  one  looks  ai  their  longer- 
term  performance  (five  and  10  years),  they  fall 
into  their  proper  relative  positions. 

The  following  is  a tabulation  of  the  10  best  per- 
formers for  the  10-year  period  that  ended  Decem- 
ber 31,  1962.  In  each  instance,  performance  is 
stated  as  the  percentage  of  change  in  the  fund’s 
asset  value  from  the  beginning  to  the  end  of  the 
period  indicated,  and  measures  market  or  price 
action  as  well  as  dividend  and  capital  gains  pay- 
ments. 


10-yr. 

Year 

Year 

5 yrs. 

1 0 yrs. 

Rank 

1962 

1961 

'58-’63 

' 53 -'  63 

% % % % 


Dreyfus 

Fund  1 

-14 

+26 

+ 121 

+359 

T.  Rowe 

Price  Growth  Stock  2 

-13 

+25 

+ 94 

+299 

DeVegh 

Mutual  Fund  3 

-12 

+ 19 

+ 61 

+277 

Mr.  Baker  is  a partner  in  Professional  Management  Mid- 
west, and  manager  of  its  Retirement  Planning  Department. 
He  majored  in  accounting  and  business  administration  at 
S.U.I.,  and  was  an  agent  of  the  U.  S.  Bureau  of  Internal 
Revenue  for  3+2  years  before  forming  his  present  association 
in  1953. 


Franklin  Custodian — Utilities 

4 

- 7 

+26 

+ 131 

+273 

National  Investors  Corp. 

5 

-15 

+21 

+ 98 

+268 

Keystone  ( S-4 ) 

6 

-23 

+29 

+ 123 

+260 

Television-Electronics  . . . 

7 

-17 

+22 

+ 93 

+252 

Massachusetts  Inv.  Growth 
Stock  

8 

-17 

+25 

+ 93 

+251 

Century  Shares  Trust 

9 

- 7 

+57 

+ 135 

+249 

Washington  Mutual  Investors 

10 

- 6 

+26 

+ 94 

+235 

It  should  be  noted  that 

there 

are 

some 

“new- 

comers”  in  the  top  10, 

as 

is  the 

case 

every 

year. 

Whether  these  newcomers  can  sustain  their  dis- 
tinction remains  to  be  seen.  The  fact  that  many 
funds  have  come  and  gone  from  this  list  over  the 
past  five  years  indicates  the  importance  of  con- 
stant study  of  performance  year  after  year. 

To  demonstrate  this  point,  we  went  back  five 
years  to  our  study  of  the  top  10  funds  for  1957, 
and  found  the  following — in  order  of  their  per- 
formances for  the  10  years  1948-1958: 


1.  Keystone  S-3 

2.  Incorporated  Investors 

3.  Massachusetts  Inv. 
Growth  Stock 

4.  Massachusetts  Inv. 
Trust 

5.  Television-Electronics 


6.  Chemical  Fund 

7.  National  Investors 
Corporation 

8.  Fundamental  Investors 

9.  Eaton  & Howard 
Stock  Fund 

10.  Fidelity  Fund 


It  is  quite  surprising  to  learn  that  only  three  of 
the  top  10  in  1958  appear  in  the  1962  list:  Massa- 
chusetts Investors  Growth  Stock  Fund,  Television- 
Electronics  Fund  and  National  Investors  Corpora- 
tion. Going  back  to  1955,  when  we  first  started  de- 
termining a top  10,  we  found  that  Television-Elec- 
tronics was  absent  from  the  list. 

In  summary,  a one-  or  two-year  evaluation  of 
performance  is  completely  useless.  Leadership  in 
performance  over  a 10-year  period  is  better,  but 
is  still  inconclusive.  A valid  appraisal  can  be  made 
only  by  continuous  study  of  long-term  perform- 
ance— as  evidenced  by  the  records  of  Massachu- 
setts Investors  Growth  Stock  Fund  and  National 
Investors  Corporation.  Neither  is  in  absolutely  the 
top  position  currently,  but  they  are  the  only  two 
funds  that  have  stayed  consistently  in  the  top  10 
for  years,  whereas  others  have  come  and  gone. 
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The  Physician  Is  Influential  in 
Medical  Recruiting 

A recently  completed  survey  of  high  school,  pre- 
medical, medical  and  medical  drop-out  students, 
and  of  internes  and  residents  has  indicated  that 
the  junior  and  senior  years  in  high  school  are  crit- 
ical times  for  youngsters,  as  regards  their  choosing 
careers,  and  that  practicing  physicians  can  do 
more  than  anyone  else  in  persuading  them  to 
choose  medicine. 

The  survey,  conducted  by  the  Student  American 
Medical  Association  under  a grant  from  Merck, 
Sharp  & Dohme,  Inc.,  provides  an  interesting  pro- 
file of  the  “typical”  young  physician: 

• He  chose  medicine  as  a career  because  of  the 
humanitarian  aspects  of  the  work. 


• He  was  influenced  by  others  in  making  his 
choice — primarily  by  his  family,  but  with  phy- 
sicians, particularly  his  family  doctor,  almost  as 
important. 

• Few  people  have  counseled  him  against  a 
medical  career. 

• It’s  a 50:50  chance  that  he  considered  drop- 
ping medicine  during  premedical  training. 

• He  believes  the  burden  for  recruiting  new 
people  for  medicine  rests  primarily  with  the  in- 
dividual physician. 

• He  feels  that  the  major  deterrents  to  the  study 
of  medicine  are  the  time,  effort  and  amount  of 
study  necessary,  and  that  financial  burdens  are  no 
more  than  a secondary  consideration. 

• He  would  encourage  others  to  choose  medicine 
as  a career,  and  would  make  the  same  choice 
again  himself. 


AOA  INITIATION  AT  S.U.I. 


Chosen  for  high  scholastic  achievement,  sixteen  students 
were  initiated  in  May  into  the  S.U.I.  chapter  of  Alpha  Omega 
Alpha  (AOA),  national  honorary  medical  society.  Loren 
Hickerson,  executive  director  of  the  S.U.I.  Alumni  Associa- 
tion, spoke  on  "The  Compleat  Alumnus"  at  a banquet  hon- 
oring the  new  members  of  AOA.  Also  attending  the  banquet 
were  three  medical  seniors  who  were  initiated  into  AOA  last 
year.  They  are  Stephen  J.  Curtis,  William  J.  Dougherty,  and 
Donald  G.  Butterfield.  Curtis  served  as  president  of  AOA 
for  the  past  year  and  Dougherty  has  been  vice-president. 
Pictured  following  the  initiation  ceremony  are: 

Front  row:  Donald  G.  Butterfield,  Central  City;  Dr.  Wil- 
lis M.  Fowler,  professor  of  internal  medicine,  chapter  coun- 
selor; Stephen  J.  Curtis,  Cherokee,  president;  Dr.  C.  E.  Rad- 
cliffe,  professor  of  dermatology  and  secretary-treasurer  of 


the  chapter;  and  William  J.  Dougherty,  Marion,  vice-presi- 
dent. 

Second  row:  John  K.  Kammermeyer,  Iowa  City;  Janifer 
Judisch,  Ames;  Lyn  Makeever,  Davenport;  Charles  B.  Wil- 
marth,  Harris;  Richard  R.  Van  Epps,  Phoenix,  Arizona;  Joe  F. 
Fellows,  Ames;  Robert  C.  Cowger,  Iowa  City. 

Third  row:  Robert  E.  Van  Scoy,  Osceola;  E.  Byron  Mar- 
solais,  Iowa  City;  Charles  D.  Phelps,  Waterloo;  John  A. 
Bryant,  Waterloo;  Barry  E.  Knapp,  Westfield;  Jerry  N. 
Ringer,  Mount  Vernon;  David  Dahl,  Forest  City,  and  Walter 
E.  Gower,  Fort  Dodge. 

Not  pictured  is  Deane  L.  Noblett,  Cresco.  All  of  the  stu- 
dents graduated  at  the  June  7 Commencement  except  Mr. 
Kammermeyer,  Mr.  Wilmarth  and  Mr.  Cowger,  who  are  now 
seniors. 
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A.M.A.  Needs  You 

In  recent  weeks  many  of  us  have  been  fortunate 
in  hearing  statements  made  by  people  whose  opin- 
ions we  respect  opposing  the  amended  King-An- 
derson  Bill.  When  the  original  bill  was  killed  in 
Congress  last  year,  we  thought  our  job  of  helping 
to  defeat  the  bill  was  completed — that  we  had 
heard  the  last  of  that  particular  legislative  pro- 
posal. But  we  reckoned  without  the  determination 
of  the  politicians  intent  on  pushing  through  what 
they  call  “The  Hospital  Insurance  Act  of  1963.” 
This  is  an  amended  King-Anderson  Bill  to  provide 
hospitalization  and  related  services  to  the  aged 
under  the  Social  Security  program,  and  we  are 
right  back  where  we  started. 

In  1960  the  Kerr-Mills  Law  was  passed  by  the 
U.  S.  Congress,  enabling  individual  states  to  guar- 
antee help  to  every  aged  American  needing  health 
care.  This  Law  benefits  elderly  people  who  need 
it — not  only  Old  Age  Assistance  recipients  but 
also  people  who  are  self-supporting  but  unable  to 
meet  the  cost  of  a prolonged  or  catastrophic  illness. 
It  helps  only  those  who  need  help  and  avoids  a 
waste  of  tax  funds,  since  it  is  to  be  administered 
through  existing  local  agencies  where  individual 
needs  are  known.  Funds  have  now  been  made 
available  by  the  Iowa  General  Assembly  to  imple- 
ment this  law. 

Captain  Eddie  Rickenbacker  says  that  one  of  the 
greatest  evils  we  face  today  is  our  own  apathy. 
We  cannot  be  apathetic  about  the  future.  Our 
forefathers  prepared  the  future  for  us,  and  we 
must  do  the  same  for  coming  generations;  we  can- 
not do  it  with  deficit  spending.  If  we  continue  to 
increase  the  national  debt  and  devaluate  the  dol- 
lar, socialism  is  inevitable. 

U.  S.  Senator  Jack  Miller,  speaking  in  Iowa 
City  recently,  said  that  we  must  consider  this 
problem  in  terms  of  both  today  and  tomorrow. 
He  is  opposed  to  government  financing  of  medical 
care  as  proposed  in  the  King-Anderson  Bill  be- 
cause it  provides  for  those  who  do  not  need  it, 
because  it  would  be  implemented  under  the  Social 
Security  Act,  and  because  the  Social  Security  Act 
is  not  insurance.  It  is  a tax  and  has  been  so  judged 
by  the  U.  S.  Supreme  Court. 

The  Health  Insurance  Institute  reports  that  75 
per  cent  of  all  Americans  had  some  form  of  private 
health  insurance  in  1961,  and  although  the  per- 
centage of  elderly  people  covered  is  not  that  great, 
in  the  10  years  prior  to  1961  the  ratio  rose  from 
16  to  53  per  cent  for  persons  over  65.  The  King- 
Anderson  Bill  would  not  close  this  gap,  nor  would 


it  cover  some  three  million  people  ineligible  for 
assistance  under  the  Social  Security  program. 
And,  if  the  Social  Security  tax  continues  to  soar — 
and  it  will — many  of  us  will  be  less  and  less  able 
to  take  care  of  our  own  medical  needs. 

At  the  IAMA  annual  meeting  in  Burlington  in 
May,  Mr.  Aubrey  D.  Gates,  director  of  the  Divi- 
sion of  Field  Services  for  the  American  Medical 
Association,  said  that  the  medical  assistant  is  the 
first  line  of  defense  in  the  field  of  public  relations 
in  medicine.  He  thanked  us  for  the  work  we  had 
done,  and  said  that  the  resolution  presented  by  the 
Iowa  Medical  Assistants  to  the  AAMA  House  of 
Delegates  two  years  ago  supporting  the  stand 
taken  by  the  medical  profession  against  the  King- 
Anderson  Bill  was  the  first  such  move  made  by 
any  Medical  Assistants  Association. 

Mr.  Gates  also  said  that  public  relations  is  a 
by-product,  not  an  activity.  Each  of  us  is  respon- 
sible to  some  extent  for  what  the  individual  patient 
thinks  of  her  employer-doctor,  for  what  most  pa- 
tients think  of  him,  and  for  what  the  community 
thinks  of  him.  Also  the  medical  assistant  is  re- 
sponsible for  what  the  community  thinks  of  all  its 
other  doctors,  and  for  the  feeling  of  the  general 
public  toward  all  the  doctors  in  the  country.  Mr. 
Gates  is  one  of  six  registered  AM  A lobbyists.  We 
were  impressed  with  his  sincerity  and  by  the  in- 
formation which  he  gave  us. 

Senator  Miller  said  that  when  the  facts  are  on 
the  side  of  his  client,  the  lawyer  addresses  his 
argument  to  the  jury.  AMA  has  given  us  the  facts 
in  two  new  pamphlets  from  operation  hometown: 
“Vital  Questions  and  Answers  on  Health  Care 
for  the  Aged”  and  “To  All  My  Patients  From 
Your  Doctor.”  IAMA  was  the  first  group  to  receive 
these.  We  are  the  attorney,  our  patients  are  the 
client,  and  our  friends  and  neighbors  are  the  jury. 

The  constitution  of  the  American  Association  of 
Medical  Assistants,  of  which  IAMA  is  a constitu- 
ent association,  lists  the  following  as  its  first  two 
objectives:  (1)  to  inspire  its  members  to  render 
honest,  loyal  and  more  efficient  service  to  the  med- 
ical profession  and  to  the  public  which  it  serves, 
and  (2)  to  strive  at  all  times  to  cooperate  with  the 
medical  profession  in  improving  public  relations. 

It  must  be  clear  to  each  of  us  that  we  have  more 
than  a small  share  in  this  undertaking.  We  know 
the  facts;  they  have  not  changed  since  last  year. 
It  is  urgent  that  we  take  action  now! 

Whom  can  we  ask  for  assistance?  We  should 
write  to  the  AMA,  535  North  Dearborn  St.,  Chi- 
cago 10,  111.,  for  pamphlets  from  operation  home- 
town. These  will  answer  any  questions  we  may 
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have  and  enable  us  to  discuss  this  issue  with  intel- 
ligence and  sincerity.  What  can  we  do  individu- 
ally? We  can  talk  with  patients  and  friends,  and 
enlist  their  help  in  defeating  this  amended  King- 
Anderson  Bill.  Why  should  we  be  so  concerned? 
Because  we  do  not  want  government  control  of 
medicine?  The  people  of  the  United  States  have 
the  best  medical  care  in  the  world,  and  it  is  not 
compulsory.  When  should  we  start?  Now!  Next 
month  may  be  too  late.  Where  can  we  do  the  most 
good?  In  addition  to  talking  with  our  friends,  we 
should  write  letters  to  our  Congressman  and  Sen- 
ators. They  represent  us;  we  should  let  them  know 
that  we  appreciate  the  work  they  have  done  and 
ask  for  their  cooperation  in  defeating  the  King- 
Anderson  Bill  (H.R.  3920,  88th  Congress).  Our 
letters  need  not  be  long,  but  each  should  state 
reasons  for  our  views  very  simply  and  sincerely. 

If  you  would  like  speakers  to  give  your  organi- 
zation more  information  on  operation  hometown, 
consult  your  county  medical  society. 

THE  MEDICAL  PROFESSION  NEEDS  YOUR 
SUPPORT  TODAY,  TOMORROW  AND  ALL 
THE  DAYS  AFTER  TOMORROW,  UNTIL  SO- 
CIALIZED MEDICINE  IS  DEFEATED! 

— Helen  G.  Hughes 


1963  Component  Chapter  Presidents 

BLACK  HAWK  COUNTY — Mrs.  Susan  Phillips, 
1620  Guernsey  Ct.,  Waterloo 

DES  MOINES  CHAPTER— Miss  Isabelle  Kirtley, 
2945  Rutland  Ave.,  Des  Moines 

DES  MOINES  COUNTY— Miss  Twila  Curtis,  R.  3, 
Burlington 

FT.  DODGE  DISTRICT— Mrs.  Ruth  Parrish,  1240 
Walnut  St.,  Webster  City 

IOWA  CITY  DISTRICT— Mrs.  Margaret  Stober, 
1110  N.  Dodge  St.,  Iowa  City 

JASPER-POWESHIEK — Mrs.  Esther  Matthews, 
1216  Spencer,  Grinnell 

LINN  COUNTY — Mrs.  Barbara  Smith,  157  24th 
St.  Dr.  S.E.,  Cedar  Rapids 

MASON  CITY— Mrs.  Wilma  Mathis,  221  2nd  N.E., 
Mason  City 

OSKALOOSA  DISTRICT— Mrs.  Colleen  Berg- 
lund,  1326  Barclay,  Oskaloosa 

SCOTT  COUNTY— Mrs.  Alice  Diehl,  2632  Iowa 
St.,  Davenport 

WAPELLO  COUNTY — Miss  Helen  Steinkopf,  418 
N.  Ash,  Ottumwa 

WOODBURY  COUNTY— Mrs.  Jean  George,  1216 
14th  St.,  Sioux  City 


Accreditation  of  Nursing  Homes 

A National  Council  for  the  Accreditation  of 
Nursing  Homes,  jointly  sponsored  by  the  Amer- 
ican Medical  Association  and  the  American  Nurs- 
ing Home  Association,  has  been  organized  to  carry 
out  a nationwide  program  to  promote  high  stand- 
ards among  nursing  homes.  Organization  of  the 
new  council,  including  the  appointment  of  a nine- 
member  Board  of  Directors,  was  completed  at  a 
meeting  of  representatives  of  the  AMA  and  the 
ANHA  in  Chicago  at  the  end  of  May. 

The  Board  of  Directors  is  composed  of  five  phy- 
sicians and  four  owners  and  operators  of  nursing 
homes.  Physician  members  are  Dr.  H.  Close  Hes- 
seltine,  Chicago;  Dr.  Pierre  Salmon,  San  Mateo, 
Calif.;  Dr.  Wilson  T.  Sowder,  Florida  state  health 
officer,  Jacksonville,  Fla.;  Dr.  Thomas  McCreary, 
Rochester,  Pa.;  and  Dr.  Frederick  C.  Swartz,  East 
Lansing,  Mich.  Nursing  home  representatives  on 
the  board  are  Alton  Barlow,  Canton,  N.  Y.;  Mrs. 
Eleanor  Baird,  New  Milford,  Conn.;  Mrs.  Vesta 
Bowden,  Denver,  Colo.;  and  Mrs.  Pauline  Wil- 
liams, Phoenix,  Arizona. 

The  National  Council  for  the  Accreditation  of 
Nursing  Homes  will  be  headquartered  in  Chicago, 
with  a full-time  executive  director  to  administer 
the  program.  The  executive  director  has  not  yet 
been  selected. 

Mrs.  Baird  was  named  chairman  of  the  Board  of 
Directors,  and  Dr.  Hesseltine  was  selected  as  vice- 
chairman.  Mrs.  Baird  pointed  out  that  nursing 
homes  are  becoming  increasingly  important  in 
health  care,  with  the  rising  population  of  older 
citizens  and  the  wider  use  of  nursing  homes  for 
convalescence  and  care  of  the  chronically  ill.  She 
said  that  a national  accreditation  program  which 
recognizes  nursing  homes  of  high  standards  will 
serve  to  raise  standards  in  all  nursing  homes. 

The  number  of  skilled  nursing  homes  increased 
from  7,000  in  1954  to  9,700  in  1961,  with  a total 
bed  capacity  increase  from  180,000  to  338,700. 


Film  on  Obesity  for  Physicians 

A new  film  entitled,  “Obesity:  Some  Highlights 
of  Management,”  is  being  made  available  by  E.  R. 
Squibb  & Sons,  Division  of  Olin  Mathieson  Chem- 
ical Corporation.  The  lecture-type  film,  delivered 
by  Dr.  Garfield  G.  Duncan,  professor  of  medicine, 
University  of  Pennsylvania,  points  out  that  obesity 
is  a leading  menace  to  health  and  longevity  and  is 
one  of  the  greatest  challenges  in  the  practice  of 
medicine.  Designed  for  viewing  by  professional 
medical  audiences,  the  film  highlights  some  meth- 
ods employed  by  Dr.  Duncan  and  his  colleagues 
in  the  management  of  obesity.  Dr.  Duncan  is  also 
director,  Medical  Divisions,  Pennsylvania  Hos- 
pital and  Benjamin  Franklin  Clinic. 

The  black  and  white  sound  film  runs  20  minutes 
and  is  available  at  no  charge  from  all  Squibb 
regional  offices,  or  by  writing  the  New  York  office 
at  745  Fifth  Avenue. 


STATE  DEPARTMENT  OF  HEALTH 


COMMISSIONER 


Food  Infections  and  Intoxications 
Iowa  1962 

Keep  Food  Clean! 

Keep  It  Hot,  ox-  Keep  It  Cool! 

The  State  Department  of  Health  leai-ns  of  only 
a few  instances  in  which  these  cardinal  principles 
of  food  handling  have  been  violated  each  year,  in 
Iowa.  Those  that  do  come  to  its  attention  usually 
have  involved  large  numbers  of  pei’sons,  or  have 
caused  severe  illness  in  a few  people.  Doubtless 
the  instances  of  carelessness  are  far  more  numer- 
ous than  the  following  statistics  indicate,  and  it  is 
mei’e  good  luck  that  the  mortality  and  moi’bidity 
rates  for  food  infections  and  intoxications  aren’t 
higher. 


SALMONELLOSIS 

For  1962,  repoi’ts  of  84  cases  of  human  salmonel- 
losis in  Iowa  were  received.  This  number  includes 
three  cases  of  typhoid  fever.  The  accompanying 
map  shows  the  numbers  of  cases  by  county,  and 
Table  1 contains  a list  of  the  salmonella  serotypes 
of  the  cases,  by  county,  as  reported  by  I.  H.  Boi'ts, 
M.D.,  director  of  the  State  Hygienic  Laboratory. 

A summary  of  cases  by  serotype  shows  52  due 
to  typhimurium;  5 hartfoi'd;  4 newpoit;  3 typhi; 
3 enteritidis;  2 oranienburg;  1 each  of  java,  ari- 
zona,  montevideo,  saint  paul,  cholei-aesuis,  hii-sh- 
feldii,  panama,  san  diego,  blockley  and  Gi-oup  B; 
2 Gi-oup  C;  and  3 type  undetei’mined. 

Dui-ing  1962,  salmonella  oiganisms  were  recov- 
ered from  non-human  sources  in  50  instances.  The 
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TABLE  I 

SALMONELLA  SEROTYPES  IN  THE  1962  CASES  IN  IOWA 


County  Cases  Serotype 


Allamakee  I hartford 

Benton  I newport,  I oranienburg 

Black  Hawk I newport 

Boone  . . . . 3 typhimurium,  I type  undet. 

Butler I typhi 

Cerro  Gordo  20  typhimurium 

Chickasaw  .2  harttord 

Clinton  I hirschfeldii,  I Group  B 

Des  Moines  I typhi 

Dubuque  2 typhimurium,  I hartford, 

I enteritidis 

Jackson  I enteritidis 

Johnson  I enteritidis,  I arizona 

Linn  I typhimurium,  I java, 

I saint  paul,  I montevideo 

Lyon  I Group  C 

Marshall  20  typhimurium 

O'Brien  I newport 

Page  I typhimurium 

Polk  3 typhimurium,  I hartford, 

I newport,  I blockley, 

I Group  C,  I type  undet. 

Pottawattamie  I typhi 

Scott  I choleraesuis 

Story  I type  undet. 

Wapello  I typhimurium 

Warren  I panama 

Washington  I san  diego 

Woodbury  I typhimurium,  I oranienburg 


sources  and  serotypes,  as  reported  by  Paul  C.  Ben- 
nett, D.V.M.,  professor  and  supervisor,  Iowa  Vet- 
erinary Medical  Diagnostic  Laboratory,  are  as  fol- 
lows: 

Hogs:  3 choleraesuis;  4 choleraesuis,  var.  kunzen- 
dorf;  1 heidelberg;  1 typhimurium;  1 typhimurium, 
var.  Copenhagen;  1 derby;  1 saint  paul;  1 bredeney. 

Turkeys:  3 typhimurium;  3 saint  paul;  1 schwarzen- 
grund;  1 arroger;  1 bredeney;  1 Chester;  1 heidelberg; 
1 gallinarium. 

Chickens:  6 pullorum;  2 gallinarum;  1 saint  paul; 
1 typhimurium,  var.  Copenhagen. 

Cattle:  5 typhimurium;  1 typhimurium,  var.  Copen- 
hagen; 1 enteritidis. 

Sheep:  1 typhimurium;  1 derby;  1 muenchen. 

Rahhits:  1 typhimurium. 

Feed  Samples:  1 cerro;  1 livingstone;  1 illinois 
monophesis;  1 newington. 

According  to  the  U.  S.  Public  Health  Service,1 
during  January,  1963,  a total  of  1,111  salmonella 
cultures  of  61  serotypes  were  isolated  from  human 
sources,  and  during  the  same  month,  525  isolations 
of  52  serotypes  were  identified  from  non-human 
sources.  Forty  serotypes  were  recovered  from  both 
human  and  non-human  sources.  These  findings  em- 
phasize the  magnitude  and  complexity  of  the  sal- 
monellosis problem. 

S.  typhimurium  was  the  serotype  most  fre- 
quently recovered  from  human  sources,  355  of  the 


1,111  cases  being  of  this  type.  There  were  91  S. 
heidelberg;  72  S.  infantis;  67  S.  newport;  59  S. 
typhi;  32  S.  montevideo;  and  31  S.  enteritidis. 
Twenty-nine  per  cent  of  the  human  isolations  were 
from  children  under  five  years  of  age. 

McCullough2  has  said,  “The  incidence  of  food- 
borne  salmonellosis  is  not  accurately  known,  but 
it  is  great,  perhaps  rivaling  the  common  cold  in 
frequency.  Most  cases  do  not  come  to  medical  at- 
tention. Only  the  more  severely  ill  cases  and  out- 
breaks involving  numbers  of  people  are  reported 
and  appear  in  our  vital  statistics.  The  list  of  foods 
which  have  been  incriminated  in  outbreaks  of  sal- 
monella gastroenteritis  includes  such  varied  items 
as  sliced  watermelon,  codfish  cakes,  custard,  egg- 
nog, baked  alaska,  baked  ham,  spaghetti,  chopped 
liver,  bread  pudding,  milk,  mutton,  rice  pudding, 
scrambled  eggs,  pork  sausage,  smoked  fish,  lemon 
pie,  cream  pie,  cheese,  chocolate  eclairs,  smoked 
sausage,  mayonnaise,  veal  salad,  pickles,  cream 
cakes  and  meat  pies.” 

Of  the  525  isolates  from  non-human  sources,  S. 
typhimurium  and  S.  typhimurium  var.  Copenhagen 
contributed  108  (21  per  cent).  Other  relatively 
common  types  from  this  source  were  S.  anatum 
(10  per  cent);  S.  heidelberg  (7  per  cent);  and 
S.  bredeney  (7  per  cent).  Non-human  sources 
from  which  these  isolates  were  recovered  included 
chickens,  turkeys,  ducks,  pigeons,  quail,  hatchery 
environment,  horses,  cattle,  hogs,  hog  environ- 
ment, hog  feed,  dogs,  dog  feed,  rabbits,  guinea 
pigs,  mink,  wild  cats,  rats,  raccoons,  chinchillas, 
shucked  oysters,  fish  meal  and  meat  scraps.  A sur- 
vey of  animal  byproducts  and  complete  rations  by 
the  U.  S.  Department  of  Agriculture’s  National 
Animal  Disease  Laboratory3  revealed  salmonella 
in  bone  meal,  fish  meal,  laboratory  animal  feeds, 
livers,  meat  scraps,  meat  scraps  and  bone  meal, 
meat  meal,  poultry  byproducts,  poultry  feeds,  mis- 
cellaneous animal  protein,  swine  supplements  and 
tankage.  Fifty -nine  serotypes  were  found  in  that 
study,  the  commonest  being  S.  montevideo,  S.  senf- 
tenberg,  S.  typhimurium,  S.  cubana,  S.  infantis 
and  S.  oranienburg. 

As  was  suggested  by  the  recovery  of  40  sero- 
types from  both  human  and  non-human  sources 
within  a one-month  period,  almost  all  serotypes 
are  pathogenic  for  both  man  and  animals.  Strik- 
ing examples  of  host-adapted  serotypes  are  S. 
typhi,  paratyphi  A,  paratyphi  B and  paratyphi  C, 
which  cause  typhoid  fever  and  paratyphoid  fever 
in  man.  They  are  not  considered  pathogenic  for 
animals,  even  though  they  have  been  recovered 
from  animals  on  rare  occasions. 

This  group  of  organisms  was  named  after  Sal- 
mon, who  with  Smith  in  1885  pioneered  in  isolat- 
ing and  describing  the  first  member  of  this  group 
of  bacteria.  That  organism,  S.  cholera  suis,  they 
thought  at  that  time  was  the  cause  of  hog  cholera. 
S.  enteritidis  and  S.  typhimurium  were  isolated 
shortly  afterwards  from  two  human  patients  suf- 
fering gastroenteritis  following  ingestion  of  in- 
fected meat. 

Two  outbreaks  of  Salmonella  typhimurium  in- 
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fection  in  Iowa  during  1962,  each  involving  about 
20  persons,  offered  comparatively  good  conditions 
for  study.  The  first  of  them  followed  a church  so- 
cial where  about  25  people  ate  home-made  ice 
cream,  and  20  or  more  of  them  became  ill.  Five 
were  hospitalized.  Salmonella  typhimurium  was 
isolated  from  stools  of  three  patients,  and  also  from 
the  ice  cream.  Local  cream,  milk  and  eggs  were 
used,  and  the  milk  and  cream  had  not  been  pas- 
teurized. The  uncooked  egg  custard  was  prepared 
in  the  afternoon  with  kitchen  temperatures  in  the 
80’s,  and  was  allowed  to  stand  until  evening,  when 
it  was  taken  to  the  church  to  be  frozen. 

The  second  salmonellosis  outbreak  (20  cases) 
also  involved  home-made  ice  cream.  There  again, 
it  was  made  with  raw  dairy  products.  Also,  an 
uncooked  custard  was  used.  Three  nersons  were 
hospitalized,  and  one  of  them  died.  No  ice  cream 
was  available  for  laboratory  study,  but  it  is  reason- 
able to  assume  that  the  home-made  ice  cream  was 
the  source  of  contamination,  because  all  those 
who  became  sick  had  eaten  ice  cream.  Further- 
more, three  neighbor  children  who  did  not  attend 
the  family  gathering  but  who  were  invited  in  to 
“lick  the  dasher”  became  sick.  Again,  the  mix 
had  been  left  standing  at  room  temperature  for 
several  hours  before  it  was  frozen. 

POSSIBLE  CLOSTRIDIUM  PERFRINGENS  INTOXICATION 

One  hundred  twenty-five  of  320  girl  scouts  and 
their  chaperones  who  had  eaten  a buffet  supper 
became  sick  from  seven  to  24  hours  later,  the  av- 
erage incubation  period  being  12  houi's.  The  chief 
complaints  were  severe  abdominal  cramps  and  di- 
arrhea (2-26  stools).  A few  had  additional  com- 
plaints of  nausea  and  vomiting.  One  or  two  had 
fever  of  100 °F.  Recovei'y  was  as  prompt  as  the 
onset  had  been  acute.  After  four  to  six  hours,  most 
of  the  girls  wanted  to  resume  their  activities. 

Although  Clostridium  perfringens  was  not  iso- 
lated, the  clinical  manifestations  and  the  epidemio- 
logic evidence  pointed  toward  it  as  the  offending 
agent.  The  food  concerned  was  probably  baked 
beans  made  from  pre-cooked  beans.  After  the 
beans  had  been  mixed  with  the  sauces  and  placed 
in  baking  pans,  weiners  were  laid  over  the  top. 
A shoi’t  cooking  period  was  used.  Many  complained 
that  the  beans  were  cold  when  they  were  served. 
The  pei’fi’ingens  organism  produces  toxins  l’apidly 
in  a heated  food  that  is  allowed  to  cool  slowly.  It 
is  Quickly  destroyed  by  refrigeration  temperatures, 
and  the  long  period  of  refrigeration  between  the 
time  the  food  was  served  and  the  time  it  was  ex- 
amined at  the  laboi'atory  probably  accounts  for 
the  technologists’  failure  to  recover  the  organism. 

TRICHINOSIS 

For  the  first  time  since  1956,  no  cases  of  human 
trichinosis  were  reported  in  Iowa  during  the  year 
1962.  Typically,  trichinosis  is  reported  in  small 
groups  of  cases,  and  it  occui’s  in  pei’sons  who  have 
eaten  impi'operly  cooked  pork.  For  example,  the 
18  cases  that  were  reported  in  1961  were  all  from 


a single  source  of  infection,  some  home-made,  un- 
cooked, smoked  pork  sausage.  Although  the  inci- 
dence of  trichinosis  in  hogs  is  declining,  the  infec- 
tion still  exists. 

Pork  is  a highly  nutritious,  tasty  food,  but  it 
always  should  be  cooked  until  well  done  before 
it  is  eaten. 

Keep  Food  Clean! 

Keep  It  Hot,  or  Keep  It  Cold! 


Morbidity  Report  for  Month  of 
May  1963 


Diseases 

1963 

May 

1963 

Apr. 

1962 

May 

Most  Cases  Reported 
From  These  Counties 

Diphtheria 

0 

0 

0 

Scarlet  fever 

292 

240 

218 

Dubuque,  Hancock, 

Typhoid  fever 

0 

0 

0 

Jefferson,  Johnson,  Polk 

Smallpox 

0 

0 

0 

Measles 

901 

879 

1420 

Clay,  Dubuque,  Floyd,  Polk, 

Whooping  cough 

6 

4 

7 

Scott 

Webster 

Brucellosis 

10 

17 

10 

Scott 

Chickenpox 

374 

738 

193 

Des  Moines,  Dubuque, 

Meningococcic 

meningitis 

1 

1 

0 

Polk,  Scott 
Dubuque 

Mumps 

222 

323 

262 

Boone,  Buena  Vista,  Polk, 

Poliomyelitis 

0 

0 

0 

Scott 

Infectious 

hepatitis 

37 

30 

101 

Osceola,  Polk,  Scott, 

Rabies  in 
animals 

37 

38 

24 

Woodbury 

Carroll,  Dallas,  Dubuque, 

Malaria 

1 

0 

0 

Plymouth,  Story,  Wright 
Bremer  (acquired  outside 

Psittacosis 

0 

0 

0 

U.  S.) 

Q fever 

0 

0 

0 

Tuberculosis 

27 

23 

21 

For  the  state 

Syphilis 

64 

55 

71 

For  the  state 

Gonorrhea 

89 

86 

87 

For  the  state 

Histoplasmosis 

6 

0 

1 

Cerro  Gordo 

Food  intoxication 

25 

0 

272 

Lee 

Meningitis  (type 
unspecified ) 

2 

2 

0 

Clay,  Clinton 

Diphtheria  carrier 

0 

0 

0 

Aseptic  meningitis  1 

1 

0 

Buchanan 

Salmonellosis 

3 

5 

5 

Johnson,  Scott,  Story 

Tetanus 

1 

0 

0 

Louisa 

Chancroid 

1 

0 

0 

Polk 

Encephalitis  (typ< 
unspecified ) 

■> 

0 

0 

1 

H.  influenzal 
meningitis 

0 

0 

0 

Amebiasis 

1 

0 

0 

Marion 

Shigellosis 

1 

3 

1 1 

Polk 

Influenza 

3 

126 

4 

Polk 

n; 


ewi 
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Address  at  the  State  Auxiliary's 
Annual  Meeting 

CHARLES  V.  EDWARDS,  SR.,  M.D. 

One  of  the  more  important  duties  of  the  presi- 
dent-elect of  the  Iowa  Medical  Society  is  the  chair- 
manship of  the  Woman’s  Auxiliary  Advisory  Com- 
mittee— “more  important”  because  the  Auxiliary 
is  the  liaison  between  the  Medical  Society  and  the 
public,  and  the  Society’s  most  useful  and  active 
aid  in  presenting  medicine’s  side  in  the  running 
battle  that  is  now  in  progress.  How  useful  the 
Auxiliary  can  be  to  the  Medical  Society  can  be 
appreciated  only  by  reviewing  and  comparing  its 
activities  during  the  past  30  years. 

I shall  not  attempt  to  add  new  fields  for  you,  the 
members  of  the  Auxiliary,  to  conquer.  Instead,  I 
shall  use  these  few  minutes  to  go  over  with  you 
same  facts  and  data  that  may  help  you  in  your 
daily  defense  of  the  medical  profession. 

A passage  from  Sir  William  Osier’s  “Farewell 
Address  to  the  Medical  Profession  of  the  United 
States”  is  as  true  today  as  when  he  presented  it 
in  1905: 

“There  is  a delightful  Arabian  proverb,  two 
lines  of  which  run:  ‘He  that  knows  not,  and  knows 
not  that  he  knows  not,  is  a fool.  Shun  him.  He  that 
knows  not,  and  knows  that  he  knows  not,  is  simple. 
Teach  him.’ 

“To  a large  extent  these  two  classes  represent 
the  people  with  whom  we  have  to  deal.  Teaching 
the  simple,  and  suffering  the  fools  gladly,  we  must 
fight  the  willful  ignorance  of  the  one,  and  the  help- 
less ignorance  of  the  other,  not  with  the  sword  of 
righteous  indignation,  but  with  the  skillful  weapon 
of  the  tongue.” 

On  this  ignorance  the  charlatan  and  the  quack 
live,  and  it  is  by  no  means  an  easy  matter  to  decide 
how  best  to  conduct  warfare  against  these  wily 
foes.  Education  of  a much  more  systematic  and 
active  kind  is  needed  if  we  are  to  reach  the  public. 
One  example  is  the  meeting  that  Dr.  C.  E.  Rad- 
cliffe  had  with  the  club  consisting  of  wives  of  the 
internes  and  residents  in  Iowa  City  this  last  winter. 
Despite  a severe  snowstorm,  about  150  were  pres- 
ent for  his  discussion  of  medical  socioeconomic 
problems.  Those  young  ladies  provided  a good 
means  of  “spreading  the  gospel,”  for  they  live  in 
housing  areas  where  their  neighbors  are  students 
and  wives  of  students  in  law,  political  science, 
geography,  history,  languages  and  teacher  train- 


ing. Thus,  they  can  reach  a large  cross  section  of 
the  non-medical  population — those  who  need  to 
know  the  facts  about  state  medicine.  In  small-col- 
lege and  non-college  communities,  of  course,  the 
cross  section  of  various  professions  and  occupa- 
tions can  be  reached  in  a similar  manner  through 
churches,  women’s  clubs  and  service  organizations, 
and  I hope  that  each  of  you  will  make  it  her  per- 
sonal business  to  provide  that  liaison. 

LET'S  TELL  PEOPLE  ABOUT  MEDICINE'S 
ACCOMPLISHMENTS 

Within  the  last  century — and  especially  within 
the  past  50  years — medicine  as  a united  worldwide 
profession,  following  identical  methods  and  pur- 
suing the  same  ends — the  prevention  of  disease 
through  discovering  causes,  curing  sickness  and 
relieving  suffering — has  done  more  for  the  human 
race  than  had  ever  before  been  accomplished  by 
any  other  group. 

So  rapid  have  been  the  advances  in  vaccination, 
sanitation,  anesthesia,  surgery,  biochemistry,  bac- 
teriology and  improved  therapeutics  that  we  and 
the  public  have  almost  lost  our  appreciation  for 
the  revolutionary  effect  that  medicine  has  had 
upon  civilization.  With  all  this  accomplishment,  we 
find  our  profession  on  trial,  however,  and  we  find 
ourselves  having  to  defend  our  calling  and  our  pro- 
fessional organizations. 

The  March,  1963,  issue  of  the  magazine  new  med- 
ical materia  describes  a new  type  of  public  rela- 
tions program  that  can  be  used  by  doctors  and  by 
the  Auxiliary  in  “advertising”  the  medical  profes- 
sion, and  its  achievements  and  its  contributions  to 
the  public  welfare.  It  gives  a method  for  conveying 
to  the  public  the  real  facts  about  medical  care  to- 
day. Amplifying  the  overall  theme  “What  Today’s 
Medical  Care  Gives  You,”  it  states: 

1.  The  life  expectancy  for  infants  born  today  is 
70  years.  Back  in  1930  it  was  only  60  years. 

2.  There  are  fewer  dead  babies.  Fifty  years  ago, 
one  out  of  every  10  infants  died  during  the  first 
year  of  life.  Today,  only  one  of  every  40  dies  dur- 
ing the  first  year. 

3.  These  changes  are  due  to  advances  in  drugs, 
to  improvements  in  technic,  and  to  broadened 
knowledge  of  diseases  and  their  treatment. 

This  type  of  “advertising”  may  have  a greater, 
and  perhaps  even  a greater  cumulative,  impact  on 
the  public  than  can  be  produced  by  our  profes- 
sion’s foes,  through  the  use  of  astronomical  figures 
regarding  increased  monetary  costs. 
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THE  MEDICAL  PROFESSION  IS  EMPHASIZING 
PREVENTIVE  CARE 

It  is  a widespread  misconception  that  with  priv- 
ately-financed fee-for-service  medicine,  not  only 
does  the  patient  suffer  a reduction  in  the  quality 
of  medical  care,  but  preventive  measures  are  neg- 
lected. It  would  be  extremely  difficult  to  ascertain 
precisely  the  optimum  amount  of  preventive  and 
diagnostic  care  for  the  members  of  any  given 
society,  but  here  are  a few  facts  with  which  to 
combat  the  misconception  that  I have  mentioned: 
1.  In  1953,  “health  supervision”  was  the  purpose 
of  16  per  cent  of  all  physician-patient  visits — the 
highest  frequency  of  any  of  the  17  categories  of 
health  care.  This  category  included  pre-  and  post- 
natal care,  well-baby  child  care,  general  check-ups, 
immunizations,  etc.  2.  In  1957,  among  18  categories, 
“health  supervision”  again  was  first,  with  21  per 
cent  of  all  physician-patient  visits. 

This  substantially  increased  purchase  of  pre- 
ventive and  diagnostic  medical  care  under  the  fee- 
for-service  system  shows  that  the  American  con- 
sumer has  a high  preference  for  preventive  health 
care,  and  that  he  (or  she)  is  getting  it.  As  all  seg- 
ments of  the  population  become  more  knowledge- 
able, an  even  greater  preference  for  preventive 
medical  care  will  become  evident,  and  the  medical 
profession  can  be  relied  upon  to  provide  it. 

DOCTORS  ARE  CONSTANTLY  IMPROVING 
MEDICAL  SERVICES 

Did  you  know,  and  do  you  think  the  public 
knows,  that  the  medical  profession  is  the  only  oc- 
cupational group  in  which  the  members  are  willing 
to  sit  together  and  review  their  errors  and  consider 
methods  of  achieving  better  results?  Doctors  re- 
gard it  as  the  responsibility  of  organized  medicine 
to  promulgate  standards  which  will  result  in  con- 
stant improvement  of  the  quality  of  medical  care. 

In  the  past  50  years:  (1)  The  Flexner  Report, 
sponsored  by  organized  medicine,  led  to  the  clos- 
ing of  sub-standard  medical  schools.  (2)  The  med- 
ical profession  has  established  specialty  boards, 
certification  programs  and  postgraduate  educa- 
tional activities  of  various  sorts  for  the  single  pur- 
pose of  improving  medical  care.  (3)  The  Joint 
Commission  on  Accreditation  of  Hospitals,  under 
the  sponsorship  of  the  medical  profession,  has  es- 
tablished standards  to  assure  patients  of  the  best 
possible  medical  care  in  hospitals. 

RISES  IN  THE  COSTS  OF  MEDICAL  CARE 
HAVE  BEEN  EXAGGERATED 

In  recent  years  there  has  been  considerable 
criticism  of  the  rising  costs  of  medical  care,  largely 
because  of  a serious  misunderstanding  about  the 
changes  that  have  taken  place  and  about  their 
significance.  It  is  most  difficult  for  the  public  to 
separate  professional  fees  from  hospital  costs  and 
insurance  premiums.  Thus,  information  in  some  of 
these  areas  could  be  extremely  valuable  to  you. 


It  is  certainly  true  that  the  increased  expendi- 
tures for  medical  care  are  due  primarily  to  factors 
other  than  professional  fees,  even  though  doctors’ 
charges  are  a part  of  total  costs.  Medical  care  costs 
have  risen  less  rapidly  than  “other  services,”  and 
much  less  rapidly  than  commodities  in  general. 

The  principal  inflationary  push  occurred  before 
1952,  but  the  attacks  on  the  medical  profession 
have  been  occasioned  by  the  relatively  rapid  rise 
in  medical  care  prices  that  has  occurred  since  1952. 
Actually,  the  purveyors  of  health  care  are  being 
criticized,  in  effect,  for  not  raising  their  charges  as 
promptly  as  everyone  else  did! 

From  1940  to  1960,  physicians’  fees  advanced  less 
than  did  the  Consumer  Price  Index,  and  much  less 
than  did  commodity  prices: 

AVERAGE  PRICE  INCREASES  OVER  THE 
25-YEAR  PERIOD  1936-1961 


Average  of  all  price  increases 

(Consumer  Price  Index)  115.5% 

Overall  medical  care  price  increase  124.7% 

Increase  in  physicians'  fees  100.4% 

Increase  in  drug  prices  46.5% 

Hospital  room  rate  increases 405.9% 


Hospital  Room  Costs.  An  important  factor  in  the 
change  in  hospital  charges  has  been  the  shift  from 
voluntary  to  paid  labor  in  hospitals,  with  shorter 
hours  and  more  days  off.  Much  of  the  work  done  in 
hospitals  can  be  classified  as  domestic  service,  and 
the  wages  for  domestic-service  personnel  have 
risen  330  per  cent  since  1939.  Doctors  think  that 
most  hospital  personnel  are  underpaid,  even  now, 
but  the  fact  must  be  faced  that  $80  of  every  $100 
of  hospital  expenditures  goes  for  wages. 

The  major  increase  in  medical  care  costs  can  be 
traced  to  (1)  increased  demands  for  medical  care, 
and  (2)  an  increased  utilization  of  hospital  serv- 
ices. As  for  the  latter  of  these,  it  should  be  re- 
membered that  the  greater  use  of  hospital  services 
has  helped  greatly  to  reduce  the  length  of  the 
average  patient’s  stay  in  the  hospital. 

Physicians’  Fees.  Doctors’  incomes  have  in- 
creased, but  the  costs  of  practice  have  also  risen, 
with  the  result  that  their  net-to-gross  income  ratio 
has  declined  (five  per  cent  since  1950). 

The  General  Price  Increase.  The  Social  Security 
administration  estimates  that  private  expenditures 
for  health  care  have  increased  176  per  cent  since 
1948  due  to  population  growth  and  general  price 
increases.  About  two-thirds  of  that  rise  is  attrib- 
uted to  higher  prices,  and  the  remaining  third  to 
an  increased  use  of  health  services  and  improve- 
ments in  the  levels  and  scope  of  medical  services. 
In  other  words,  a larger  population  with  an  in- 
creased income,  having  learned  that  today’s  im- 
proved health  care  is  a sound  investment  both 
medically  and  economically,  is  buying  greater 
quantities  of  this  care. 

At  no  time  in  our  history  has  the  average  in- 
dividual had  so  great  an  ability  to  pay  for  medical 
care.  Today  the  average  American  needs  work 
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only  two  hours  and  three  minutes  to  pay  for  a visit 
to  the  doctor,  whereas  30  years  ago  he  needed  to 
work  four  hours  and  40  minutes  for  each  visit. 
Furthermore,  at  no  time  has  he  been  able  to  pur- 
chase the  quality  and  quantity  of  medical  care  that 
he  can  now  buy. 

Although  in  some  other  areas  it  is  frequently 
possible  to  buy  an  inferior  quality  of  product  or 
service  at  a reduced  cost,  there  seems  to  be  no  one 
in  the  world  of  medical  care  services  who  has  as 
his  primary  and  direct  interest  the  reduction  of 
medical  costs  at  the  sacrifice  of  the  quality  of  med- 
ical care.  As  a matter  of  fact,  people  would  be  un- 
willing to  accept  the  same  services  that  were  the 
best  available  just  10  years  ago,  even  if  they  were 
available  at  a lower  price. 

PEOPLE  MUST  BE  TAUGHT  WHAT  TO  EXPECT 
FROM  HEALTH  INSURANCE 

We  must  redouble  our  efforts  at  getting  people 
to  obtain  adequate  voluntary  health  insurance  for 
themselves  and  their  families.  What  is  adequate? 
Approximately  30  per  cent  of  families  have  annual 
expenditures  of  less  than  $50  for  medical  care; 
35  per  cent  between  $50  and  $100;  24  per  cent 
between  $200  and  $500;  and  only  11  per  cent  spend 
$500  or  more  per  year.  But  this  last  group  bears  40 
per  cent  of  all  the  expenses  of  medical  care. 

People  don’t  buy  car  insurance  to  pay  for  re- 
placing worn-out  tires,  batteries  or  spark  plugs, 
nor  do  they  buy  fire  and  windstorm  insurance  with 
the  expectation  that  it  will  pay  for  replacing  worn- 
out  furniture.  If  those  types  of  insurance  were 
written,  they  could  not  afford  the  premiums.  Peo- 
ple buy  deductible  collision  insurance  for  their 
cars,  but  they  want  health  insurance  coverage  for 
each  scratch,  sprain  or  headache  that  they  may 
incur,  and  many  are  disappointed  when  they  have 
failed  to  collect  a sum  at  least  equal  to  their  annual 
premium  during  a particular  year. 

It  has  been  firmly  established  that  the  distribu- 
tion of  health  care  payments  throughout  society 
can  be  accomplished  through  voluntary  health  in- 
surance, so  that  the  individual’s  inability  to  foresee 
and  budget  for  his  illnesses  and  disabilities  can  be 
compensated  for  through  group  effort.  The  public 
must  be  educated  to  the  fact  that  it  must  think  of 
health  insurance  in  the  same  way  that  it  thinks  of 
life,  fire  and  automobile  insurance — as  something 
that  will  pay  the  costs  incident  to  a serious  catas- 
trophe, rather  than  as  something  on  which  he 
actually  wants  and  expects  to  make  a profit. 

The  recently  devised  voluntary  health  insurance 
programs  for  all  citizens  over  65,  and  the  Kerr- 
Mills  legislation  for  the  near-needy  aged,  plus  care 
provided  for  welfare  recipients,  should  rapidly  en- 
able us  to  protect  more  than  90  per  cent  of  our 
population.  If  the  present  growth  continues,  this 
goal  can  easily  be  reached  without  further  federal 
legislation. 


THE  KERR-MILLS  PROGRAM 

In  1961,  the  Iowa  Legislature  enacted  the  Medical 
Assistance  to  the  Aged  Act,  without  voting  the 
necessary  funds  to  make  it  effective,  but  this  year 
it  is  providing  sufficient  funds  to  assure  the  es- 
tablishment of  a good  program  for  M.A.A.  in  this 
state. 

The  Kerr-Mills  program  was  made  law  for  the 
specific  purpose  of  giving  adequate  help  to  all 
elderly  citizens  who  are  not  now  public  charges, 
but  must  have  assistance  if  their  health  care  needs 
are  to  be  met. 

Two  yeai’s  of  the  initial  pilot  program  should 
give  the  answers  to  many  questions  that  are  un- 
answerable at  present.  Our  major  uncertainty  is 
the  number  of  senior  citizens  who  need  this  pro- 
gram. It  is  estimated  that  Iowa  has  300,000  indi- 
viduals over  65,  but  the  number  of  eligibles,  with- 
in the  restrictions  that  the  Legislature  has  estab- 
lished, is  nearly  impossible  to  estimate.  Also,  the 
amount  and  types  of  services  that  will  be  required 
to  meet  the  needs  of  those  eligible  must  yet  be 
determined. 

To  provide  this  information  for  the  M.A.A.  pro- 
gram only,  the  Legislature  will  require  the  em- 
ployment of  an  independent  fiscal  agent  to  process 
and  pay  claims,  rather  than  have  this  program  in- 
tertwined with  the  other  programs  of  the  Depart- 
ment of  Social  Welfare. 

The  actual  experience  of  North  Dakota  bears  out 
our  contention  that  the  new  group  of  M.A.A.  re- 
cipients must  be  kept  distinct,  so  that  we  may 
know  the  precise  number  of  Iowa’s  near-needy 
aged,  and  whether  the  new  program  is  satisfying 
their  requirements.  North  Dakota,  with  56,000 
people  over  65  years  of  age,  compared  with  Iowa’s 
300,000,  appropriated  over  $2,000,000  for  1961-1963 
as  its  share  in  the  program.  Federal  funds  brought 
the  total  sum  available  to  $10,000,000.  The  admin- 
istration was  left  to  the  Department  of  Social  Wel- 
fare, and  this  the  people  of  North  Dakota  found 
was  a mistake.  Immediately,  600  O.A.A.  recipients 
in  nursing  homes  were  transferred  to  M.A.A.,  and 
during  the  year  they  were  transferred  back  and 
forth,  so  that  now  no  true  estimate  of  either  need 
or  costs  can  be  made  for  M.A.A. 

On  the  pleasanter  side,  however,  only  1,700  ap- 
plications for  M.A.A.  were  received  in  North  Da- 
kota, and  just  1,400  were  certified.  Of  these,  35  per 
cent  were  true  M.A.A.  clients — people  who  would 
not  be  eligible  for  any  other  type  of  public  assist- 
ance. The  second  surprise  was  that  only  $645,000 
was  expended  during  the  first  18  months  of  the 
program,  a figure  well  under  the  estimate  that  had 
been  made  originally — this  despite  the  padding 
with  O.A.A.  eligibles. 

Because  of  the  intermingling  of  programs  on 
both  county  and  state  levels,  the  M.A.A.  program 
in  North  Dakota,  unfortunately,  is  becoming  ac- 
cepted more  and  more  as  just  another  welfare  pro- 
gram by  the  legislature,  the  welfare  personnel  and 
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the  public  of  that  state.  We  believe  that  this  was 
not  the  intent  of  Congress,  and  thus  that  it  is  a 
miscarriage  of  the  Kerr-Mills  philosophy. 

CONCLUSION 

By  far  the  most  dangerous  foe  we  have  to  fight 
is  apathy.  Apathy  includes  indifference  from  any 
cause — not  from  lack  of  knowledge  but  from  care- 
lessness, from  absorption  in  other  pursuits,  and 
from  a contempt  bred  of  self-satisfaction. 

The  group  working  for  the  socialization  of  med- 
icine is  not  apathetic.  Wilbur  Cohen  has  been 
working  for  the  government  on  this  project  for  20 
years.  He  can  lose  each  year,  but  we  can  lose  but 
once! 

Let’s  use  our  knowledge  and  strength  to  support 
our  health  care  system  by  joining  voluntarily  in 
maintaining  and  elevating  the  quality  of  medical 
care,  by  telling  the  public  of  medicine’s  accom- 
plishments, by  correcting  the  public’s  false  im- 
pressions about  increases  in  the  costs  of  medical 
care,  by  teaching  people  what  they  can  reasonably 
expect  from  voluntary  health  insurance,  and  by 
voicing  our  objections  to  the  introduction  of  a 
system  which  would  threaten  not  only  the  quality 
of  medical  care  we  have  today  but  also  the  con- 
tinuance of  our  free-enterprise  society. 


Women's  Role  in  Politics 

An  Address  by  Ernest  B.  Howard  at  the  1963 
Annual  Meeting  of  the  Woman’s  Auxiliary 
to  the  Iowa  Medical  Society 

As  national  advisor  to  the  Woman’s  Auxiliary 
to  the  American  Medical  Association,  I can  say, 
without  qualification,  that  the  greatest  allies  physi- 
cians have  are  their  wives.  The  areas  in  which 
they  have  done  outstanding  volunteer  work  are 
numerous,  and  their  effectiveness  has  been  repeat- 
edly demonstrated. 

In  politics  too,  physicians’  wives  have  an  im- 
portant role.  And  if  there  are  any  skeptics  in  this 
audience,  let  me  remind  you  of  two  basic  political 
facts: 

1.  In  1964,  women  voters  will  outnumber  men 
voters  by  more  than  four  million.  If  the  women 
in  this  country  stood  together  behind  one  political 
philosophy,  they  could  pretty  well  call  the  tune. 

2.  Virtually  every  successful  candidate  to  elec- 
tive office  ascribes  a major  share  of  his  success  to 
the  campaign  efforts  of  women.  There  is  no  doubt 
in  my  mind  that  we  shall  “Win  With  Women.” 

Women  are  such  an  integral  part  of  every  polit- 
ical action  group,  that  it  is  commonly  acknowl- 
edged that  you  must  use  politically  sophisticated 
women  to  win.  This  was  a consideration  in  the 
formation  of  AMPAC.  From  the  very  beginning, 
physicians’  wives  have  been  included  in  the 
AMPAC  organization  with  full  membership  priv- 


ileges. They  are  not  auxiliary  to  AMPAC — they 
are  full  partners  with  their  husbands. 

From  its  inception,  the  AMPAC  Board  has  had 
a physician’s  wife  as  one  of  its  members.  It  was 
recognized  that  the  physician  members  of  the 
Board  needed  the  advice  and  counsel  of  a physi- 
cian’s wife.  In  addition,  AMPAC’s  Committee  on 
Special  Services  is  composed  of  four  physicians’ 
wives.  This  advisory  group  has  already  demon- 
strated its  effectiveness.  These  women  have  be- 
come articulate  spokesmen  for  AMPAC,  have  fa- 
miliarized themselves  with  the  purposes  and  ob- 
jectives of  AMPAC,  have  acquainted  themselves 
thoroughly  with  AMPAC  materials,  and  have  ac- 
cepted assignments  enthusiastically. 

The  fact  that  the  majority  of  the  state  political 
action  committees  have  physicians’  wives  on  their 
Boards  demonstrates  the  general  recognition  of 
the  vital  part  they  play  in  the  state  political  action 
committee  movement. 

Some  of  you  may  have  noticed  that  I have  been 
using  the  term  “physicians’  wives”  rather  than 
Auxiliary  members.  I urge  you  to  note  the  tech- 
nical difference,  even  though  you  and  I know  we 
are  talking  about  the  same  people.  The  point  I 
am  making,  however,  is  not  merely  one  of  seman- 
tics. The  Woman’s  Auxiliary  at  the  national  level 
and  at  the  state  level,  is  limited  in  what  it  can  do 
in  the  political  action  movement.  The  limitation 
is  a legal  one. 

The  Woman’s  Auxiliary  to  the  American  Med- 
ical Association  is  a corporation  and  is  subject  to 
the  same  legal  limitations  of  the  Federal  Corrupt 
Practices  Act  as  is  the  American  Medical  Asso- 
ciation. It  must  refrain,  as  an  organization,  from 
partisan  activities  or  from  candidate-supporting 
activities.  Mrs.  Gastineau  in  her  position  on  the 
AMPAC  Board  does  not  represent  the  Auxiliary. 
She  represents  physicians’  wives.  The  same  is  true 
of  the  women  who  are  presently  on  the  state  PAC 
boards. 

Neither  the  AM  A nor  the  Woman’s  Auxiliary  is 
prohibited  by  law  from  engaging  in  political  edu- 
cation. Note  that  I said  “political  education,”  not 
“legislative  education.”  Legislative  education  con- 
cerns the  issues  in  the  88th  Congress  and  is  a high 
priority  assignment  of  the  Auxiliary.  Political  edu- 
cation concerns  how  we  will  elect  members  of  the 
89th  Congress.  There  is  such  a fine  line  between 
political  education  and  political  action,  however, 
that  it  was  wisely  decided  that  political  education 
should  be  the  responsibility  of  AMPAC  and  the 
state  PAC’s. 

Another  excellent  reason  for  this  assignment  of 
responsibility  is  the  fact  that  political  education 
programs  need  direction,  and  this  direction  in  each 
state  should  come  from  the  state  political  action 
committee,  which  has  the  responsibility  for  polit- 
ical decisions.  While  political  education  is  not  par- 
tisan, it  can  and  should  be  done  to  generate  par- 
tisan and  candidate  supporting  activities. 
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HOW  STATE  PAC'S  SHOULD  WORK  WITH  WOMEN 

I would  strongly  recommend  to  the  members  of 
each  state  political  action  committee  that  they 
appoint  at  least  one  physician’s  wife  to  their  Board 
of  Directors.  The  president  of  the  state  society 
Auxiliary  can  be  very  helpful  to  them  in  making 
such  an  appointment.  They  might  ask  her  for  two 
or  three  nominations  and  from  them  the  Board  of 
Directors  of  the  state  medical  society  or  the  Board 
of  Directors  of  the  political  action  committee  could 
make  a selection. 

I further  recommend  to  you  that  physicians' 
wives  be  kept  abreast  of  the  activities  of  the  state 
political  action  committee  and  be  named  members 
of  any  sub-organization  or  committees  which  it 
may  create.  If  they  are  expected  to  be  active  dur- 
ing a campaign  and  to  work  within  the  framework 
of  the  political  action  committee,  they  must  be 
thoroughly  familiar  with  the  workings  of  the  com- 
mittee and  its  objectives.  The  PAC’s  membership 
drive  within  the  medical  profession  will  be  more 
effective  if  physicians’  wives  are  included  in  the 
planning  and  implementation  of  the  organization’s 
activity.  The  state  PAC’s  Board  will  find  that 
physicians’  wives  are  willing  and  eager  workers, 
and  that  in  many  cases  they  are  as  politically 
sophisticated  as  their  husbands.  The  very  fact  that 
they  have  fewer  limitations  on  their  time  is  an 
exceptionally  good  reason  for  using  them. 

The  state  political  action  committee  can  very 
effectively  use  women  within  its  political  educa- 
tion program.  They  can  do  many  of  the  time-con- 
suming tasks  of  arranging  meetings,  inviting  par- 
ticipants, and  actually  putting  on  parts  of  the  pro- 
gram. They  work  tirelessly  for  that  which  they 
believe. 

THE  PHYSICIAN'S  WIFE'S  INDIVIDUAL  POLITICAL  ROLE 

A physician’s  wife  individually  can  engage  in 
politics  in  the  very  same  way  as  can  any  other 
adult  female,  but  it  is  even  more  important  for  a 
physician’s  wife  to  be  active  in  politics  than  it  is 
for  many  other  women.  The  reason  for  this  is,  of 
course,  that  physicians’  wives  enjoy  a position  of 
leadership  in  their  communities.  Other  members 
of  the  community  look  to  physicians’  wives  for 
direction.  A physician’s  wife  can  double,  and  even 
triple,  her  effectiveness  in  politics  by  stimulating 
other  women  to  participate  with  her. 

We  would  like  an  individual  physician’s  wife 
to  do  the  following  things: 

1.  Join  her  state  political  action  committee  and 
be  active  in  it. 

2.  Join  AMPAC  and  keep  up-to-date  on  the  cur- 
rent political  situations  as  they  develop,  through 
her  subscription  to  political  stethoscope.  Both  of 
these  memberships  give  impetus  to  the  medical 
political  action  movement,  and  strengthen  it  both 
in  membership  dollars  and  in  the  number  of  mem- 
bers. 

3.  She  should  join  the  party  of  her  choice,  and 


be  a willing  worker  during  a campaign  and,  if  pos- 
sible, on  a regular  basis. 

4.  She  should  actively  support  the  candidates 
of  her  choice — particularly  the  candidate  for  the 
U.  S.  House  of  Representatives. 

In  her  work  within  the  party  or  for  the  candi- 
date of  her  choice,  she  may  become  a member  of 
a platform  committee  or  a candidate-selection  com- 
mittee, a committee  woman,  or  may  assume  some 
other  important  post  within  the  party  of  her  choice. 
All  of  these  positions  are  important  because  they 
have  a direct  bearing  on  the  candidates  who  run 
for  elective  office  and  the  platforms  on  which  they 
stand. 

It  is  my  sincere  hope  that  when  we  reach  elec- 
tion day  in  November,  1964,  we  shall  have  thou- 
sands of  physicians’  wives  across  the  country  who 
have  been  active  in  the  political  education  pro- 
grams of  state  political  action  committees  and  who 
have  been  active  within  their  own  communities  for 
the  candidate  of  their  choice.  If  this  happens,  we 
can  virtually  assure  the  election  of  many  congress- 
men who  will  vote  to  preserve  the  free  enterprise 
system  and  the  practice  of  medicine  within  it.  We 
shall  then  have  a Congress  interested  in  the  pres- 
ervation of  constitutional  government. 

THE  ROLE  OF  AUXILIARIES  IN  THE  PAC  MOVEMENT 

In  my  opening  remarks,  I described  some  of  the 
limitations  put  on  organizations  by  the  Federal 
Corrupt  Practices  Act.  I should  like  to  discuss  now 
what  the  Woman’s  Auxiliary,  nationally  and  at 
the  state  level,  can  do  to  forward  the  AMPAC- 
state  PAC  effort.  I think  we  should  stop  thinking 
about  all  the  things  we  can’t  do  and  think  more 
positively  of  some  of  the  things  we  can  do. 

First  of  all,  the  Auxiliaries  should  bring  the 
AMP  AC-state  PAC  effort  to  the  attention  of  their 
members  by  including  a speaker  on  their  programs 
at  regular  intervals.  This  can  also  be  done  very 
effectively  at  the  county  level.  The  Auxiliary 
should  include  articles  prepared  by  the  state  polit- 
ical action  committee  in  its  newsletters  or  other 
publications.  At  their  meetings,  they  should  en- 
courage AMPAC  and  state  PAC  membership. 
They  should  include  PAC  exhibits  at  their  func- 
tions. They  should  urge  their  membership  to  par- 
ticipate actively  in  politics  for  the  candidate  of 
their  choice.  They  should  urge  their  membership 
to  work  actively  in  the  party  of  their  choice. 

Many  Auxiliaries  to  state  medical  associations 
have  adopted  resolutions  endorsing  AMPAC  and 
its  state  political  action  committee.  Such  a resolu- 
tion was  adopted  by  the  Woman’s  Auxiliary  to  the 
American  Medical  Association  at  its  meeting  in 
Chicago  in  June,  1962.  These  resolutions  have  a 
very  important  effect.  When  the  membership  com- 
mittee of  the  state  political  action  committee  con- 
tacts physicians  and  their  wives  concerning  mem- 
berships, the  individual  physician  and  his  wife 
know  that  membership  in  this  group  is  approved 
by  the  official  medical  family. 
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They  have  one  other  effect  which  I believe  is 
important.  Women,  traditionally,  set  the  tone  of 
the  home.  If  you  can  convince  women  that  con- 
tributions of  a political  nature  are  important  in- 
vestments in  our  country,  they  will  encourage 
donations  to  candidates  and  to  political  parties 
and  they  will  encourage  membership  in  both 
AMPAC  and  the  state  political  action  committee. 
The  influence  of  women  and  their  influence  on  the 
family  budget  must  not  be  overlooked  in  this  area. 

The  Woman’s  Auxiliary  in  each  state  can  do 
one  other  very  important  job  if  it  is  asked  to. 
It  can  co-sponsor  and  promote  political  educa- 
tion programs  in  cooperation  with  the  state  med- 
ical association  and  the  state  political  action  com- 
mittee. This  afternoon  we  shall  see  a preview  of 
AMPAC’s  1963  educational  program  called  “The 
Barnstormer.”  If  this  program  can  be  presented 
to  the  medical  profession  and  their  wives  in  each 
state — and  ideally  in  each  congressional  district — 
we  could  be  much  more  confident  about  the  elec- 
tions in  November,  1964. 

CONCLUSION 

In  closing,  I should  like  to  make  just  one  point — 
and  I direct  this  to  all  state  PAC  chairmen  and 
members  of  the  PAC  boards.  The  physicians’ 
wives  in  this  country  are  ready  to  be  politically 
active.  They  are  ready  to  work  under  your  direc- 
tion. They  are  ready  to  give  their  all  for  their  hus- 
bands’ profession.  They  will  do  what  you  ask 
them  to  do  and  in  the  way  that  you  want  it  done 
if  you  will  do  two  things. 

1.  Ask  them  for  their  help. 

2.  Tell  them  exactly  what  you  want  done — 
where,  when,  how,  and  why. 

I can  virtually  assure  you  success  for  your  state 
political  action  committee  and  for  the  candidates 
you  want  elected,  if  you  do  these  two  things. 

The  officers  of  the  Auxiliary,  both  at  the  national 
level  and  at  the  state  level,  have  been  very  helpful 
thus  far,  and  are  all  willing  to  do  much  more. 
These  women  are  your  allies — they  are  your  secret 
weapon.  We  will  “Win  With  Women.” 


Community  Health  Education 
Workshop 

The  Sixteenth  Annual  Community  Health  Edu- 
cation Workshop,  sponsored  by  numerous  Iowa 
health  agencies,  will  be  held  on  Monday  and  Tues- 
day, July  15  and  16,  at  the  Memorial  Union,  Iowa 
State  University,  Ames.  The  theme  of  this  year’s 
workshop  is  “Health  Problems  of  the  School  Age 
Child — Bridging  the  Gap  Between  Knowledge  and 
Action.”  The  speakers  will  be  Evalyn  S.  Gendel, 
M.D.,  of  the  Kansas  State  Board  of  Health;  J.  V. 
Rowe,  Waterloo,  of  the  Public  Relations  Depart- 
ment of  Sunray-DX  Oil  Company;  Merle  Wilson, 
Ph.D.,  director  of  Pupil  Personnel  Service  for  the 
Des  Moines  Public  Schools;  Mrs.  Elinor  Carris, 


executive  director  of  the  Des  Moines  Health  Cen- 
ter; Mrs.  J.  S.  VanWert,  chairman  of  the  Women’s 
Committee  of  the  Iowa  Farm  Bureau;  and  Mrs. 
Frances  Shambaugh,  of  the  Home  Care-Home- 
maker Service,  Des  Moines-Polk  County  Health 
Department.  A 6 p.m.  dinner  on  Monday,  the  15th, 
and  a luncheon  on  Tuesday,  the  16th,  will  be  part 
of  the  workshop  schedule. 


"Medicare"  and  the  Independent 
Businessman 

Opposition  among  the  nation’s  independent  busi- 
ness proprietors  to  the  principle  of  “medicare” 
financed  through  Social  Security  is  stiffening,  ac- 
cording to  the  most  recent  poll  of  the  membership 
of  the  National  Federation  of  Independent  Busi- 
ness, Inc.  In  balloting  conducted  in  all  50  states  in 
April,  1963,  opposition  was  expressed  by  83  per 
cent  of  the  small  businessmen;  15  per  cent  favored 
the  King- Anderson  Bill  now  before  Congress;  and 
2 per  cent  held  no  opinion,  according  to  C.  Wilson 
Harder,  president  of  the  Federation. 

In  August,  1961,  the  nationwide  voting  on  the 
same  issue  showed  only  73  per  cent  opposed,  24 
per  cent  in  favor  and  3 per  cent  undecided,  and  as 
recently  as  just  a year  ago  77  per  cent  were  op- 
posed, 21  per  cent  in  favor,  and  2 per  cent  unde- 
cided. 

“It  is  significant,”  Mr.  Harder  stated,  “that  op- 
position is  growing  to  the  ‘medicare’  principle. 
The  independent  business  proprietor’s  increasing 
opposition  appears  to  be  based  on  two  major 
points.  One  is  that  he  fears  this  may  start  a trend 
toward  socialized  medicine.  The  other  is  that  con- 
stant increases  in  paycheck  deductions  are  a sub- 
stantial factor  in  labor  trouble.” 

Last  June,  he  said,  the  nation’s  independent 
businessmen  gave  as  88  per  cent  majority  to  a pro- 
posed constitutional  amendment  which  would  im- 
pose a limit  on  the  amount  that  can  ever  be  voted 
in  Social  Security  taxes. 

“There  appears  to  be  a growing  sentiment  among 
businessmen,”  he  continued,  “that  the  average 
worker  does  not  consider  the  part  of  his  paycheck 
that  is  deducted  for  taxes  as  being  a part  of  his 
earnings.  More  and  more,  employers  are  reporting 
that  when  their  employees  discuss  their  rate  of 
pay,  they  talk  in  terms  of  their  ‘take  home  pay.’  ” 

He  also  said  that  correspondence  from  inde- 
pendent businessmen  causes  him  to  believe  that 
the  constantly  increasing  employer  contributions 
to  federal  and  state  welfare  funds,  plus  increasing 
wage  demands  to  offset  employees’  loss  of  “take 
home  pay”  is  giving  impetus  to  the  current  trend 
to  replace  men  with  machines,  further  aggravating 
the  unemployment  problem.  On  this  point,  he  em- 
phasizes, no  poll  has  been  taken.  His  opinion  is 
based  on  unsolicited  expressions  of  opinion  from 
the  national  business  community. 
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Memorial  Service 

Presented  at  the  1963  Annual  Meeting  of  the 
Woman’s  Auxiliary  to  the  Iowa  Medical  Society 

MEDITATION 

Then  said  a rich  man,  “Speak  to  us  of  giving,” 
And  he  answered: 

“You  give  but  little  when  you  give  of  your  posses- 
sions. 

It  is  when  you  give  of  yourself 

That  you  truly  give.” 

* * * 

Then  a ploughman  said,  “Speak  to  us  of  work,” 
and  he  answered,  saying: 

“You  work  that  you  may  keep  pace  with  the  earth 
and  the  soul  of  the  earth. 

For  to  be  idle  is  to  become  a stranger  unto  the 
seasons,  and  to  step  out  of  life’s  procession, 
that  marches  in  majesty  and  proud  submission 
towards  the  infinite.” 

— Kahill  Gibran 

IN  MEMORIAM 


Mrs.  W.  F.  Brinkman Pocahontas 

Mrs.  Loren  E.  Collins Sioux  City 

Mrs.  E.  M.  Eneboe Hawarden 

Mrs.  Lottie  Langdon Des  Moines 

Mrs.  John  I.  Marker Davenport 

Mrs.  William  H.  Myerly Des  Moines 

Mrs.  F.  Lawrence  Nelson,  Jr Ottumwa 

Mrs.  Austin  E.  Schill Des  Moines 

Mrs.  Harold  Schrier  Fort  Madison 

Mrs.  J.  F.  Studebaker Fort  Dodge 

Mrs.  Thomas  Updegraff  Waterloo 


LIGHTING  OF  THE  CANDLES 

The  lighting  of  a candle  signifies  the  beginning 
of  each  new  life,  the  fullness  of  life  is  represented 
in  its  steady  glow,  and  the  increasing  light  as  each 
candle  is  lit  reminds  us  of  the  light  each  contact 
with  another  brings  to  us  as  our  lives  touch  one 
another. 

As  each  candle  is  lit,  let  us  remember  with  love 
those  members  who,  having  physically  left  us  dur- 
ing the  year,  have  left  us  the  memory  of  the  clear 
strong  light  of  their  glowing  candles,  as  their  lives 
touched  ours. 

God  calls  our  loved  ones,  but  we  lose  not  wholly 
. . . what  he  hath  given;  they  live  on  earth,  in 
thought  and  deed,  as  truly  as  in  heaven. 


TOUCHING  SHOULDERS 

There’s  a comforting  thought  at  the  close  of  the 
day, 

When  I’m  weary  and  lonely  and  sad, 

That  sort  of  grips  hold  of  my  heart 
And  bids  it  be  merry  and  glad. 

It  gets  in  my  soul  and  drives  out  the  blues, 

And  finally  thrills  through  and  through. 

It  is  a sweet  memory  that  chants  the  refrain: 

“I’m  glad  I touched  shoulders  with  you!” 

Did  you  know  you  were  brave,  did  you 
know  you  were  strong? 

Did  you  know  there  was  one  leaning  hard? 

Did  you  know  that  I waited  and  listened 
and  prayed, 

And  was  cheered  by  your  simplest  word? 

Did  you  know  that  I longed  for  the  smile 
on  your  face, 

For  the  sound  of  your  voice  ringing  true? 

Did  you  know  I grew  stronger  and  better 
because . . . 

I had  merely  touched  shoulders  with  you? 

I am  glad  that  I live,  that  I battle  and  strive 
For  the  place  that  I know  I must  fill; 

I am  thankful,  for  sorrows,  I’ll  meet  with  a grin 
What  fortune  may  send,  good  or  ill. 

I may  not  have  health,  I may  not  be  great, 

But  I know  I shall  always  be  true 
For  I have  in  my  life,  that  courage  you  gave 
When  I rubbed  shoulders  with  you. 

ORGAN  BENEDICTION 

Now  may  the  Lord  bless  us  and  keep  us  while 
we  are 

Absent  one  from  another. 


Have  you  moved  in  the  past  few  months? 
PLEASE  send  any  changes  of  address  to  529- 
36th  Street,  Des  Moines  12.  Communication 
is  a necessity:  Do  help  us  keep  our  mailing  list 
up  to  date.  You  are  our  best  source  of  ac- 
curate information. 


WOMAN’S  AUXILIARY  TO  THE  IOWA  MEDICAL  SOCIETY 


President — Mrs.  G.  J.  McMillan,  436  C Avenue,  Fort  Madison 
President-Elect — Mrs.  H.  G.  Ellis,  5504  Shriver  Avenue,  Des 
Moines  12 

Recording  Secretary — Mrs.  N.  A.  Schacht,  1025  North  23rd 
Street,  Fort  Dodge 


Corresponding  Secretary — Mrs.  F.  L.  Poepsel,  Box  176,  West 
Point 

Treasurer — Mrs.  M.  B.  Cunningham,  Norwalk 

Editor  of  the  news — Mrs.  R.  H.  Palmer,  Box  568,  Postville 


MINUTES  OF  THE  1963  SESSIONS  OF  THE 
HOUSE  OF  DELEGATES 


Iowa  Medical  Society 
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(Alphabetical  Index  to  the  Minutes  Can  Be  Found  on  Page  508) 


SUNDAY  SESSION,  APRIL  7,  1963 

The  House  of  Delegates  of  the  Iowa  Medical  So- 
ciety was  called  to  order  by  the  speaker,  Dr.  L.  J. 
Halpin,  of  Cedar  Rapids,  at  10: 00  a.m.  Sunday,  April 
7.  The  House  of  Delegates  approved  the  taking  of 
attendance  by  signed  registration  cards.  There  were 
110  delegates,  8 voting  alternates  and  19  ex-officio 
members  present. 


County 


Jones 

Keokuk 

Kossuth 

Lee 

Linn 


Delegate 

C.  E.  Schrock 
K.  R.  Cross 

C.  R.  Eicher 
A.  C.  Wise 

K.  J.  Judiesch 

L.  D.  Caraway 
R.  G.  Gillett 

M.  G.  Bourne 
L.  C.  Pumphrey 
J.  J.  Redmond 
J.  J.  Keith 


County 

Delegate 

Alternate 

John  Parke 
R.  M.  Chapman 

Adair 

A.  J.  Gantz 

W.  J.  Moershel 

Adams 

J.  C.  Nolan 

Louisa 

Allamakee 

R.  H.  Palmer 

Lucas 

T.  C.  White 

Appanoose 

Lyon 

G.  D.  Bullock 

Audubon 

Madison 

J.  E.  Evans 

Benton 

J.  E.  Blumgren 

Mahaska 

G.  S.  Atkinson 

Black  Hawk 

R.  C.  Miller 

Marion 

Peter  Van  Zante 

F.  G.  Loomis 

Marshall 

O.  D.  Wolfe 

G.  D.  Phelps 
C.  D.  Elly  son 

Mills 

L.  O.  Goodman 

T.  L.  Trunnell 

Mitchell 

Boone 

E.  E.  Linder 

Monona 

Bremer 

Monroe 

Buchanan 

R.  L.  Knipfer 

Montgomery 

Oscar  Alden 

Buena  Vista 

P.  W.  Brecher 

Muscatine 

C.  P.  Phillips 

Butler 

F A.  Rolfs 

O’Brien 

J.  C.  Peterson 

Calhoun 

C.  R.  Wilson 

Osceola 

Carroll 

P.  T.  Cawley 

Page 

G.  H.  Powers 

Cass 

J.  D.  Weresh 

Palo  Alto 

G.  H.  Keeney 

Cedar 

H.  E.  O’Neal 

Plymouth 

J.  P.  Trotzig 

Cerro  Gordo 

L.  J.  Kirkham 

Pocahontas 

J.  M.  Rhodes 

G.  J.  Sartor 

Polk 

J.  T.  Bakody 

J.  F.  Paulson 

E.  T.  Burke 

Cherokee 

D.  F.  Crowley,  Jr. 

Chickasaw 

D.  L.  Trefz 

C.  W.  Losh,  Jr. 

Clarke 

G.  I.  Armitage 

N.  W.  Irving,  Jr. 

Clay 

D.  H.  King 

M.  T.  Bates 

Clayton 

A.  N.  Smith 

Clinton 

H.  A.  Amesbury 
M.  E.  Barrent 

R.  B.  Stickler 

Crawford 

J.  T.  McMillan 

Dallas-Guthrie 

W.  A.  Castles 

J.  H.  Kelley 

R.  J.  Peterson 

B.  M.  Merkel 

Davis 

J.  R.  Scheibe 

H.  E.  Wichern 

Decatur 

E.  E.  Garnet 

Pottawattamie 

C.  V.  Edwards,  Jr. 

Delaware 

R.  E.  Clark 

F.  E.  Marsh,  Jr. 

Des  Moines 

F.  G.  Ober 
J.  L.  Saar 

Poweshiek 

F.  N.  Weber 

Dickinson 

R.  J.  Coble 

Ringgold 

D.  E.  Mitchell 

Dubuque 

D.  F.  Ward 

Sac 

John  Hubiak 

D.  A.  Howell 

Scott 

Erling  Larson 

Emmet 

J.  P.  Clark 

J.  H.  Sunderbruch 

Fayette 

R.  S.  Jaggard 

J.  F.  Bishop 

Floyd 

Franklin 

R.  M.  Nielsen 

Shelby 

W.  S.  Pheteplace 

Fremont 

Sioux 

M.  O.  Larson 

Greene 

Story 

G.  E.  Montgomery 

Grundy 

E.  A.  Reedholm 

J.  D.  Conner 

Hamilton 

G.  A.  Paschal 

Tama 

A.  J.  Havlik 

Hancock- Winnebago 

Union-Taylor 

D.  L.  York 

Hardin 

J.  J.  Shurts 

R.  W.  Boulden 

Harrison 

J.  W.  Barnes 

Van  Buren 

Henry 

Wapello 

K.  E Lister 

Howard 

P.  A.  Nierling 

Warren 

Amalgamated  with 

Humboldt 

I T.  Schultz 

Washington 

G.  J.  Nemmers 

Ida 

Wayne 

C.  N.  Hyatt 

Iowa 

Webster 

H.  H.  Kersten 

Jackson 

J.  F.  Kelly 

Jasper 

J.  W.  Billingsley 

Winneshiek 

R.  M.  Dahlauist 

Jefferson 

Woodbury 

P M.  Cmeyla 

Johnson 

R.  H.  Flocks 

C.  E.  Radcliffe 

Worth 

H.  E.  Rudersdorf 

J.  M.  Layton 

Wright 

C.  P.  Hawkins 

Alternate 

P.  A.  McLaughlin 


M.  L.  Scheffel 


John  Uchiyama 
S.  D.  Porter 


Polk  County 

W.  G.  McAllister 
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OFFICERS  PRESENT  AS  EX-OFFICIO  MEMBERS  OF 
THE  HOUSE 


G.  H.  Scanlon 
C.  V.  Edwards,  Sr. 

G.  E.  McFarland 

R.  F.  Birge 
L.  F.  Hill 

L.  J.  Halpin 
P.  M.  Kersten 

S.  P.  Leinbach 
C.  W.  Seibert 

R.  C. 


R.  L.  Wicks 
J.  W.  Ferguson 
L.  W.  Swanson 
H.  J.  Smith 
E.  M.  Smith 
W.  L.  Downing 
Fred  Sternagel 
W.  D.  Abbott 
O.  N.  Glesne 

Hardin 


Minutes  of  the  May  16,  1962,  meeting  of  the  House 
of  Delegates  were  approved  as  published  in  the  July, 
1962,  JOURNAL  OF  THE  IOWA  MEDICAL  SOCIETY. 

Reports  as  published  in  the  1963  handbook  for  the 
house  of  delegates  were  approved,  except  the  follow- 
ing: The  Preceptorship  Committee  report,  which  was 
referred  to  the  Reference  Committee  on  Miscellaneous 
Business;  the  Policy-Evaluation  Committee  report, 
which  was  referred  to  the  Reference  Committee  on 
Insurance  and  Medical  Service;  and  the  report  of  the 
Committee  on  Medical  Practice  in  Hospitals  and  Nurs- 
ing Homes,  which  was  referred  to  the  Reference  Com- 
mittee on  Miscellaneous  Business. 

The  10  resolutions  that  had  been  published  in  the 
handbook  beginning  at  page  81,  were  also  excluded, 
since  they  were  to  be  presented  at  a later  time  under 
the  heading  of  “New  Business.” 


Reports  of  Officers 

FROM  THE  OFFICE  OF  THE  SECRETARY 

The  duties  of  this  office  include  maintaining  mem- 
bership and  dues  records;  conducting  the  official  cor- 
respondence; and  notifying  members  of  meetings, 
officers  of  their  election,  and  committee  members  of 
their  appointments  and  duties.  The  secretary  is  also 
responsible  for  preparing  minutes  of  all  official  meet- 
ings of  the  Society.  Insofar  as  it  is  in  his  power,  he 
uses  the  printed  matter,  correspondence  and  influence 
of  his  office  to  aid  the  councilors  in  organizing  and 
improving  the  component  societies,  and  in  extending 
the  power  and  usefulness  of  the  Society. 

The  following  points  up  some  of  the  more  important 
activities  of  the  office  of  secretary: 

1963  ANNUAL  MEETING 

The  Program  Committee  for  the  1963  annual  meeting 
has  completed  the  program,  and  it  will  be  published  in 
the  March  issue  of  the  journal  of  the  iowa  medical 
SOCIETY.  Hand  programs  will  be  distributed  at  the  time 
of  the  meeting.  The  office  has  cooperated  with  district 
councilors  in  organizing  their  caucuses  in  preparation 
for  the  annual  meeting,  including  organization  of  the 
Nominating  Committee. 

HOUSE  OF  DELEGATES 

Proceedings  of  the  1962  sessions  of  the  House  of 
Delegates  were  published  in  the  July,  1962,  journal. 
The  usual  administrative  procedures  in  connection  with 
the  House  of  Delegates  directives  have  occurred.  As  a 
part  of  the  1963  annual  meeting,  the  House  of  Dele- 
gates will  hold  its  first  session  on  Sunday,  April  7, 
at  10: 00  a.m.  Reference  committee  hearings  will  begin 
as  soon  as  possible  on  Sunday  afternoon  following 


adjournment  of  the  House.  The  final  session  of  the 
House  of  Delegates  will  be  held  at  8:00  a.m.,  Wednes- 
day, April  10. 

EXECUTIVE  COUNCIL 

Four  meetings  of  this  interim  policy-making  body 
have  been  held  since  the  1962  annual  meeting.  Progress 
reports  from  important  committees  of  the  Society  were 
presented  to  the  Executive  Council  for  its  action  in 
some  instances  and  for  information  in  others.  These 
included:  Legislation,  Osteopathy,  Relative  Value 

Study,  Policy-Evaluation,  Medical  Practice  in  Hospitals 
and  Nursing  Homes,  Prepayment,  Chiropractic,  Medical 
Education  and  Hospitals,  Subcommittee  on  Medical 
Services  to  the  Indigent.  Miscellaneous  items:  Iowa 
Physicians’  Political  League,  utilization  committees, 
United  States  Chamber  of  Commerce  Aircade,  vexa- 
tious litigation,  North  Central  Conference,  annual 
meeting,  Blue  Shield,  AMA  Clinical  Session,  Iowa  Wel- 
fare Association,  Saskatchewan  Medicare  program,  ap- 
pointment of  dean  for  the  SUI  College  of  Medicine, 
Student  AMA,  physician-pharmacist  relations. 

JUDICIAL  COUNCIL 

The  Judicial  Council,  the  Society’s  judicial  authority, 
has  held  four  meetings  since  the  1962  annual  meeting; 
its  fifth  session  is  scheduled  on  February  27.  At  the 
organizational  meeting  of  the  Council,  which  was  held 
on  May  16,  1962,  Dr.  C.  E.  Radcliffe,  of  Iowa  City,  was 
elected  chairman,  and  Dr.  J.  H.  Sunderbruch,  of  Daven- 
port, was  elected  secretary.  The  Judicial  Council’s 
major  responsibility  has  been  the  approval  of  appli- 
cants for  IMS  membership.  It  has  considered  and  dis- 
posed of  various  items  of  business  involving  member- 
ships, ethics  and  other  judicial  matters. 

COMMITTEES 

The  Society  has  49  standing  and  special  committees, 
most  of  which  have  met  at  least  once  during  the  year. 
Reports  covering  the  activities  of  these  groups  appear 
elsewhere  in  this  handbook,  or  will  be  presented  as  oral 
reports  at  the  first  session  of  the  House  of  Delegates  in 
April.  To  date,  approximately  85  official  committee 
meetings  have  been  held,  and  prior  to  the  annual  meet- 
ing there  will  be  numerous  additional  ones.  These  totals 
do  not  include  informal  meetings  of  committee  mem- 
bers, or  the  conferences  that  have  taken  place  by  tele- 
phone. These  approximate  130. 

LIAISON  WITH  COUNTY  MEDICAL  SOCIETIES 

Fall  Conference  for  County  Society  Officers.  On  Oc- 
tober 5,  1962,  the  IMS  was  host  to  approximately  165 
physicians  who  represented  county  medical  societies. 
These  included  county  society  presidents,  secretaries, 
deputy  councilors,  legislative  contact  men,  delegates, 
alternates,  Blue  Shield  liaison  physicians,  county  com- 
mittee chairmen,  and  State  Society  officers  and  com- 
mittee chairmen.  The  program  included  informative 
discussions  of  important  issues,  i.e.,  public  relations 
and  legislative  plans,  relations  with  osteopaths  and 
pharmacists,  health  insurance  topics,  blue-ribbon  coun- 
ty society  projects,  etc.  Tentatively,  the  IMS  plans  to 
hold  a conference  for  county  society  officers  again  next 
fall — probably  on  September  18. 

Throughout  the  year,  Society  officers,  members,  and 
staff,  have  met  with  a number  of  county  medical  so- 
cieties. Programs  of  these  meetings  included  various 


Vol.  LIII,  No.  7 


Journal  of  Iowa  Medical  Society 


457 


subjects  and  projects  of  interest  to  the  Society  mem- 
bers. 

FIELD  SERVICE 

The  Society’s  two  field  secretaries,  Messrs.  Gerald 
Buckles  and  Morris  Bandy,  have  been  active  during 
the  past  year  in  contacting  county  medical  societies  and 
individual  doctors,  as  well  as  other  organizations,  to 
promote  numerous  projects.  The  major  part  of  their 
time  has  been  devoted  to  activating  county  societies, 
individual  physicians,  and  allied  groups  to  implement 
programs  in  opposition  to  the  enactment  of  King- 
Anderson  type  legislation,  as  well  as  other  projects  in 
the  public  interest.  In  January,  field  assignments  were 
altered,  and  Mr.  Buckles  was  authorized  to  travel  the 
entire  state.  Mr.  Bandy,  also  a field  secretary,  will 
spend  the  majority  of  his  time  during  the  months  of 
January  through  May,  on  activities  in  connection  with 
the  Iowa  General  Assembly  and  committee  assign- 
ments. 

mailings 

Mailings  during  the  year  included:  General  News 
Bulletins,  9;  Legislative  Bulletins,  1;  Legislative  Con- 
tact Men,  4;  “In  the  Public  Interest”  to  members  of  the 
Iowa  Legislature,  Iowa’s  Congressional  delegation  in 
Washington,  and  all  news  outlets,  12;  Deputy  Councilor 
Newsletters,  4. 

national  conferences 

AMA  conferences  attended  by  one  or  more  repre- 
sentatives of  the  Iowa  Medical  Society  have  included 
the  Clinical  and  Annual  Sessions,  Conference  on  Aging, 
Conferences  on  Disaster  Medical  Care,  Institute  on 
Administration  and  Public  Relations,  Congress  on  Pre- 
paid Health  Insurance,  Conference  on  Mental  Health, 
Legislative  Conference,  Congress  on  Occupational 
Health,  Conference  on  Medical  Aspects  of  Sports,  Con- 
ference on  Medical  Service,  Woman’s  Auxiliary  Con- 
ference, Conference  on  Medical  Education  and  Licen- 
sure. 

Other  national  meetings  attended  by  IMS  represent- 
atives: Joint  Council  to  Improve  Health  Care  of  the 
Aged,  Michigan  Congress  of  the  Professions,  and  Con- 
ference of  Medical  Journal  Editors. 

regional  conferences 

AMA  Regional  Legislative  Planning  Session,  North 
Central  Medical  Conference,  Chamber  of  Commerce 
Regional  Meeting,  Minnesota  State  Medical  Associa- 
tion Annual  Meeting,  State  Medical  Society  of  Wiscon- 
sin Annual  Meeting,  Illinois  State  Medical  Society  An- 
nual Meeting,  Regional  Rural  Health  Conference,  Con- 
ference of  Farm  Editors.  Dr.  Otto  N.  Glesne  of  Fort 
Dodge  was  named  president  of  the  North  Central  Med- 
ical Conference  at  the  1962  meeting. 

state  conferences 

Annual  Meeting  of  the  Iowa  Chapter  of  the  American 
Academy  of  General  Practice,  Iowa  Nursing  Home  As- 
sociation Annual  Meeting,  Iowa  Dental  Association 
Annual  Meeting,  Iowa  Veterinary  Medical  Association 
Annual  Meeting,  United  Nations  Day  Observance, 
School  Health  Workshops,  Public  Health  Association, 
Hawkeye  Science  Fair,  Senior  Day,  Iowa  Interprofes- 
sional Association,  Annual  Meetings  of  Blue  Cross  and 
Blue  Shield,  Iowa  Society  of  Association  Executives. 
Mr.  Donald  L.  Taylor,  executive  director  of  the  Iowa 


Medical  Society,  was  elected  president  of  the  Iowa  So- 
ciety of  Association  Executives  at  its  annual  meeting 
in  May,  1962. 

IOWA  representation  at  national  level 

The  Society  has  maintained  its  close  liaison  with 
the  AMA  and  other  national  organizations.  The  IMS 
is  represented  on  the  AMA  Council  on  Rural  Health  by 
Dr.  S.  P.  Leinbach,  of  Belmond,  who  is  its  vice-chair- 
man; on  the  Committee  on  Federal  Medical  Services 
by  Dr.  D.  C.  Conzett  of  Dubuque;  on  the  Committee 
on  Medical  Practices  by  Dr.  D.  F.  Ward  of  Dubuque; 
on  the  Council  on  Legislative  Activities  by  Dr.  F.  C. 
Coleman  of  Des  Moines,  who  was  recently  elected 
chairman.  The  IMS  executive  director  is  president  of 
the  National  Association  of  Medical  Society  Executives. 
Miss  Tina  Preftakes,  assistant  to  the  director,  is  a mem- 
ber of  the  Editorial  Board  of  the  executive,  the  house 
organ  of  the  National  Association  of  Medical  Society 
Executives,  and  was  recently  named  director  of  com- 
munications for  the  Association. 

SERVICES  TO  THE  WOMAN’S  AUXILIARY 

Services  and  facilities  of  the  IMS  headquarters  of- 
fice are  available  at  all  times  to  the  Woman’s  Auxiliary 
to  assist  it  in  implementing  its  projects.  The  bulk  of 
this  work  is  handled  by  Mrs.  Hazel  Lammey,  an  execu- 
tive assistant  who  is  staff  secretary  to  the  Auxiliary. 
The  staff  assists  the  Woman’s  Auxiliary  in  arranging 
its  annual  meeting,  preparation  of  its  annual  reports, 
and  the  maintenance  of  membership  records  and  roster, 
as  well  as  the  preparation  and  issuance  of  the  woman’s 
AUXILIARY  NEWS. 

IMS  MEMBERSHIPS 

Memberships  in  the  Iowa  Medical  Society  during 
the  year  1962  totaled  2,465  as  compared  to  2,475  for 
the  preceding  year.  The  66  counties  in  which  100  per 
cent  of  the  county  society  members  held  membership 
in  the  IMS,  represented  a slight  increase  over  1961. 
The  number  of  eligible  non-members  remained  at  54 
for  1962.  The  number  of  ineligible  non-members  de- 
creased from  51  in  1961  to  48  in  1962.  Physicians  re- 
tired or  not  in  practice  decreased  from  93  in  1961 
to  77  in  1962.  The  total  membership  percentage  in 
1962  remains  at  98. 

COUNTY  SOCIETIES  HAVING  100  PER  CENT  MEMBERSHIP  IN  IMS 
IN  1962 


Adair 

Dickinson 

Lucas 

Adams 

Emmet 

Lyon 

Allamakee 

Franklin 

Madison 

Appanoose 

Greene 

Mahaska 

Audubon 

Grundy 

Marion 

Boone 

Hamilton 

Marshall 

Buchanan 

Hardin 

Mills 

Butler 

Harrison 

Monona 

Calhoun 

Henry 

Monroe 

Cerro  Gordo 

Howard 

Montgomery 

Chickasaw 

Humboldt 

Muscatine 

Clarke 

Ida 

Osceola 

Clay 

Iowa 

Page 

Crawford 

Jackson 

Palo  Alto 

Dallas-Guthrie 

Jasper 

Plymouth 

Davis 

Jefferson 

Pocahontas 

Decatur 

Kossuth 

Ringgold 

Delaware 

Lee 

Sac 
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Sioux 

Story 

Tama 

Taylor 


Union 
Van  Buren 
Wapello 
Washington 


Wayne 

Webster 

Winneshiek 

Wright 


1962  IMS  MEMBERSHIP  RECORD 


County 

Active 

Members 

Associate 

Members 

Resident  Members 
on  Resident  Licensi 

Eligible 

Non-members 

Ineligible 

Non-members 

Not  in  Practice 
or  Retired 

Percentage 

Adair  

3 

1 

100 

Adams  

4 

100 

Allamakee  

9 

i 

100 

Appanoose  

10 

2 

100 

Audubon  

4 

100 

Benton  

10 

i 

91 

Black  Hawk  

122 

1 

1 

99 

Boone  

17 

100 

Bremer  

16 

i 

94 

Buchanan  

26 

4 

100 

Buena  Vista  

12 

2 

86 

Butler  

9 

100 

Calhoun  

13 

1 

100 

Carroll  

21 

i 

2 

92 

Cass  

9 

1 

90 

Cedar  

9 

1 

90 

Cerro  Gordo  

70 

1 

100 

Cherokee  

27 

1 

9 

i 

96 

Chickasaw  

11 

i 

100 

Clarke  

6 

100 

Clay  

14 

100 

Clayton  

11 

i 

2 

86 

Clinton  

43 

2 

1 

2 

98 

Crawford  

7 

100 

Dallas-Guthrie  

23 

6 

i 

100 

Davis  

11 

100 

Decatur  

6 

1 

100 

Delaware  

10 

1 

100 

Des  Moines  

43 

2 

3 

94 

Dickinson  

8 

100 

Dubuque  

76 

3 

2 

98 

Emmet  

15 

100 

Fayette  

19 

i 

i 

95 

Floyd  

16 

1 

94 

Franklin  

6 

100 

Fremont  

5 

i 

83 

Greene  

15 

i 

100 

Grundy  

8 

100 

Hamilton  

11 

i 

100 

Hancock- Winnebago 

14 

i 

1 

93 

Hardin  

18 

100 

Harrison  

8 

3 

100 

Henry  

23 

5 

1 

100 

Howard  

8 

100 

Humboldt  

7 

100 

Ida  

5 

2 

100 

Iowa  

13 

100 

Jackson  

11 

100 

Jasper  

20 

100 

Jefferson  

12 

i 

100 

Johnson  

216 

2 

5 

5 

98 

Jones  

13 

2 

87 

Keokuk  

6 

1 

86 

Kossuth  

12 

100 

Lee  

40 

100 

Linn  

131 

4 

2 

i 

5 

98 

Louisa  

2 

3 

40 

Lucas  

8 

100 

Lyon  

7 

100 

Madison  

7 

100 

Mahaska  

18 

i 

100 

Marion  

18 

7 

100 

Marshall  

39 

100 

Mills  

4 

5 

i 

100 

Mitchell  

12 

2 

86 

Monona  

11 

i 

100 

Monroe  

5 

l 

100 

Montgomery  

12 
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AMA  MEMBERSHIP 

The  members  of  the  Iowa  Medical  Society  who  were 
active  members  of  the  American  Medical  Association 
in  1962  numbered  2,361  (including  active  dues-exempt 
because  of  life  membership,  residency  or  military  serv- 
ice). In  addition  48  held  associate  memberships,  7 held 
service  memberships  (in  Veterans  Administration)  and 
5 held  resident  membership  (members  on  temporary 
or  resident  licenses)  in  the  AMA. 

The  2,361  active  AMA  memberships  in  1962  entitled 
Iowa  to  three  AMA  delegates.  The  1962  AMA  member- 
ship was  95.7  per  cent  of  the  total  Iowa  Medical  Society 
membership. 

R.  F.  Birge,  M.D.,  Secretary 

REPORT  OF  THE  TREASURER 

During  the  past  year  the  expenses  of  the  Society 
exceeded  income  by  $12,793.26.  The  deficit  can  be 
traced  to  three  specific  items:  (1)  Annual  Meeting, 

(2)  journal  of  the  iowa  medical  society,  and  (3)  In- 
creased Committee  Expenses.  The  following  financial 
statements  set  forth  the  economic  position  of  the  IMS 
as  of  December  31,  1962. 

In  1962,  a contribution  from  the  Baldridge-Beye  Me- 
morial Fund  in  the  amount  of  $2,141.00  was  made  to 
the  Iowa  Medical  Society  Educational  Fund.  The  con- 
tribution consists  of  the  assignment  of  $1.00  for  each 
dues-paying  member  of  the  Iowa  Medical  Society. 

L.  F.  Hill,  M.D.,  Treasurer 

IOWA  MEDICAL  SOCIETY 
Balance  Sheet — December  31,  1962 
assets 


Current  Assets: 

IMS  Checking  Accounts  $ 8,185.59 

IMS  Saving  Accounts 21,366.46 

Corporation  Stock  27,706.85 

Government  Securities 31,000.00 

Medicare  5,000.00 
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Notes  Receivable 

(Baldridge-Beye)  1,378.00 

Pension  Insurance — 

Due  From  Employees 1,292.09 


Total  Current  Assets $ 95,928.99 

Fixed  Assets: 

Land  $ 5,000.00 

Building $45,275.85 


Less:  Reserve  for 

Depreciation  23,500.00  21,775.85 

Provision  for  Building  Fund  . . 23,896.46 

Net  Fixed  Assets $ 50,672.31 

total  assets  $146,601.30 


liabilities  and  net  worth 

Liabilities: 

State  Personal  and  Property 

Tax  $ 1,859.19 

Accrued  Federal 

Unemployment  Tax 190.33 

Baldridge-Beye  Memorial  Fund 
Balance  12-31-62  1,378.00 


total  liabilities  $ 3,427.52 

Net  Worth: 

Balance  1-1-62  $150,290.02 

Less: 

Net  Expense  1962  . 12,793.26 


Investment  Income  in 
Corporation  Common 
Stock  (Net) : 

Balance  1-1-62  . . . .$ 
Add:  Net  Income 
1962  


$137,496.76 


3,158.25 

2,122.31 


Income  Earned — 

Provision  for  Building  Fund 


5,280.56 

396.46 


Expenses  for  the  Year  1962: 

Annual  Session  (Net)  $ 4,152.74 

Baldridge-Beye  Memorial  Fund  2,141.00 

Council  Expense  2,390.39 

County  Society  Services  2,172.18 

Depreciation — Building  4,500.00 

Dues  and  Subscriptions  1,405.68 

General  Administrative 

Expense  1,009.90 

Insurance  2,804.95 

journal  (Net)  16,187.41 

Legal  Expense  6,000.00 

Light,  Gas  and  Water 1,162.96 

Office  Furniture  and  Fixtures  180.00 

Office  Stationery  and  Supplies  4,282.73 

Pension  and 

Disability  Insurance  5,101.32 

Postage 3,104.02 

Repairs  and  Maintenance  ....  288.91 

Salaries  81,526.00 

Salaries — Outside  Secretary  . . 764.50 

Service  Contracts — Machines  . 688.02 

Taxes: 

Personal  and  Property 1,879.19 

Social  Security  Taxes 2,044.14 

Unemployment — Federal  . . . 433.72 

Unemployment — State  118.96 

Use  Tax  774.17 

Telephone  and  Telegraph  ....  5,057.13 

Travel — Officer  7,664.07 

Travel — Salaried  Employee  . . . 13,361.99 

Trustee  Expense  2,253.33 

Woman’s  Auxiliary  1,873.23 

Committee  Expense: 

Grievance  1,604.30 

Legislative  14,482.85 

Medical  Service 3,554.50 

Public  Health  373.71 

Public  Relations  9,461.70 

Other  Committees  4,773.32 


Total  Net  Worth $143,173.78 

TOTAL  expenses 


$209,573.02 


TOTAL  LIABILITIES  AND  NET 

WORTH  $146,601.30 


Net  Expenses  for  1962  . . $ 12,793.26 


IOWA  MEDICAL  SOCIETY 
STATEMENT  OF  INCOME  AND  EXPENSES 

For  the  Year  Ended  December  31,  1962 


Income  for  the  Year  1962: 

Dues — State  Society  $191,755  00 

Interest — 

Government  Securities 1,860.42 

Interest — Savings  Accounts  . . 724.19 

Medicare  1,265.26 

Miscellaneous  450.56 

AMA  Collection  Commission  . 724.33 


total  income $196,779.76 


BOARD  OF  TRUSTEES 

As  has  been  customary,  the  Board  of  Trustees  will 
present  a comprehensive  report  of  its  activities  at  the 
first  session  of  the  House  of  Delegates  in  April.  The 
Board  urges  delegates  and  alternate  delegates  to  study 
carefully  all  of  the  reports  incorporated  in  this  hand- 
book, and  especially  the  reports  of  the  secretary  and 
treasurer. 

As  directed  by  the  House  of  Delegates  last  year,  the 
Board  of  Trustees  has  held  a series  of  meetings  with 
Blue  Shield  representatives  to  discuss  numerous  areas 
of  mutual  interest.  A report  on  these  informal  confer- 
ences will  be  presented  to  the  House  of  Delegates  as 
a part  of  the  Board’s  supplemental  report. 

S.  P.  Leinbach,  M.D.,  Chairman 
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Report  of  the  Judicial  Council 

FIRST  DISTRICT 

Many  polio  clinics  were  organized  in  this  district  for 
the  distribution  of  polio  vaccine  at  a nominal  cost  to 
the  public.  There  was  some  feeling  that  we  should  show 
this  type  of  enthusiasm  and  cooperation  in  other  areas 
of  prophylaxis,  such  as  active  tetanus  immunization. 

Again  there  has  been  a decline  in  the  use  of  the 
preceptorship  program  by  physicians  in  this  district. 

A number  of  new  physicians  have  entered  general 
practice  in  this  area,  but  we  still  have  communities  that 
are  very  short  of  physicians. 

There  has  been  considerable  new  hospital  construc- 
tion in  this  area,  and  individual  hospital  auxiliaries 
have  contributed  a great  deal  to  our  hospitals. 

A few  physicians  have  been  active  politically,  but 
there  has  been  little  organized  action.  However,  in 
general,  cooperation  among  physicians  in  this  district 
is  increasing  substantially. 

Clarkson  L.  Kelly,  Jr.,  M.D.,  Councilor 
Deputy  Councilors: 

C.  R.  Rominger,  M.D.,  Allamakee 
R.  E.  Shaw,  M.D.,  Bremer 
M.  J.  McGrane,  M.D.,  Chickasaw 
P.  R.  V.  Hommel,  M.D.,  Clayton 
A.  F.  Grandinetti,  M.D.,  Fayette 
E.  V.  Ayers,  M.D.,  Floyd 
P.  A.  Nierling,  M.D.,  Howard 
T.  E.  Blong,  M.D.,  Mitchell 
E.  F.  Hagen,  M.D.,  Winneshiek 

SECOND  DISTRICT 

Here  is  a report  summarizing  activities  in  the  Second 
Councilor  District,  as  reported  by  the  deputy  coun- 
cilors. The  activities  have  been  varied,  with  some  areas 
more  active  than  others. 

In  Humboldt  County,  the  county  society  continued 
its  program  of  pre-school  examinations  and  immuniza- 
tion of  children  throughout  the  county.  The  doctors 
also  examined  all  members  of  football  squads  in  the 
schools,  and  had  a doctor  in  attendance  at  each  home 
football  game.  In  cooperation  with  the  Humboldt  Ki- 
wanis  Club,  an  oral  polio  immunization  program  was 
sponsored  for  the  county.  One  member  of  the  county 
society  served  on  a panel  at  a vocational  guidance 
meeting,  presenting  a description  of  medicine  as  a 
profession. 

The  Hancock- Winnebago  Medical  Society  had  regular 
monthly  meetings  throughout  the  year.  The  scheduled 
two-county  oral  polio  immunization  clinic  originally 
planned  for  1962  was  cancelled  and  has  tentatively 
been  scheduled  to  start  in  March,  1963.  This  program 
will  be  sponsored  by  the  Hancock- Winnebago  County 
Medical  Society  and  the  county  nurses. 

The  Butler  County  Medical  Society  participated  in 
an  oral  polio  clinic  held  in  Allison.  Type  I was  given 
in  April,  Type  III  in  May,  and  Type  II  in  September, 
1962. 

Kossuth  County  Medical  Society  has  held  periodic 
meetings  in  conjunction  with  staff  meetings  at  St. 
Anne’s  Hospital,  in  Algona.  A plan  was  drawn  for  oral 
polio  vaccine  administration  in  the  fall  of  1962,  but 
was  cancelled  with  the  hope  of  re-instituting  it  in  the 
near  future. 


The  Franklin  County  Medical  Society  has  been  ex- 
tremely active  in  opposing  medical  care  under  Social 
Security,  distributing  information  and  seeing  that  all 
newspapers  in  the  county  carried  advertisements  and 
news  releases  to  that  effect. 

The  Wright  County  Medical  Society  held  10  scien- 
tific meetings  during  1962.  During  the  year  diphtheria, 
tetanus  and  smallpox  immunization  programs  were 
carried  out  in  all  the  public  schools  in  Wright  County. 
Sabin  polio  immunization  clinics  were  set  up  for  the 
fall  of  1962,  but  because  of  the  adverse  publicity  en- 
countered with  Type  III  vaccine,  they  have  not  yet 
been  held. 

The  Cerro  Gordo  County  Medical  Society  has  had 
monthly  scientific  meetings,  with  guest  speakers  at 
each  of  them.  During  the  late  spring,  a massive  Sabin 
poliomyelitis  vaccine  program  was  carried  out,  during 
which  approximately  40,000  adults  and  children  re- 
ceived the  full  course  of  vaccine  without  any  adverse 
effects.  The  Cerro  Gordo  Medical  Society  was  first  in 
the  State  of  Iowa  and  one  of  the  first  communities  in 
the  United  States  to  carry  out  this  entire  program. 

For  political  and  non-scientific  purposes,  the  physi- 
cians of  this  area  have  organized  under  the  title  of 
Doctors  of  North  Iowa.  An  active  interest  was  mani- 
fested during  the  recent  political  campaign,  both  in 
action  and  financial  backing  of  the  supported  candi- 
dates, and  in  attendance  at  political  gatherings.  The 
Doctors  of  North  Iowa  were  fortunate  in  securing  Dr. 
Edward  R.  Annis  as  speaker  for  a large  political  rally, 
and  later  had  him  as  a guest  speaker  on  the  local  TV 
station. 

One  or  another  of  the  local  physicians  appears  on  a 
weekly  television  program  called  “Ask  the  Doctor.” 
This  program  has  been  very  well  received,  and  it  is 
thought  to  improve  medicine’s  “image.” 

It  is  with  great  pride  that  I report  the  activities  of  the 
county  medical  societies  in  the  Second  Councilor  Dis- 
trict. I am  particularly  encouraged  by  the  active  part 
all  of  them  are  taking  in  preventive  medicine. 

For  the  future,  I hope  that  more  of  them  become 
active  politically. 

Jerome  F.  Paulson,  M.D.,  Councilor 
Deputy  Councilors: 

F.  F.  McKean,  M.D.,  Butler 

H.  G.  Marinos,  M.D.,  Cerro  Gordo 
W.  L.  Randall,  M.D.,  Franklin 

J.  R.  Camp,  M.D.,  Hancock- Winnebago 

I.  T.  Schultz,  M.D.,  Humboldt 
M.  G.  Bourne,  M.D.,  Kossuth 
C.  T.  Bergen,  M.D.,  Worth 

R.  F.  McCool,  M.D.,  Wright 

THIRD  DISTRICT 

As  far  as  organizational  endeavor  is  concerned, 
activity  in  the  Third  Councilor  District  during  the  past 
year  has  consisted  of  the  individual  efforts  of  the  coun- 
ty medical  societies. 

All  county  groups  have  held  scheduled  meetings, 
and  have  sponsored  and  helped  carry  out  health  pro- 
grams in  connection  with  local  school,  Farm  Bureau, 
and  other  units. 

Oral  vaccine  for  polio  immunization  on  a mass  basis 
was  given  in  most  areas  of  the  District. 

We  are  proud  of  the  members  from  our  District  who 
are  contributing  much  to  State  Society  effort  through 
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committee  work,  and  of  the  active  Woman’s  Auxil- 
iaries, which  held  a District  meeting  with  the  State 
Auxiliary  officers  in  the  late  summer. 

Dean  H.  King,  M.D.,  Councilor 
Deputy  Councilors: 

C.  C.  Jones,  M.D.,  Clay 

E.  L.  Johnson,  M.D.,  Dickinson 

R.  L.  Cox,  M.D.,  Emmet 

S.  H.  Cook,  M.D.,  Lyon 

E.  B.  Getty,  M.D.,  O’Brien 

F.  B.  O’Leary,  M.D.,  Osceola 

H.  L.  Brereton,  M.D.,  Palo  Alto 

J.  M.  Rhodes,  M.D.,  Pocahontas 

M.  O.  Larson,  M.D.,  Sioux 

FOURTH  DISTRICT 

The  various  societies  in  the  District  continued  their 
regular  scientific  meetings  during  the  past  year.  There 
is  an  increasing  interest  among  the  membership  in  the 
relationship  between  organized  medicine  and  the  prob- 
lems of  the  community. 

The  Woodbury  County  Medical  Society  underwent 
reorganization,  and  proceeded  to  incorporate  as  a non- 
profit organization. 

I should  like  to  thank  the  members  for  their  excel- 
lent cooperation,  and  to  extend  special  thanks  to  my 
deputy  councilors. 

Martin  A.  Blackstone,  M.D.,  Councilor 
Deputy  Councilors: 

R.  R.  Hansen,  M.D.,  Buena  Vista 
J.  M.  Tierney,  M.D.,  Carroll 
H.  J.  Fishman,  M.D.,  Cherokee 
R.  A.  Huber,  M.D.,  Crawford 
J.  B.  Dressler,  M.D.,  Ida 
L.  A.  Gaukel,  M.D.,  Monona 
J.  W.  Gauger,  M.D.,  Sac 
C.  M.  Marriott,  M.D.,  Woodbury 
R.  J.  Fisch,  M.D.,  Plymouth 

FIFTH  DISTRICT 

County  medical  societies  of  the  Fifth  District  report 
a vigorous  interest  in  the  past  year’s  election  campaign. 
The  deputy  councilors  also  note  that  the  members 
continue  to  be  alert  regarding  Kerr-Mills  legislation 
and  appropriations,  as  well  as  opposing  the  Social 
Security  approach. 

Several  Medical  Auxiliary  members  of  the  District 
have  been  active  on  State  Committees.  Hamilton  Coun- 
ty Auxiliary  holds  regular  meetings  and  sponsors  a 
future  nurses  club.  Boone  County  Auxiliary  is  active 
in  sponsoring  a future  nurses  club,  and  an  essay  con- 
test in  cooperation  with  the  county  medical  society. 
A Boone  High  School  student  won  the  state  contest  and 
placed  third  in  the  national  contest  with  her  essay. 

Webster  County  Society,  with  the  Fort  Dodge  Junior 
Chamber  of  Commerce,  carried  out  a successful  oral 
polio  immunization  program.  Several  Webster  County 
Society  members  are  active  on  State  Society  commit- 
tees. Scientific  papers  were  presented  at  well-attended 
regular  meetings  this  past  year. 

Regular  meetings  were  held  by  the  Dallas-Guthrie 
Society.  Good  attendance  is  reported  for  the  scientific 
programs.  Dallas  County  is  proud  to  have  another 
president  of  Iowa  Chapter  of  A.A.G.P.  William  Castles, 
M.D.,  is  now  president-elect  of  that  organization. 


The  Calhoun  Society  sponsors  $50.00  merit  awards  to 
seven  high  school  seniors.  This  is  an  annual  project  and 
has  proved  valuable  in  medical  public  relations. 

Hamilton  County  Society  has  conducted  a successful 
campaign  and  clinic  for  Salk  vaccine,  and  plans  a 
Sabin  oral  program  for  1963.  Its  business  and  scientific 
meetings  have  been  held  regularly  throughout  the 
year. 

The  Story  and  Boone  Societies  continue  to  hold  com- 
bined meetings,  with  speakers  from  outside  the  locality. 
Story  County  sponsored  an  oral  polio  immunization 
clinic  in  which  over  80  per  cent  of  the  population  re- 
ceived the  vaccine.  Each  year,  a member  of  the  Boone 
County  Society  presents  an  award  to  seven  or  eight 
local  high  school  students  for  proficiency  in  mathe- 
matics and  science.  This  is  the  Kevin  Puntenney 
Award,  set  up  by  Dr.  Puntenney  as  a memorial  for  his 
son,  Kevin.  Its  purpose  is  to  stimulate  superior  stu- 
dents to  consider  medicine  as  a career. 

During  1962,  because  of  the  expressed  concern  of 
members  of  the  Polk  County  Medical  Society,  the  Des 
Moines  Public  Schools  employed  a qualified  full-time 
director  of  public  school  health.  We  witnessed  the 
organization  of  the  Community  Blood  Bank  of  Central 
Iowa,  following  a year  of  controversy  with  labor 
groups.  Through  the  efforts  of  the  Dean’s  Committee, 
Dr.  Robert  E.  Carter  came  to  Broadlawns  Hospital, 
January  1,  as  director  of  education  for  the  two-year 
family  physician  training  program  established  July  1, 
1962.  The  des  moines  register  and  tribune  cooperated 
with  the  Polk  County  Society  in  perfecting  an  organiza- 
tion to  conduct  a community-wide  oral  immunization 
program,  but  this  program  was  postponed  pending  fur- 
ther study  of  public  health  data.  Again  through  the 
cooperation  of  the  des  moines  register  and  tribune,  and 
the  Iowa  Chapter  of  the  Arthritis  and  Rheumatism 
Foundation,  a public  forum  on  the  subject  of  arthritis 
was  held  in  the  KRNT  Theater.  The  “future  doctors’ 
program”  has  continued  to  progress  in  the  Des  Moines 
high  schools.  The  Home  Care-Homemaker  Service  be- 
came operative  April  1,  and  has  served  a very  effective 
purpose  to  many  people  in  the  community  confined  to 
their  homes  because  of  illness.  Members  of  the  Society 
have  provided  some  outstanding  programs  on  health 
and  medical  affairs  before  civic  groups. 

The  Polk  County  Society,  in  addition  to  planning  for 
the  oral  polio  immunization  program,  continued  to 
experiment  with  low-cost  clinics  sponsored  by  the 
unions  and  the  Public  Health  Department.  Also,  a sur- 
vey of  nursing  home  occupants  in  a T.B.  detection  pro- 
gram was  carried  out.  Through  cooperation  of  the 
Farm  Bureau  and  the  Polk  County  Osteopathic  Society 
a series  of  articles  on  tetanus  immunization  was  pub- 
lished. 

Our  Legislative  Committee  was  concerned  with  the 
well-organized  opposition  to  King- Anderson  legislation; 
and  to  the  necessity  for  an  increased  tax  levy  for  the 
more  effective  operation  of  Broadlawns  Hospital. 

Only  eight  cases  were  formally  filed  with  the  Polk 
County  Mediation  Committee.  A heart-sound  taping 
program  in  the  public  and  parochial  schools  was  imple- 
mented on  recommendation  by  the  Polk  County  Heart 
Council,  and  the  State  Department  of  Health,  with  the 
approval  of  the  Polk  County  Society.  The  pre-school 
health  program,  for  examination  and  immunization  of 
children  entering  school  last  fall,  approached  the  all- 
time  high  of  53  per  cent. 
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Seven  scientific  meetings  of  the  Society,  as  well  as 
the  usual  Fall  Party,  were  held  during  the  year. 

These  highlights  of  activities  in  Polk  and  Warren 
Counties  are  evidence  of  the  very  sincere  efforts  being 
made  to  fulfill  the  purposes  of  the  Society. 

My  sincere  thanks  to  all  of  the  county  society  officers, 
delegates  and  deputy  councilors.  They  have  been  most 
cooperative  during  the  past  year. 

Ralph  L.  Wicks,  M.D.,  Councilor 
Deputy  Councilors: 

E.  E.  Linder,  M.D.,  Boone 
G.  S.  Rost,  M.D.,  Calhoun 
A.  G.  Felter,  M.D.,  Dallas 
W.  A.  Seidler,  M.D.,  Guthrie 
E.  D.  Thompson,  M.D.,  Greene 
G.  A.  Paschal,  M.D.,  Hamilton 
J.  D.  Conner,  M.D.,  Story 
J.  G.  Thomsen,  M.D.,  Polk 
C.  J.  Baker,  M.D.,  Webster 

SIXTH  DISTRICT 

The  activities  of  the  counties  of  the  Sixth  District 
have  been  pretty  much  as  in  past  years.  The  immuniza- 
tion clinics  have  gone  on  as  usual,  but  in  addition,  four 
of  the  counties  have  sponsored  Sabin  vaccine  clinics. 

Most  activity,  as  in  the  past,  has  been  centered  in 
the  larger  counties.  Black  Hawk  County  reports  plans 
for  a new  St.  Francis  Hospital,  and  additions  to  the 
Sartori  and  Schoitz  Hospitals.  The  Woman’s  Auxiliary 
has  been  active  as  usual  with  its  annual  Medicine 
Ball  which  is  a benefit  for  hospitals  in  the  county.  The 
Black  Hawk  County  Medical  Society  is  continuing  its 
sponsorship  of  the  Northeast  Iowa  Clinical  Conference 
each  fall. 

Marshall  County  reports  continued  expansion  of  Mer- 
cy Hospital  and  Deaconess  Hospital,  both  in  Marshall- 
town. 

A new  47-bed  nursing  home  was  constructed  at 
Grundy  Center,  just  south  of  the  County  Hospital. 

Tama  County  resumed  the  doctor-attorney  dinner 
party  this  year,  and  the  wives  of  both  groups  were  en- 
tertained by  a speaker.  The  event  was  an  outstanding 
success. 

The  Sixth  District  has  had  a net  gain  of  nine  practic- 
ing physicians. 

John  W.  Ferguson,  M.D.,  Councilor 
Deputy  Councilors: 

N.  C.  Knosp,  M.D.,  Benton 

C.  D.  Ellyson,  M.D.,  Black  Hawk 

E.  A.  Reedholm,  M.D.,  Grundy 

L.  F.  Parker,  M.D.,  Hardin 

C.  F.  Watts,  M.D.,  Iowa 

J.  W.  Ferguson,  M.D.,  Jasper 

R.  C.  Carpenter,  M.D.,  Marshall 

S.  D.  Porter,  M.D.,  Poweshiek 
A.  J.  Havlik,  M.D.,  Tama 

SEVENTH  DISTRICT 

In  1962,  as  in  the  past,  the  physicians  of  the  Seventh 
District  have  been  active  in  professional  advancement 
through  attendance  at  scientific  meetings  and  at  cours- 
es in  Iowa  City  and  elsewhere  over  the  nation.  This 
continual  striving  for  betterment  and  for  acquisition 
of  new  knowledge  in  his  field,  is  the  hallmark  of  the 
dedicated  professional  man. 

Most  of  the  component  counties  had  regular  scientific 


meetings  throughout  the  year,  and  many  physicians 
from  the  smaller  counties  availed  themselves  of  the 
excellent  presentations  by  the  medical  societies  in 
nearby  larger  ones. 

In  addition  to  the  scientific  presentations,  local  pro- 
grams of  dedicated  service  to  communities  were  car- 
ried out.  Physicians  served  on  building  committees  for 
local  hospitals,  schools  and  churches,  fostered  the 
operation  of  local  blood  banks,  provided  free  medical 
examinations  for  students  participating  in  local  sports 
events,  supported  polio-immunization  clinics,  aided  the 
Auxiliary  in  providing  nursing  scholarships  and  in 
other  civic  projects,  participated  in  “Diabetes  Detection 
Week,”  and  studied  a plan  to  disseminate  informa- 
tion to  the  lay  public  about  the  “Medical  Self-Help” 
program. 

The  Clinton  County  and  Linn  County  societies  have 
participated  also  in  radio  and  television  programs, 
respectively,  which  provided  information  of  interest 
to  the  lay  public  about  medical  disorders  and  prob- 
lems. 

The  Linn  County  Society  has  done  yeoman  work  for 
recruitment  by  conducting  a summer-school  course  to 
provide  high  school  students  with  information  about 
many  facets  of  the  practice  of  medicine.  This  course 
is  designed  to  stimulate  intelligent  and  interested 
young  people  to  undertake  medical  careers. 

I wish  to  extend  my  warm  thanks  to  the  deputy 
councilors  listed  below  for  their  part  in  making  infor- 
mation available  to  their  county  societies,  and  for  their 
invaluable  help  in  carrying  out  the  programs  of  the 
Iowa  Medical  Society. 

Christian  E.  Radcliffe,  M.D.,  Councilor 
Deputy  Councilors: 

Paul  J.  Leehey,  M.D.,  Buchanan 
Otto  E.  Kruse,  M.D.,  Cedar 
John  E.  Tyrrell,  M.D.,  Delaware 
Milton  E.  Barrent,  M.D.,  Clinton 
Robert  J.  McNamara,  M.D.,  Dubuque 
Fred  J.  Swift,  Jr.,  M.D.,  Jackson 
Gerald  W.  Howe,  M.D.,  Johnson 
L.  Dean  Caraway,  M.D.,  Jones 
Harry  J.  Jones,  M.D.,  Linn 

EIGHTH  DISTRICT 

The  medical  societies  in  the  Eighth  Councilor  Dis- 
trict have  been  very  active  this  past  year. 

The  Muscatine  County  group  has  been  most  verbal 
in  its  fight  for  free  enterprise.  The  meetings  and  con- 
tacts its  members  have  made  have  been  very  fruitful, 
and  the  doctors  are  to  be  complimented  for  their  ac- 
tivities. 

Lee  and  Jefferson  County  doctors  were  exceptional 
in  their  financial  support  of  the  Iowa  Physicians  Po- 
litical League,  and  deserve  commendation  from  all  of 
the  rest  of  us. 

The  Des  Moines  and  Scott  County  doctors  carried  on 
excellent  local  political  campaigns. 

Des  Moines  County  Medical  Society  carried  out  an 
oral  polio  vaccine  program  for  some  24,000  participants 
in  October  and  November,  and  plans  to  offer  the  third 
dose  in  March.  This  County  Society  also  had  its  usual 
joint  meeting  with  the  American  Academy  of  General 
Practice. 

Each  medical  society  carried  on  its  regular  scientific 
programs,  but  all  doctors  in  the  District  are  aware 
that  their  problems  are  truly  more  socio-economic  than 
scientific  at  this  time. 
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I am  proud  of  the  activity  of  the  Eighth  District  doc- 
tors, and  the  deputy  councilors  are  to  be  complimented 
for  their  support. 

John  H.  Sunderbruch,  M.D.,  Councilor 
Deputy  Councilors: 

R.  B.  Allen,  M.D.,  Des  Moines 
J.  S.  Jackson,  M.D.,  Henry 

J.  W.  Castell  M.D.,  Jefferson 
G.  H.  Ashline,  M.D.,  Lee 

G.  C.  McGinnis,  M.D.,  Lee 
E.  S.  Groben,  M.D.,  Louisa 

K.  E.  Wilcox,  M.D.,  Muscatine 
Erling  Larson,  M.D.,  Scott 
Kiyoshi  Furumoto,  M.D.,  Van  Buren 
G.  E.  Montgomery,  M.D.,  Washington 

NINTH  DISTRICT 

Activities  in  the  Ninth  Judicial  Councilor  District 
have  been  limited  largely  to  medical  matters  during  the 
past  year.  Interest  in  political  activities  has  been  mod- 
erate, with  average  participation  both  financially  and 
politically.  The  councilor  has  visited  the  county  units 
where  meetings  are  regularly  held,  but  his  activities 
have  been  relatively  easy  during  the  past  year.  Com- 
munity enterprises  (blood  banks,  tumor  clinics,  oral 
polio  vaccine  clinics,  etc.)  in  various  counties  have 
been  well-attended  and  well-received. 

Mahaska  County  has  successfully  completed  a bond 
campaign,  and  is  presently  in  the  process  of  receiving 
final  plans  for  construction  of  an  entirely  new  hospital, 
one  which  has  been  sorely  needed,  and  which  will  add 
tremendously  to  the  doctors’  efficiency. 

All  in  all  this  has  been  a quiet  year,  and  my  thanks 
to  Deputy  Councilors  for  their  assistance  in  the  con- 
duct of  IMS  affairs. 

Kenneth  E.  Lister,  M.D.,  Councilor 
Deputy  Councilors: 

E.  A.  Larsen,  M.D.,  Appanoose 
P.  T.  Meyers,  M.D.,  Davis 
E.  R.  Gann,  M.D.,  Keokuk 
A.  L.  Yocom,  M.D.,  Lucas 
G.  S.  Atkinson,  M.D.,  Mahaska 
G.  K.  Van  Zee,  M.D.,  Marion 
D.  N.  Orelup,  M.D.,  Monroe 
L.  J.  Gugle,  M.D.,  Wapello 
C.  N.  Hyatt,  M.D.,  Wayne 

TENTH  DISTRICT 

The  resignation  of  Dr.  Harold  Peggs  as  councilor  for 
the  Tenth  District  was  submitted  before  the  1962  Iowa 
Medical  Society  meeting.  I was  elected  to  fill  his  un- 
expired term. 

During  the  balance  of  the  year  a few  of  the  county 
medical  societies  sponsored  Sabin  polio  immunization 
programs  which  were  fairly  successful,  but  other 
county  societies  decided  not  to  institute  the  program, 
for  the  time  being. 

The  Decatur  and  Ringgold  County  Societies  combine 
their  meetings,  and  have  had  monthly  meetings  ex- 
cept during  the  summer.  The  Decatur  County  voters 
defeated  an  effort  to  build  a new  county  hospital. 

The  Union  County  doctors  were  indirectly  active  in 
supporting  the  successful  campaign  for  the  passage  of 
a bond  issue  to  build  a 70-bed  hospital  at  Creston.  Dr. 
Jed  Paul,  a radiologist,  joined  the  Creston  Clinic,  fill- 
ing the  vacancy  caused  by  Dr.  Peggs’  departure. 


Some  activity  has  been  noted  in  a few  of  the  coun- 
ties with  regard  to  designating  osteopaths  “with  whom 
it  shall  not  be  unethical  for  doctors  of  medicine  to 
associate  professionally.”  It  is  thought  that  this  action 
will  improve  relations  and  be  beneficial  in  the  practice 
of  medicine  especially  in  the  smaller  hospitals. 

Elmo  E.  Gamet,  M.D.,  Councilor 
Deputy  Councilors: 

A.  J.  Gantz,  M.D.,  Adair 
J.  C.  Nolan,  M.D.,  Adams 
G.  B.  Bristow,  M.D.,  Clarke 
E.  E.  Gamet,  M.D.,  Decatur 
J.  E.  Evans,  M.D.,  Madison 
D.  E.  Mitchell,  M.D.,  Ringgold 
R.  W.  Boulden,  M.D.,  Taylor 
Dallas  York,  M.D.,  Union 

ELEVENTH  DISTRICT 

A number  of  the  counties  in  the  Eleventh  Councilor 
District  have  medical  societies  that  are  no  more  than 
occasionally  active  either  because  their  membership 
is  small  or  because  hospital  staff  meetings  provide  for 
an  exchange  of  ideas  among  physicians  and  serve 
several  of  the  other  functions  of  medical  society  meet- 
ings. 

The  Page  County  Medical  Society  held  its  regular  fall 
conference  in  1962,  and  it  was  well  attended  by  doctors 
from  throughout  southwest  Iowa.  It  also  conducted 
three  successful  clinics  for  the  administration  of  Sabin 
poliomyelitis  vaccine.  At  Clarinda,  the  proceeds  were 
used  to  purchase  a resuscitator  and  an  electrocardio- 
graph for  the  community,  and  to  make  a contribution 
($300)  to  the  high  school  recreation  fund.  Similar 
worthwhile  uses  were  found  for  the  proceeds  of  the 
Shenandoah  undertaking. 

During  the  early  part  of  the  year,  the  Pottawattamie 
County  Medical  Society  held  a dinner  and  conference 
for  medical  assistants  at  Hotel  Chieftain,  Council  Bluffs, 
in  cooperation  with  the  Iowa  Medical  Society  and 
Blue  Shield.  The  attendance  was  approximately  75,  and 
the  program  was  well  received.  The  Society  also  spon- 
sored polio  immunization  clinics,  at  which  Types  I,  II 
and  III  of  Sabin  vaccine  were  given  to  approximately 
65,000  people,  and  the  excess  of  receipts  over  expenses 
was  distributed  to  various  charitable  organizations  in 
Pottawattamie  County.  During  the  late  summer  and  in 
the  early  fall,  a first-aid  program  was  given  to  firemen 
in  Council  Bluffs,  under  the  direction  of  Dr.  Ralph 
Hopp.  Firemen  from  the  small  communities  in  the 
County  also  attended.  In  addition,  the  Society  paid  the 
cost  of  sending  a number  of  firemen  from  Pottawat- 
tamie County  to  an  intensive  first-aid  program  given  by 
the  University  of  Nebraska  College  of  Medicine. 

The  Pottawattamie  County  Society  has  been  working 
with  the  Council  Bluffs  P.T.A.  Council  in  an  effort  to 
promote  immunizations  for  all  school  children,  but 
there  has  been  a difference  of  opinion  between  the  two 
groups  as  to  the  method  of  approach  and  the  method  of 
administration.  These  negotiations  are  continuing.  The 
Society  is  also  working  diligently  with  the  local  Red 
Cross  chapter  in  an  attempt  to  promote  the  blood  pro- 
gram. The  Red  Cross  has  had  difficulties  in  obtaining 
sufficient  blood,  and  in  obtaining  sufficient  funds  to 
maintain  its  position  in  the  Regional  Blood  Center. 

Of  the  current  issues  confronting  organized  medicine, 
the  implementation  of  the  Kerr-Mills  Act  is  the  one 
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which  the  doctors  in  the  Eleventh  Councilor  District 
regard  as  most  vital. 

W.  G.  Kuehn,  M.D.,  Councilor 
Deputy  Councilors: 

H.  K.  Merselis,  M.D.,  Audubon 
E.  M.  Juel,  M.D.,  Atlantic 
W.  L.  Randall,  M.D.,  Hampton 
A.  C.  Bergstrom,  M.D.,  Harrison 
M.  L.  Scheffel,  M.D.,  Mills 
H.  E.  Bastron,  M.D.,  Montgomery 
K.  J.  Gee,  M.D.,  Page 
G.  H.  Pester,  M.D.,  Pottawattamie 
J.  H.  Spearing,  M.D.,  Shelby 

Reports  of  Standing  Committees 

COMMITTEE  ON  LEGISLATION 

NATIONAL 

King-Anderson  Bill.  A significant  victory  for  Ameri- 
can medicine  was  achieved  on  July  17,  1962,  when  the 
Senate  voted  52-48  to  table  and,  in  effect,  to  kill  an 
amendment  to  provide  health  care  for  the  aged 
through  Social  Security  financing. 

The  membership  of  the  IMS  was  kept  informed  of 
the  status  of  King-Anderson  type  legislation  through- 
out the  87th  Session  of  Congress,  and  it  is  not  neces- 
sary to  report  in  detail  on  this  subject.  It  is  the  opinion 
of  the  Committee  on  Legislation  that  only  through  dili- 
gent efforts  on  the  part  of  the  medical  profession  were 
the  efforts  of  the  proponents  of  King-Anderson  de- 
feated. 

The  Committee  on  Legislation  is  certain  that  at- 
tempts will  be  made  in  the  88th  Session  of  Congress  to 
attach  medical  care  financing  to  the  Social  Security 
System,  and  extensive  time  and  effort  on  the  part  of 
every  doctor  of  medicine  will  be  required  to  defeat 
this  type  of  legislation  once  again. 

Other  National  Legislation.  The  Committee  on  Legis- 
lation is  kept  current  on  the  status  of  all  national 
legislation  of  medical  interest  through  the  AMA,  and 
also  through  the  Society’s  contact  with  members  of 
the  Iowa  Congressional  delegation  in  Washington. 
Apropos  of  the  AMA  Council  on  Legislation,  it  should 
be  mentioned  that  Dr.  Frank  C.  Coleman,  of  Des 
Moines,  recently  became  chairman  of  that  body. 

The  AMA  and  the  IMS  closely  observed  H.R.  10, 
commonly  referred  to  as  the  Keogh  Bill,  and  its  pas- 
sage by  the  87th  Session  of  Congress.  This  bill,  in  its 
final  form,  did  not  contain  all  of  the  features  desired 
by  the  self-employed,  but  at  least  it  is  a step  in  the 
direction  of  correcting  tax  inequities  for  this  segment 
of  the  populace. 

Annual  Washington  Conference.  Representatives  from 
the  IMS  are  scheduled  to  meet  with  members  of  the 
Iowa  Congressional  delegation  in  Washington,  D.  C., 
on  March  5.  A report  of  that  meeting  will  be  included 
in  a supplemental  report. 

STATE  LEGISLATION 

As  is  well  known,  the  59th  Iowa  General  Assembly 
enacted  a highly  acceptable  medical  aid  for  the  aged 
law.  Unfortunately,  efforts  to  obtain  an  appropriation 
to  implement  the  law  were  unsuccessful. 


At  the  time  this  is  written,  considerable  efforts  are 
being  made  in  the  60th  General  Assembly  to  obtain 
(a)  a satisfactory  appropriation,  (b)  a desirable  meth- 
od of  implementation. 

Further  details  regarding  medical  aid  to  the  aged 
will  be  included  in  a supplemental  report. 

Other  matters  of  state  legislation  requiring  extensive 
study  are  (1)  an  MD-DO  composite  board  of  exam- 
iners, (2)  the  proposed  nurses’  practice  act,  (3)  radi- 
ation control,  (4)  mental  health  proposals  and  other 
legislation  pertinent  to  the  medical  profession. 

The  Committee  on  Legislation  is  now  evaluating  pro- 
posals for  legislation  which  have  been  considered  by 
Iowa  Medical  Society  committees.  Any  item  which 
requires  action  by  the  House  of  Delegates  or  has  been 
referred  to  the  Committee  for  consideration  and  recom- 
mendation will  be  included  in  a supplemental  report. 

The  Committee  once  again  wishes  to  express  its 
appreciation  to  the  county  legislative  contact  men,  who 
continue  to  perform  a most  valuable  and,  indeed,  indis- 
pensable function.  Each  county  legislative  contact  man 
has  responded  immediately  when  called  upon  for  as- 
sistance. This  line  of  communication  has  been  utilized 
time  and  again  to  aid  the  Committee  in  carrying  out 
the  duties  with  which  it  has  been  charged. 

Homer  E.  Wichern,  M.D.,  Chairman 

NECROLOGY  COMMITTEE 

The  following  members  of  the  Iowa  Medical  Society 
died  during  the  year  1962: 

Age 


Royal  G.  Anspach,  Colfax 77 

Bernard  C.  Barnes,  Des  Moines  58 

Guy  E.  Barr,  Sioux  City 77 

Peter  W.  Beckman,  Perry  86 

Edward  F.  Beeh,  Fort  Dodge 73 

George  W.  Behrens,  Davenport  78 

Edward  P.  Bell,  Pleasantville  89 

Wm.  Frederick  Boiler,  Iowa  City 81 

C.  Herbert  Brush,  Shenandoah 70 

Andros  Carson,  Des  Moines 99 

Leo  W.  Chain,  Dedham  69 

Jay  C.  Cooper,  Villisca 84 

Sylvannus  W.  Corbin,  Corydon 77 

George  F.  Dolmage,  Buffalo  Center 83 

Tarana  J.  G.  Dulin,  Iowa  City 84 

Frank  E.  Foulk,  Des  Moines  82 

Clarence  D.  N.  Gilfillan,  Pomona,  California  56 

Gordon  F.  Harkness,  Davenport 82 

Peter  M.  Herny,  Prairie  City 75 

Don  E.  Hill,  Clinton  59 

Joseph  W.  Holtey,  Ossian 56 

Francis  W.  Houlihan,  Ackley 52 

Audra  D.  James,  Des  Moines 64 

George  A.  Jenkins,  Albia 82 

Charles  W.  Keith,  Strawberry  Point 83 

Lyle  W.  Koontz,  Vinton 60 

John  A.  Liken,  Creston  64 

Edward  Luke,  Washington,  D.  C 86 

Ronald  F.  Martin,  Sioux  City  56 

Sidney  D.  Martin,  Carroll 74 

Don  H.  Newland,  Belle  Plaine 68 

Evelyn  M.  Olson,  Winterset 56 

Albin  B.  Phillips,  Clear  Lake 85 

Leonard  O.  Riggert,  Clinton  70 

Francis  M.  Roberts,  Knoxville 92 
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Clark  W.  Rominger,  Waukon 81 

Paul  H.  Schaefer,  University  City,  Missouri  82 

Benjamin  B.  Sells,  Independence 82 

Raymond  J.  Stephen,  Cedar  Rapids 70 

Walter  A.  Sternberg,  Corona  del  Mar,  California  . . 87 

Percy  E.  Stuart,  Nashua  85 

Frederick  J.  Swift,  Sr.,  Maquoketa  79 

George  A.  Sywassink,  Muscatine  62 

Lawrence  A.  Taylor,  Ottumwa 65 

Roy  I.  Theisen,  Dubuque 61 

Clarence  E.  Van  Epps,  Phoenix,  Arizona  86 

Otto  R.  Voss,  Davenport  83 

Ernest  R.  Young,  Dubuque 90 


MEDICO-LEGAL  COMMITTEE 

The  Medico-Legal  Committee  did  not  have  a reg- 
ularly scheduled  meeting  this  year.  There  was  one  case 
on  which  the  chairman  of  the  Committee  met  with 
legal  counsel  to  review  the  results  of  the  case  referred. 

Van  C.  Robinson,  M.D.,  Chairman 

COMMITTEE  ON  ARTICLES  OF 
INCORPORATION  AND  BY-LAWS 

To  date,  the  Committee  on  Articles  of  Incorporation 
and  By-Laws  has  received  no  proposals  for  amend- 
ments. However,  it  understands  that  some  may  be 
forthcoming  from  the  Plan  and  Scope  Committee  that 
is  presently  studying  the  structure  and  functioning  of 
Society  committees.  If  the  Plan  and  Scope  Committee 
submits  amendments  to  this  Committee  for  considera- 
tion at  the  1963  annual  meeting,  they  will  be  incor- 
porated in  a supplemental  report  and  presented  on 
Sunday,  April  7. 

P.  F.  Chesnut,  M.D.,  Chairman 

COMMITTEE  ON  MEDICAL  SERVICE 

Although  the  medical  service  subcommittees  have 
been  active  during  the  past  year,  the  “parent  group” 
has  had  no  occasion  to  meet. 

The  Subcommittee  on  Medical  Services  to  the  In- 
digent has  continued  to  meet  with  the  State  Board  of 
Social  Welfare  to  discuss  the  Vendor  Payment  Pro- 
gram, and  Dr.  Sternhill’s  report  on  that  Subcommittee’s 
activities  appears  elsewhere  in  this  handbook. 

The  Subcommittee  on  Prepayment  Medical  Care  was 
represented  at  the  third  National  Congress  on  Prepaid 
Health  Insurance  on  February  15-16,  1963.  The  discus- 
sions and  workshops  dealt  with  all  phases  of  prepay- 
ment plans  including  Blue  Shield,  commercial  insur- 
ance, unions,  and  government.  This  Subcommittee  has 
continued  to  maintain  liaison  with  Blue  Shield,  and 
also  with  commercial  insurance  companies  through  the 
medium  of  the  Health  Insurance  Council. 

The  IMS  continues  to  serve  as  fiscal  agent  for  the 
Department  of  Defense  as  regards  Medicare,  and  has 
paid  out  $65,714.17  to  Iowa  physicians  through  that 
program  during  the  past  year. 

The  new  and  expanded  handbook  of  resources  avail- 
able to  physicians  is  now  being  printed  and  should  be 
released  shortly. 

Meetings  for  doctors’  office  assistants  will  continue  as 
a function  of  the  IMS.  In  these  meetings,  the  role  of  the 
county  medical  society  will  be  emphasized. 

George  G.  Young,  M.D.,  Chairman 


REPORT  OF  THE  GRIEVANCE  COMMITTEE 

The  Iowa  Medical  Society  Grievance  Committee  held 
meetings  a month  or  six  weeks  apart  throughout  the 
year,  depending  upon  the  number  of  cases  to  be  con- 
sidered. At  the  start  of  1962  there  was  a backlog  of  a 
small  number  of  cases,  and  22  new  cases  were  pre- 
sented during  the  year.  At  the  end  of  the  year,  all  cases 
had  been  disposed  of,  three  of  them  having  been  re- 
ferred to  the  Judicial  Council  for  further  action.  There 
are  at  the  present  time  no  active  grievances  for  con- 
sideration. The  members  of  the  Committee  have  per- 
formed their  duties,  and  the  attendance  at  the  meet- 
ings has  been  excellent.  At  one  meeting,  indeed,  every 
member  of  the  Grievance  Committee  was  present. 

It  is  the  opinion  of  the  Grievance  Committee  that  the 
major  source  of  grievances  rests  in  the  areas  of  mis- 
understandings, over-charges,  and  implied  and  frankly 
expressed  beliefs  on  the  part  of  the  patient  that  poor 
treatment  has  been  provided.  Lack  of  understanding, 
we  feel,  is  due  to  a failure  of  communication  on  the 
part  of  either  the  doctor  or  the  patient,  or  both,  and  we 
urge  all  doctors  to  take  time  to  explain  to  their  patients 
the  nature  of  the  treatment  proposed,  what  can  be  ex- 
pected from  it,  and  to  answer  all  of  the  patient’s  or 
relatives’  questions  as  completely  as  possible. 

As  regards  fees,  there  is  no  question  but  that  there 
are  a few  members  of  the  profession  whose  charges  are 
excessive.  It  is  these  few  who  cause  practically  all  of 
our  complaints,  and  leave  a very  poor  image  of  the 
doctor  before  the  general  public.  These  over-charges 
have  involved  the  patient  personally,  in  some  instances, 
and  in  others  have  involved  insurance  carriers  and 
similar  third  parties. 

Patients  generally  have  developed  a concept  of  med- 
ical care  which  they  feel  requires  complete  restoration 
of  their  physical  or  mental  condition,  or,  one  might 
say,  perfect  results.  It  is  very  difficult  to  convince  peo- 
ple that  this  is  an  impossibility.  In  this  regard,  also, 
members  of  our  profession  consciously  or  unconscious- 
ly make  statements  regarding  the  type  or  efficacy  of 
treatment  given  by  another  physician.  In  this  regard, 
the  Committee  has  suggested  that  members  of  the 
Grievance  Committee  be  asked  to  address  medical  stu- 
dents on  the  ethical  questions  involved  when  talking  to 
patients  or  relatives. 

During  the  last  year  grievances  have  been  referred 
to  the  Committee  by  the  patient,  by  relatives  of  the 
patient,  by  insurance  carriers,  by  Blue  Shield,  and  by 
county  medical  society  grievance  committees. 

Herbert  C.  Merillat,  M.D.,  Chairman 

SUBCOMMITTEE  ON  MEDICAL  SERVICES 
TO  THE  INDIGENT 

The  Subcommittee  began  its  fiscal  year  of  1962-63 
with  the  same  mandate  that  had  been  given  by  the 
House  of  Delegates  the  previous  year — namely,  a re- 
evaluation  of  fees  paid  to  dispensing  physicians,  a re- 
assessment of  the  idea  of  using  a fiscal  agent  other  than 
the  State  Board  of  Social  Welfare,  and  a review  of  the 
current  fee  schedule  for  services  rendered  by  physi- 
cians under  the  provisions  of  the  Vendor  Program. 
In  order  to  facilitate  a more  workable  plan  for  the 
solution  of  these  problems,  your  Subcommittee  recom- 
mended the  appointment  of  subcommittees  composed  of 
members  of  this  Subcommittee  to  meet  with  counter- 
parts from  the  State  Board  of  Social  Welfare. 
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At  the  only  meeting  that  the  Subcommittee  held  with 
the  State  Board  group,  this  proposition  was  presented 
and  promptly  accepted.  Prior  to  that  meeting,  at  the 
instance  of  the  Executive  Council  of  the  Society,  a 
limited  survey  of  drug  costs  to  dispensing  physicians 
was  made  and  presented  to  the  Board  of  Social  Wel- 
fare. On  the  basis  of  that  survey,  the  Board  group  ruled 
that  insufficient  evidence  was  offered  to  justify  an  in- 
crease in  fees.  It  left  the  door  open  for  further  negotia- 
tion on  this  matter,  if  and  when  more  substantiating 
evidence  is  presented  to  justify  further  study  and  con- 
sideration. The  Executive  Council  was  so  apprized,  but 
to  date  no  such  evidence  has  been  produced.  It  appears 
to  this  Subcommittee  that  apathy  or  indifference  pre- 
vails among  the  dispensing  physicians  who  could  pro- 
vide it  with  the  statistics  needed  to  fortify  their  case 
for  a more  equitable  fee. 

The  State  Board  of  Social  Welfare  presented  our 
Subcommittee  with  some  data  collected  from  10  states 
employing  fiscal  agents  other  than  state  agencies.  From 
the  survey,  it  appears  that  fiscal  agents  add  very  little 
to  mitigate  the  basic  differences  between  doctors  and 
social  welfare  agencies.  A common  grievance  which  is 
apparent  in  the  surveys  is  the  long  delay  between  bill- 
ing and  payment  which  serves  only  to  provoke  and 
irritate  the  vendors  of  medical  services  to  the  indigent. 

In  the  matter  of  renegotiation  of  physicians’  fees,  the 
Board  of  Social  Welfare  was  advised  that  a subcommit- 
tee of  this  Subcommittee  had  been  appointed  to  meet 
with  a similar  committee  representing  the  Board,  for 
the  purpose  of  exploring  all  the  facets  of  this  problem. 
It  was  recommended  that  discussion  be  delayed  until 
such  time  as  the  new  Iowa  Unit  Fee  Index  was  pub- 
lished by  the  Iowa  Medical  Society.  Then,  a most  un- 
fortunate thing  happened.  The  State  Board  of  Social 
Welfare,  without  consulting  the  subcommittee  which 
had  been  appointed  to  consider  this  special  order  of 
business,  rejected  the  new  Unit  Fee  Index  and  restated 
its  position  of  ordering  payments  based  on  the  original 
fee  schedule. 

At  the  instance  of  your  chairman,  the  Board  of  Social 
Welfare,  through  its  chairman  Mr.  Putney,  wrote  to 
Dr.  O’Brien,  of  Fort  Dodge,  who  heads  the  medical 
group  of  the  subcommittee  of  the  Subcommittee,  and 
told  him  that  the  Board’s  action  had  been  an  error  and 
that  a meeting  would  be  called  in  the  very  near  future 
to  reassess  the  entire  matter  of  fees  in  light  of  the  new 
and  revised  Unit  Fee  Index.  At  this  writing,  no  meeting 
has  been  scheduled,  and  therefore,  no  further  progress 
in  this  matter  can  be  reported. 

Over  the  past  year,  the  Subcommittee  has  been 
aware  of  an  increasing  reluctance  on  the  part  of  the 
Board  of  Social  Welfare  to  negotiate  with  the  members 
of  the  Subcommittee.  The  Board  has  shown  a tendency 
toward  unilateral  decisions  without  prior  consultation 
with  the  members  of  the  Medical  Society,  and  this  atti- 
tude seems  to  be  growing  stronger  as  time  goes  on. 

Finally,  there  remains  the  perennial  problem  of 
counties  that  have  no  remedial  or  checking  committees. 
With  the  exception  of  Webster  County,  where  members 
provide  care  for  the  indigent  outside  the  scope  of  the 
Vendor  Program,  there  are  four  counties  in  which 
members  submit  bills  for  services  rendered  to  the  in- 
digent in  their  respective  communities,  but  do  not  re- 
view these  bills  with  the  social  welfare  agencies.  Ac- 
cordingly, such  bills  are  forwarded  to  Des  Moines, 
where  a medical  committee  distant  from  the  source  of 
the  service  passes  on  all  matters  relating  to  services 


and  fees.  It  is  the  earnest  hope  of  this  Subcommittee 
that  the  physicians  of  these  counties  will  reappraise 
their  positions  and  will  appoint  the  appropriate  com- 
mittees to  review  the  work  of  their  colleagues,  and  thus 
retain  the  local  control  that  is  the  avowed  objective  of 
the  Vendor  Program. 

Your  chairman  acknowledges  with  deep  gratitude  the 
cooperative  assistance  of  all  the  members  of  the  Sub- 
committee and  of  the  staff  of  the  Iowa  Medical  Society. 

I.  Sternhill,  M.D.,  Chairman 

SUBCOMMITTEE  ON  PREPAYMENT 
MEDICAL  CARE 

During  the  past  year  the  Subcommittee  on  Prepay- 
ment Medical  Care  has  been  concerned  primarily  with 
the  subject  of  “utilization.”  At  the  1962  annual  meet- 
ing, the  proposed  pilot  study  for  investigating  the 
problem  of  utilization  was  referred  to  the  Board  of 
Trustees  for  evaluation,  because  of  the  possible  cost 
involved.  The  recommendation  of  the  Subcommittee 
was  to  evaluate  actual  practice  in  representative  hos- 
pitals selected  by  the  Iowa  Medical  Society  and  the 
Iowa  Hospital  Association.  It  was  suggested  that  per- 
haps cases  chosen  by  a preferred  random  sampling 
could  be  studied  by  an  IHA  auditor,  for  the  hospital 
portion  of  the  charges;  and  a medical  evaluation  of 
the  identical  cases  could  be  carried  out  either  by  a 
physician  paid  for  his  services  or  through  a panel  of 
physicians  selected  by  the  Society.  It  was  felt  that 
if  a panel  were  chosen,  not  fewer  than  two  doctors 
from  an  unassociated  community  or  area  should  carry 
out  the  medical  portion  of  the  study  jointly.  The  com- 
bined facts  of  the  study  would  be  reported,  without 
identification,  to  the  Board  of  Trustees  of  the  Iowa 
Medical  Society  and  to  the  Board  of  Trustees  of  the 
Iowa  Hospital  Association,  for  their  recommendations. 

The  Board  of  Trustees  suggested  that  perhaps  a 
more  feasible  method  of  carrying  out  the  intent  of 
the  program  would  be  to  encourage  all  hospital  staffs 
to  appoint  committees  to  conduct  utilization  studies  on 
a local  basis.  The  Subcommittee  reconsidered  the 
matter,  but  still  felt  that  the  program  it  had  originally 
proposed  should  be  implemented  in  order  to  determine 
and  establish  the  need  for  local  hospital  utilization 
committees. 

Further,  it  was  the  recommendation  of  the  Subcom- 
mittee that  the  already-established  joint  committee  of 
the  IMS  and  IHA  should  be  charged  with  the  re- 
sponsibility of  implementing  a pilot  study.  The  Execu- 
tive Council  did  not  approve  this  recommendation,  but 
requested  the  Subcommittee  to  determine  how  many 
hospitals  have  already  established  utilization  com- 
mittees— obtaining  information  from  them  and  report- 
ing back  to  the  Executive  Council  at  a future  meeting. 

Letters  have  been  sent  to  the  chiefs  of  staff  of  Iowa 
hospitals,  and  as  of  the  time  this  report  is  written,  of 
the  112  hospitals  reporting,  10  have  already  organized 
utilization  committees.  Letters  have  now  been  sent 
to  the  hospitals  with  existing  utilization  committees 
to  determine  the  exact  organization  of  the  commit- 
tees and  the  scope  of  their  activities. 

The  Subcommittee  also  considered  the  Pocahontas 
County  Medical  Society’s  resolution  on  the  Individual 
Responsibility  Plan.  This  resolution  proposes  the  im- 
plementation of  the  principle  of  individual  responsi- 
bility in  governmental  and  private  health-care  pro- 
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grams.  Since  Dr.  John  M.  Rhodes  presented  this  plan 
to  the  Subcommittee,  the  resolution  has  been  re- 
studied by  the  Pocahontas  County  Society  and  has 
been  resubmitted.  In  connection  with  this  Individual 
Responsibility  Plan,  the  Committee  has  received  com- 
munications from  the  Health  Insurance  Council  indicat- 
ing that  it  is  very  much  concerned  about  this  plan  be- 
cause of  the  insurance  report  forms  that  are  involved. 
The  Health  Insurance  Council  requests  to  be  heard  if 
further  study  of  the  Individual  Responsibility  Plan  is 
made. 

George  G.  Young,  M.D.,  Chairman 

COMMITTEE  ON  MEDICAL  EDUCATION 
AND  HOSPITALS 

On  direction  of  the  Iowa  Medical  Society’s  House  of 
Delegates,  a subcommittee  of  the  Committee  on  Medi- 
cal Education  and  Hospitals  met  on  different  occasions 
during  the  summer  with  representatives  of  the  State 
University  of  Iowa  College  of  Medicine,  as  well  as 
the  Iowa  State  Board  of  Regents,  to  review  the  neces- 
sity and  importance  of  appointing  a dean  of  the  College 
of  Medicine  at  an  early  date,  following  the  resignation 
of  Norman  B.  Nelson,  M.D.,  which  was  effective 
June  30,  1962. 

The  Subcommittee  was  impressed  with  these  meet- 
ings, and  they  provided  opportunity  to  discuss  prob- 
lems and  projects  of  mutual  interest,  including  the 
very  important  matter  of  the  selection  of  a successor 
to  Dr.  Nelson.  The  Committee  heartily  commends  the 
appointment  of  Robert  C.  Hardin,  M.D.,  as  dean  of  the 
SUI  College  of  Medicine,  and  offers  its  cooperation  to 
him  in  the  performance  of  his  duties. 

After  assuming  his  new  position,  Dean  Hardin  met 
informally  with  officials  of  the  IMS  to  review  present 
and  anticipated  activities  of  the  College  of  Medicine, 
and  he  was  told  of  the  Society’s  desire  to  cooperate  in 
the  sponsorship  of  postgraduate  programs  for  the  physi- 
cians of  Iowa.  On  February  16,  1963,  the  Committee  on 
Medical  Education  and  Hospitals  will  meet  with  the 
dean  to  discuss  continuing  medical  education,  as  well 
as  other  items  involving  the  relationship  between  the 
Society  and  the  College  of  Medicine.  A supplemental 
report  on  this  conference  will  be  presented  to  the 
House  of  Delegates  in  April. 

On  recommendation  of  the  Committee,  the  Execu- 
tive Council  instructed  IMS  delegates  to  the  1962  AMA 
Clinical  Session  to  support  resolutions  recommending 
an  equitable  representation  of  physicians  in  private 
practice  and  medical  educators  on  the  AMA  Council 
on  Medical  Education  and  Hospitals,  in  an  effort  to 
assure  physicians  not  in  academic  medicine  a more 
powerful  voice  in  establishing  policies  and  programs. 
This  recommendation  was  formulated  by  the  Com- 
mittee because  it  feels  the  AMA  Council  has  not 
clearly  reflected  the  current  problems  in  medical  edu- 
cation and  patient  care. 

Following  the  AMA  Clinical  Session,  Dr.  Howard  G. 
Ellis,  who  represented  the  Committee  at  hearings  on 
this  matter,  presented  to  the  IMS  Executive  Council 
a review  of  actions  taken  by  the  AMA  House  of  Dele- 
gates. The  Council  referred  his  report  to  the  IMS  Com- 
mittee on  Medical  Education  and  Hospitals  for  study 
and  recommendation  to  the  House  of  Delegates.  The 
Committee  will  report  to  the  House  in  April. 

The  Committee  is  continuing  its  activities  designed 
to  encourage  young  high  school  students  to  enter  the 


medical  profession,  and  many  county  medical  societies 
are  supplementing  its  efforts  by  promoting  the  forma- 
tion of  Future  Doctors  Clubs  in  local  high  schools 
throughout  the  state.  In  November,  a letter  was  mailed 
to  all  county  medical  societies  urging  physicians  to 
assist  in  the  establishment  of  Future  Doctors  Clubs, 
to  participate  in  Annual  Careers  Day  Programs  spon- 
sored by  the  schools,  and  to  visit  individually  with 
prospective  medical  students.  In  addition,  all  school 
superintendents  in  the  state  have  been  informed  of 
the  Society’s  interest  and  support  of  this  project,  and 
of  the  availability  of  films  and  informational  literature 
on  medical  careers. 

As  a member  of  the  Iowa  Interprofessional  Associa- 
tion, the  IMS  cooperated  with  that  organization  in  the 
development  of  an  exhibit  on  health  careers  which 
was  displayed  at  the  Iowa  State  Fair  in  August  and  at 
the  Iowa  State  Education  Association’s  convention  in 
October. 

R.  N.  Larimer,  M.D.,  Chairman 

COMMITTEE  ON  PUBLIC  HEALTH 

No  meeting  of  this  Committee  was  held  during  the 
year  because  no  matters  requiring  full  Committee  at- 
tendance were  referred. 

A member  of  the  Committee  represented  the  Society 
at  the  Iowa  Tuberculosis  Eradication  Movement 
(ITEM)  meeting  September  27-28,  and  at  the  Iowa 
Welfare  Association’s  annual  meeting  November  7-9. 

No  projects  were  undertaken  because  of  an  an- 
ticipated change  in  the  structure  of  this  and  related 
committees. 

C.  P.  Hawkins,  M.D.,  Chairman 

PUBLIC  RELATIONS  COMMITTEE 

The  Public  Relations  Committee  has  continued  to 
implement  programs  designed  to  strengthen  relations 
with  the  public  and  the  press.  In  addition  to  ac- 
knowledging individual  requests  for  information  and 
assistance  from  lay  persons,  civic  organizations  and 
the  press,  various  projects  and  activities  have  been 
conducted  by,  or  on  recommendation  of  the  Commit- 
tee, and  can  be  summarized  as  follows: 

1.  The  P/R  Committee  has  worked  closely  with  the 
Legislative  Committee  in  disseminating  information 
to  the  public  and  the  profession  regarding  medicine’s 
opposition  to  the  financing  of  health  care  for  the  aged 
under  the  Social  Security  system.  In  May,  a statewide 
newspaper  advertising  campaign  was  conducted  by 
the  IMS  and  constituent  county  societies  to  counteract 
the  effect  of  a national  television  appeal  that  was  being 
made  by  the  administration  for  public  support  of 
King-Anderson  legislation.  The  IMS  sponsored  a full- 
page  advertisement  in  the  des  moines  Sunday  register 
on  May  20,  and  26  county  medical  societies  published 
a total  of  37  ads  in  daily  newspapers  throughout  the 
state.  In  addition,  the  Health  Insurance  Association  of 
America  and  the  Iowa  Pharmaceutical  Association 
sponsored  the  advertisement  developed  by  the  IMS 
in  Des  Moines  papers,  and  the  IPhA  mailed  poster  re- 
productions of  the  ad  to  900  pharmacists  in  Iowa  for 
display  purposes.  Spot  announcements  regarding  King- 
Anderson  and  Kerr-Mills  legislation  were  telecast  over 
television  stations  in  Des  Moines,  Waterloo,  Cedar 
Rapids  and  Ottumwa  in  conjunction  with  the  news- 
paper-ad campaign. 
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2.  At  the  1961  Interim  Session  of  the  AMA,  the  IMS 
introduced  a resolution  recommending  the  implementa- 
tion of  a national  public-information  campaign  to  im- 
prove the  image  of  American  medicine,  a campaign  to 
be  financed  by  voluntary  contributions  from  physi- 
cians, and  guided  by  professional  public-information 
experts.  The  resolution  was  referred  to  the  Communi- 
cations Committee,  a special  study  committee  of  the 
AMA  House  of  Delegates,  which  subsequently  met 
with  representatives  of  the  IMS  to  review  the  history 
and  intent  of  the  Iowa  resolution.  At  the  June,  1962, 
Annual  Meeting  of  the  AMA,  the  following  report 
from  the  Communications  Committee  regarding  the 
Iowa  resolution  was  approved  by  the  House  of  Dele- 
gates: 

. . while  such  a program  would  be  beneficial,  the 
Committee  does  not  believe  sufficient  voluntary  con- 
tributions would  be  forthcoming  to  finance  such  a 
campaign  on  a continued  basis,  and,  after  studying  all 
aspects  of  the  Association’s  present  informational  pro- 
gram, your  Committee  believes  that  this  resolution,  to 
a large  extent,  is  being  implemented.  The  Committee 
wishes  to  commend  the  Iowa  Medical  Society  for  the 
leadership  it  has  displayed  by  endorsing  a national 
public  information  campaign.” 

3.  The  IMS  Public  Relations  Committee  is  currently 
developing  plans  for  a state  conference  on  medical 
quackery,  which  it  hopes  can  be  presented  in  coopera- 
tion with  the  other  health  professions.  It  is  anticipated 
that  the  conference  will  be  held  in  the  fall  of  1963,  and 
that  representatives  of  civic  groups,  law  enforcement 
agencies,  schools,  etc.  will  be  invited  to  attend. 

4.  A second  series  of  newspaper  advertisements  de- 
veloped by  the  AMA  was  transmitted  by  the  Commit- 
tee to  all  county  medical  societies  in  late  November, 
along  with  a list  of  suggestions  for  maximum  utilization 
and  effectiveness.  Several  county  societies  have  indi- 
cated that  they  will  sponsor  this  series  in  local  news- 
papers, and  it  is  hoped  that  others  will  do  likewise. 
The  Committee  also  encourages  the  use  of  a series  of 
newspaper  ads  developed  by  the  Society,  titled  “In 
the  Public  Interest.”  Copies  of  both  the  IMS  and  AMA 
ad  series  can  be  obtained  from  the  State  Society  office. 

5.  The  Fall  Conference  for  County  Medical  Society 
Officers  and  Other  Representatives  was  held  in  Des 
Moines  on  October  5.  The  program  was  devoted  pri- 
marily to  legislative,  public  relations  and  medical  serv- 
ice activities.  Representatives  of  four  county  medical 
societies  reported  on  successful  public  relations  proj- 
ects implemented  locally,  and  other  county  societies 
were  urged  to  follow  suit.  The  projects  discussed  were: 
polio  inoculation  campaign  (Cerro  Gordo  County); 
public  health  forums  (Polk  County  Medical  Society) ; 
medical  careers  project  (Linn  County  Medical  So- 
ciety) ; sponsorship  of  the  “In  the  Public  Interest”  ad 
series  in  local  newspapers  (Wayne  County  Medical 
Society) . 

6.  The  Hawkeye  Science  Fair,  sponsored  by  the 
Iowa  Medical  Society,  Drake  University  and  des  moines 
register  and  tribune  continues  to  grow  each  year,  and 
in  1962  over  320  junior  and  senior  high  school  students 
displayed  scientific  exhibits.  The  Fifth  Hawkeye  Sci- 
ence Fair  will  be  held  at  the  Veterans  Memorial  Audi- 
torium, in  Des  Moines,  April  5-6,  1963.  In  addition  to 
sponsoring  the  Hawkeye  Science  Fair  in  Des  Moines, 
the  Society  also  contributed  awards  for  presentation 
to  winning  exhibitors  at  the  Eastern  Iowa  Science  Fair 


(Cedar  Rapids)  and  Northeast  Iowa  Science  Fair 
(Cedar  Falls) . 

7.  Plans  for  the  1963  Annual  Senior  Day,  arranged 
by  the  P/R  Committee  for  senior  medical  students  and 
their  wives,  are  currently  being  developed.  The  1962 
program  was  held  in  Iowa  City  on  May  26. 

8.  Reprints  of  the  “In  the  Public  Interest”  section 
of  the  ims  journal  (green  sheet)  continue  to  be  mailed 
each  month  to  all  Iowa  legislators  and  news  outlets. 
The  articles  explain  the  IMS  position  on  each  of  vari- 
ous legislative  issues,  and  review  the  public-service 
projects  of  the  Society. 

9.  In  September,  1961,  the  IMS  was  invited  by  the 
Iowa  Electric  Light  and  Power  Company  to  develop 
a series  of  12  five-minute  interviews  on  Society  proj- 
ects and  activities  for  presentation  in  connection  with 
a film  series  titled  “Medicine  in  the  Sixties,”  which 
the  company  sponsors  monthly  over  WMT-TV,  Cedar 
Rapids.  The  first  series  of  programs  was  completed  in 
August,  and  when  another  series  of  12  programs  began 
in  September,  1962,  the  Society  was  again  asked  for 
physicians  to  take  part  in  brief  interviews.  Currently, 
general  health  subjects  are  being  discussed.  In  addition 
to  the  WMT-TV  series,  the  Iowa  Electric  Light  and 
Power  Company  is  also  sponsoring  the  “Medicine  in 
the  Sixties”  series  over  WOI-TV,  Ames,  on  a monthly 
basis,  and  the  Society  is  also  presenting  brief  inter- 
views concerning  its  various  public  service  projects 
over  that  station.  The  WOI-TV  series  was  initiated  on 
September  24,  1962,  and  will  continue  through  August, 
1963. 

10.  On  recommendation  of  the  Committee,  the  Com- 
mittee on  Health  Education  is  currently  cooperating 
with  Radio  Station  WOI,  Ames,  in  the  production  of 
two  health-education  programs  in  which  Society  repre- 
sentatives discuss  general  health  subjects. 

11.  Contacts  have  been  made  with  representatives 
of  the  various  communications  media  to  encourage 
proper  identification  of  the  profession  whenever  an  in- 
dividual is  identified  as  “doctor”  in  a news  story. 

12.  Constant  liaison  is  maintained  with  Iowa  news 
outlets.  Wide  coverage  (newspaper,  radio  and  TV)  was 
received  throughout  the  state  on  last  year’s  IMS  an- 
nual meeting,  and  press  releases  were  distributed  to 
all  daily  and  weekly  newspapers.  In  addition,  informa- 
tion on  various  Society  activities  and  policies  is  pro- 
vided to  the  communications  media  throughout  the 
year. 

13.  Representatives  of  the  P/R  Committee  attended 
the  AMA  Institute  in  Chicago,  August  29-31.  The  In- 
stitute focused  on  public  relations  in  the  medical  pro- 
fession, and  a report  of  the  meeting  was  published  in 
the  October,  1962  issue  of  the  ims  journal. 

As  in  the  past,  the  IMS  Field  Secretaries  visit  con- 
tinually with  county  medical  society  officers  and  pub- 
lic relations  chairmen  regarding  various  projects  that 
can  be  carried  out  at  the  local  level.  The  Committee 
encourages  local  participation  in  as  many  public  serv- 
ice projects  as  possible,  and  will  cooperate  with  county 
medical  societies  in  their  development  and  implementa- 
tion. John  G.  Thomsen,  M.D.,  Chairman 

COMMITTEE  ON  INTERPROFESSIONAL 
ACTIVITIES 

The  major  responsibility  of  the  Committee  on  Inter- 
professional Activities  during  the  past  year  has  been 


Vol.  Lin,  No.  7 


Journal  of  Iowa  Medical  Society 


469 


to  cooperate  with  the  Iowa  Interprofessional  Associa- 
tion in  helping  to  carry  out  its  various  programs.  The 
members  of  the  IIA  are:  Iowa  Medical  Society,  Iowa 
Dental  Association,  Iowa  Pharmaceutical  Association, 
Iowa  Nurses’  Association,  Iowa  Veterinary  Medical 
Association,  and  Iowa  Hospital  Association. 

The  IIA  continues  to  encourage  the  formation  of  in- 
terprofessional associations  at  the  local  level.  Three 
counties — Scott,  Lee  and  Montgomery — have  estab- 
lished county  organizations,  and  several  others  have 
held  informal  meetings  to  discuss  this  activity. 

An  exhibit  on  health  careers,  developed  by  the  IIA 
two  years  ago,  was  displayed  at  the  Iowa  State  Fair 
in  August,  and  at  the  Iowa  State  Education  Associa- 
tion’s convention  in  October.  The  exhibit  got  very  fa- 
vorable responses,  and  thousands  of  informational 
brochures  on  careers  in  medicine,  dentistry,  hospital 
administration,  veterinary  medicine,  nursing  and  phar- 
macy were  distributed.  In  addition,  at  the  time  of  the 
State  Fair,  each  member  organization  contributed  $25 
toward  a $150  scholarship  prize  for  a student  indicat- 
ing plans  to  enter  one  of  the  health  professions.  The 
name  of  the  winning  student,  who  entered  the  Mercy 
Hospital  (Des  Moines)  School  of  Nursing  in  the  fall, 
was  drawn  at  the  IIA  Annual  Meeting  in  September. 

On  June  30,  the  IIA  sponsored  a dinner  for  members 
of  the  1963  General  Assembly,  and  approximately  150 
legislators  were  in  attendance.  Representatives  of  the 
member  organizations  served  as  hosts,  and  the  presi- 
dent of  the  Association  stressed  the  need  for  an  ade- 
quate appropriation  to  implement  the  MAA  (Kerr- 
Mills)  program  in  Iowa. 

The  IIA  continues  to  cooperate  with  the  State  De- 
partment of  Health  and  State  Office  of  Civil  Defense 
in  civil  defense  and  disaster  planning.  Several  years 
ago,  the  IIA  appointed  civil  defense  and  disaster  plan- 
ning committees  in  each  county  in  Iowa.  A physician 
was  named  by  the  IIA  to  serve  as  chairman,  and  each 
committee  also  includes  representatives  of  the  other 
member  groups.  During  the  past  summer,  the  commit- 
tee lists  were  up-dated,  and  copies  were  provided  to 
the  Office  of  Civil  Defense,  which  will  maintain  close 
liaison  with  the  county  committees.  One  of  the  im- 
portant responsibilities  of  the  committees  will  be  to 
coordinate  the  Medical  Self-Help  Training  program 
at  the  local  level. 

The  Executive  Council  of  the  IIA  discussed  the  pos- 
sibility of  sponsoring  a statewide  conference  on  medi- 
cal quackery,  and  although  no  definitive  action  was 
taken,  this  project  is  to  be  considered  at  a future  meet- 
ing. The  Public  Relations  Committee  of  the  IMS  has 
approved  Society  sponsorship  of  a statewide  meeting 
on  this  subject,  and  will  confer  with  the  IIA  regarding 
a cooperative  program. 

On  recommendation  of  the  Judicial  Council,  the 
Subcommittee  on  Interprofessional  Activities,  includ- 
ing the  Chairman  of  the  Public  Relations  Committee, 
plans  to  meet  with  representatives  of  the  Iowa  Phar- 
maceutical Association  to  discuss  possible  revisions 
in  the  “Physician-Pharmacist  Code  of  Understanding.” 
This  Code  was  developed  cooperatively  by  the  So- 
ciety’s Interprofessional  Activities  Committee  and  a 
similar  committee  of  the  IPhA  in  1959,  and  was  ap- 
proved by  the  IMS  House  of  Delegates  on  April  22, 
1959,  and  by  the  Executive  Committee  of  the  IPhA  on 
February  18,  1959.  The  Code  was  distributed  to  all 
members  of  the  respective  organizations. 

Floyd  M.  Burgeson,  M.D.,  Chairman 


COMMITTEE  ON  HEALTH  EDUCATION 

On  recommendation  of  the  Public  Relations  Commit- 
tee, the  Health  Education  Committee  is  currently  co- 
operating with  Radio  Station  WOI,  Ames,  in  develop- 
ing interviews  and  securing  guest  physicians  to  appear 
on  a weekly  program  titled  “Sixty-Plus.”  The  pro- 
grams are  prerecorded  at  the  Ames  studio,  and  broad- 
cast over  approximately  14  stations  in  a four-state 
area.  “Sixty-Plus"  is  devoted  to  the  presentation  of 
news  and  information  of  special  interest  to  Iowa’s 
350,000  retirees.  A five-minute  interview  with  a So- 
ciety representative  is  included  each  week,  during 
which  the  various  health  problems  of  older  people 
are  discussed.  Interview  topics  include  arthritis  and 
rheumatism,  thyroid  diseases,  nutrition,  heart  disease, 
respiratory  infections,  exercise,  mental  health,  etc. 

Beginning  on  March  6,  the  Society  will  also  coop- 
erate in  the  production  of  another  series  of  programs 
over  WOI  titled  “House  Call.”  These  will  be  25-minute 
weekly  features  in  each  of  which  a guest  physician 
will  discuss  a predetermined  and  pre-publicized  topic, 
as  well  as  answer  questions  mailed  to  the  station  in 
advance  of  the  program,  and  inquiries  telephoned  to 
the  station  during  the  broadcast  period. 

The  chairman  of  the  Committee,  who  represented 
the  Society  on  a television  program  telecast  over 
WMT-TV,  Waterloo,  on  June  15,  reviewed  activities 
in  connection  with  health  education.  The  interview 
was  presented  in  conjunction  with  the  “Medicine  in 
the  Sixties”  film  series,  a monthly  feature.  A similar 
interview  will  be  telecast  over  WOI-TV,  Ames,  which 
is  also  telecasting  this  series  of  programs.  For  the  past 
five  months  over  WMT-TV,  interviews  with  Society 
representatives  have  concerned  general  health  prob- 
lems, and  these  will  continue  for  at  least  eight  more 
programs. 

The  Committee  encourages  county  medical  societies 
to  cooperate  with  local  radio  and  television  stations 
in  the  production  of  medical  programs,  and  will  be 
happy  to  assist  in  the  development  of  a program  series. 

“Medical  Diary”  films  on  various  health  topics,  pro- 
duced by  the  IMS,  are  still  available,  and  have  been 
lent  to  many  lay  organizations  throughout  the  state. 
AMA  films  can  also  be  secured  through  the  Society 
office  for  showings  to  both  professional  and  lay  groups 
in  Iowa. 

Both  professional  and  lay  organizations  have  utilized 
the  services  of  the  IMS  Speakers  Bureau  to  obtain 
guest  physician  speakers.  During  the  past  year,  over 
20  speakers  have  been  secured  by  the  Bureau  to  ad- 
dress various  county  medical  society  and  civic  meet- 
ings. At  the  recommendation  of  the  Society’s  Chiro- 
practic Committee,  the  Speakers  Bureau  encouraged 
each  county  medical  society  president  and  secretary 
to  schedule  a talk  by  a Society  representative  on 
legislative  and  other  matters  of  public  interest  per- 
taining to  the  practice  of  chiropractic  in  the  State  of 
Iowa.  Several  county  societies  have  already  made  ar- 
rangements to  secure  such  speakers  through  the 
Bureau,  and  it  is  hoped  that  many  more  will  do  so. 

Wallaces’  farmer  continues  to  publish  the  “Iowa 
M.D.’s  Say”  column,  which  is  presented  as  a public 
service  by  the  Health  Education  Committee,  and 
which  provides  general  information  on  a variety  of 
health  subjects. 

As  it  has  done  in  the  past  years,  the  Committee 
cooperated  with  the  State  Department  of  Health  in 
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securing  speakers  and  consultants  for  School  Health 
Education  Workshops  which  were  held  at  the  State 
College  of  Iowa,  June  18-29,  1962,  and  at  Drake  Univer- 
sity, July  23-August  3,  1962.  Furthermore,  the  Society 
contributed  a scholarship  which  enabled  a teacher  to 
attend  one  of  these  workshops.  The  chairman  of  the 
Committee  participated  in  the  Cedar  Falls  session,  and 
believes  that  these  courses  serve  a worthwhile  pur- 
pose. The  Committee  is  now  in  the  process  of  securing 
a consultant  from  the  AMA  for  the  1963  Workshop  to 
be  held  at  Drake  University  on  July  8-19.  It  is  hoped 
that  local  city  health  agencies  will  also  sponsor  schol- 
arships in  their  respective  areas. 

The  14th  Health  Education  Workshop  was  held  at 
Iowa  State  University,  Ames,  June  28-29,  1962,  and 
the  IMS  cooperated  with  the  State  Department  of 
Health  and  other  agencies  in  developing  and  publiciz- 
ing the  program.  These  workshops  are  conducted  for 
health  chairmen  and  personnel  from  various  lay  and 
health  organizations  in  the  state.  The  theme  of  the 
program  was  “Leadership  with  a Purpose — Health.” 
Representatives  of  the  IMS  were  present,  and  members 
of  the  Woman’s  Auxiliary  were  in  attendance  also. 

The  Committee  was  represented  at  an  Interagency 
Cooperation  Conference,  sponsored  by  the  State  De- 
partment of  Health,  at  Clear  Lake  on  July  18-19.  Rep- 
resentatives from  12  health  organizations  in  the  state 
were  in  attendance.  The  group  considered  the  estab- 
lishment of  a statewide  School-Community  Health 
Council,  development  of  an  Interagency  School  Health 
Newsletter  and  other  pertinent  matters. 

The  Health  Education  Committee  will  continue  its 
projects  designed  to  educate  the  public  on  matters  of 
health,  and  will  cooperate  with  county  medical  so- 
cieties and  the  various  health  agencies  in  developing 
and  sponsoring  educational  programs  “in  the  public 
interest.” 

Craig  D.  Ellyson,  M.D.,  Chairman 

Reports  of  Special  Committees 

COMMITTEE  ON  INDUSTRIAL  HEALTH 

The  Committee  on  Industrial  Health  has  not  held  a 
meeting  during  the  past  year.  Copies  of  all  correspond- 
ence of  particular  interest  have  been  distributed  to 
the  Committee  members  for  their  information  and 
study.  Also  distributed  to  them  was  a report,  pre- 
pared by  the  chairman,  concerning  the  meeting  of  the 
AMA  Council  on  Occupational  Health  with  chairmen 
of  occupational  health  committees  of  state  medical 
societies,  which  was  held  on  October  1,  in  Boston, 
Massachusetts. 

No  problems  have  been  presented  that  would  neces- 
sitate a meeting  of  the  Committee. 

C.  H.  Johnston,  M.D.,  Chairman 

f COMMITTEE  ON  MENTAL  HEALTH 

The  Mental  Health  Committee,  at  its  meeting  during 
the  year,  directed  its  efforts  at  the  interpretation  and 
clarification  of  objectives  set  out  at  the  AMA’s  first 
Mental  Health  Congress,  held  in  Chicago  in  October, 
1962.  Several  of  the  members  had  attended  this  Con- 
gress, and  four  of  them  had  been  on  the  steering  com- 
mittee for  that  meeting. 


In  general,  the  members  of  the  Committee  have  ap- 
proved the  program  outlined  by  the  Joint  Commission 
for  Mental  Health.  It  is  felt  that  the  program  in  Iowa 
has  advanced  as  far  as  those  of  many  other  states  (see 
the  report  in  the  March,  1963,  journal  of  the  iowa 
medical  society),  and  that  the  full  program  that  has 
been  recommended  is  not  necessary  for  this  state. 
In  addition,  there  were  exceptions  taken  to  some  of 
the  recommendations. 

At  the  most  recent  meeting  of  the  Committee,  action 
was  taken  to  advise  the  Legislative  Committee  on  the 
various  legislative  recommendations  made  by  the  Gov- 
ernor’s Commission  on  Mental  Health.  Some  26  recom- 
mendations were  acted  upon,  the  greater  portion  of 
them  favorably. 

The  Committee  has  worked  closely  with  the  Iowa 
District  Branch  of  the  American  Psychiatric  Associa- 
tion, and  there  has  been  complete  coordination  on  the 
part  of  the  membership  of  both  the  Committee  and 
the  organization  to  assert  leadership  in  the  mental 
health  program  for  the  State  of  Iowa. 

Paul  Kersten,  M.D.,  Chairman 

RURAL  HEALTH  COMMITTEE 

Three  members  of  the  Rural  Health  Committee  met 
in  Ames,  on  February  6,  1963,  with  staff  members  of 
the  Cooperative  Extension  Service  in  Agriculture  and 
Home  Economics.  The  physicians  present  were:  J.  W. 
Gauger,  M.D.,  Early;  R.  E.  Clark,  M.D.,  Manchester; 
and  Allan  Felter,  M.D.,  Van  Meter.  Marvin  Anderson, 
Ph.D.,  Mr.  C.  J.  Gauger  and  Miss  Louise  Rosenfeld 
represented  the  Extension  Division. 

The  Iowa  Medical  Society’s  Rural  Health  Commit- 
tee conducted  statewide  annual  conferences  several 
years  ago,  but  discovered  that  the  attendance  wasn’t 
commensurate  with  the  uniform  excellence  of  the 
presentations,  and  that  most  of  the  people  attending 
were  professionals  in  the  health  and  social  work  fields, 
rather  than  the  housewives,  young  people,  farmers, 
and  businessmen  whom  the  Committee  would  like 
most  to  reach.  For  these  reasons,  the  Committee  ap- 
proached the  Extension  Service  in  an  effort  to  assist 
that  agency,  wherever  possible,  in  its  4-H  Club,  farm 
women’s  organization  and  other  efforts  aimed  at  the 
grass  roots. 

The  Committee’s  initial  efforts  at  cooperation  with 
the  Extension  Division  have  been  quite  productive. 
During  the  past  year  two  physicians  appeared  at  the 
4-H  Leadership  Camp,  near  Boone,  to  talk  about  the 
need  for  tetanus  immunization,  the  Committee  helped 
get  materials  for  the  Extension  Division  to  use  in  teach- 
ing young  people  the  fundamentals  of  human  growth 
patterns,  and  the  Committee  has  arranged  to  have  a 
teaching  movie  on  posture  made  at  the  State  University 
of  Iowa  College  of  Medicine,  for  use  by  the  Exten- 
sion Division. 

When  Mr.  Anderson  asked  the  doctors  whether  they 
knew  of  any  important  health  problems  in  rural  areas 
or  small  towns  with  which  the  Extension  Division 
could  help,  one  of  the  doctors  pointed  to  the  recurring 
problem  of  pollution  in  farm  water  supplies.  To  il- 
lustrate, he  told  of  some  of  his  recent  experiences.  In 
one  instance,  a young  mother  phoned  him  to  ask  what 
she  could  do  for  her  youngest  child,  a 10-month-old 
infant  who  had  diarrhea.  She  didn’t  have  a car  at  the 
time  she  called,  so  she  couldn’t  bring  the  youngster 
to  town,  and  the  situation  seemed  not  to  be  an  emer- 
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gency,  so  the  doctor  suggested  that  she  administer  a 
diarrhea  remedy  and  bring  the  infant  to  his  office  on 
the  next  day.  When  the  mother  called  the  following 
morning,  the  child  was  dead.  The  autopsy  revealed 
nothing  on  gross  examination,  but  a culture  subse- 
quently grew  out  Salmonella  (paratyphoid-B) . During 
the  ensuing  several  days,  three  more  children  in  the 
same  family  became  ill,  but  all  of  them  recovered. 
When  the  epidemiologists  from  the  State  Department 
of  Health  investigated,  they  found  that  the  water  for 
cooking,  drinking  and  all  other  purposes  in  the  home 
came  from  the  cistern,  rather  than  from  a well.  At 
the  same  time  a significant  fault  in  the  testing  of  farm 
water  supplies,  and  of  small  town  ones  too,  was  re- 
vealed. It  seems  that  in  some  instances  tests  are  made 
only  for  coliform  bacilli,  and  the  Salmonella  can  thus 
be  missed. 

In  the  subsequent  discussion,  it  was  brought  out 
that  several  factors  may  be  aggravating  the  pollution 
of  the  farm  water  supplies.  Because  many  farmers  are 
feeding  far  larger  numbers  of  livestock  than  they 
used  to  do,  there  is  an  increased  pollution  of  surface 
water,  and  also  in  some  cases,  electrical  equipment  is 
pumping  dangerously  large  amounts  of  water  from 
shallow  wells.  Mr.  Anderson  says  that  his  staff  in- 
cludes an  engineer  whose  special  interests  are  water 
supply  and  drainage,  and  he  intends  asking  him  to 
find  out  how  widespread  these  difficulties  are,  and 
what  the  Extension  Division  can  do  in  warning  people 
about  them.  The  comment  was  made  that  these  prob- 
lems are  especially  severe  in  areas  surrounding  our 
larger  towns.  Because  of  what  has  been  referred  to  as 
“the  urban  sprawl,”  physicians,  Extension  Division  staff 
members  and  everyone  whom  they  can  influence  should 
talk  to  the  county  commissioners  about  the  necessity 
of  enacting  zoning  ordinances  for  suburban  districts. 

Miss  Rosenfeld  requested  materials  from  the  Iowa 
Medical  Society  to  back  up  the  contention  that  obesity 
is  a threat  to  health. 

Mr.  Gauger  asked  additional  help  from  the  Medical 
Society,  and  from  individual  doctors  at  the  local  level, 
for  the  health  aspects  of  4-H  Club  programs.  By  way 
of  background,  he  said  that  current  4-H  Club  mem- 
bership in  Iowa  totals  54,000,  and  is  equally  divided 
between  boys  and  girls.  The  various  clubs  conduct 
projects  and  encourage  individual  research  in  the 
fields  of  citizenship,  health,  personal  appearance 
(grooming),  and  career  exploration.  In  each  com- 
munity, the  help  of  doctors  is  needed  first  in  planning 
and  afterward  in  leading  activities  in  the  health  field. 
The  Extension  Division  conducts  a “health  camp”  an- 
nually for  the  boys  and  girls  who  are  especially  inter- 
ested in  that  area  of  4-H  activities,  and  there  is  need 
for  physicians  to  address  those  campers.  He  concluded 
his  remarks  by  saying  that  in  4-H  Club  work  the  Exten- 
sion Division  wants  to  get  away  from  mass  health 
examinations,  and  into  true  educational  work  in  the 
health  field. 

Members  of  the  IMS  Rural  Health  Committee  said 
that  they  would  be  glad  to  encourage  doctors  in  the 
various  communities  to  interest  themselves  in  4-H 
Club  work,  but  that  for  various  reasons  it  is  advisable 
for  the  Extension  Division  staff  members  at  the  local 
level  to  arrange  for  physician  cooperation  through  the 
various  county  medical  societies.  The  IMS  headquar- 
ters office  will  provide  Mr.  Anderson  and  his  staff 
with  a list  showing  the  names  of  the  IMS  Rural  Health 
Committee  members  and  the  district  which  each  of 


them  represents.  The  Extension  Division  field  men  will 
thus  be  able  also  to  seek  help  from  nearby  Committee 
members  in  securing  local  physician  cooperation. 

Miss  Rosenfeld  said  that  she  could  provide  numerous 
“success  stories” — accounts  of  work  that  doctors 
throughout  the  state  have  already  done  with  4-H 
Clubs.  It  was  suggested  that  she  write  these  out  for 
publication  in  the  journal  of  the  iowa  medical  society. 

It  was  reported  that  Dr.  C.  B.  Larson,  head  of  ortho- 
pedic surgery  at  the  State  University  of  Iowa,  will 
need  more  money  than  the  College  of  Medicine  can 
provide  for  making  the  teaching  film  on  posture.  Mr. 
Anderson  and  Mr.  Gauger  remarked  that  if  the  film 
is  to  be  both  in  color  and  sound,  and  is  to  run  10  or 
15  minutes,  it  may  very  well  cost  $2,000  or  more.  Dr. 
Larson  is  to  inform  Dr.  Anderson  of  his  needs  as 
regards  money,  and  Dr.  Anderson  has  reiterated  his 
willingness  and  his  agency’s  ability  to  supplement  the 
SUI  funds  for  this  project. 

In  discussing  this  topic,  Dr.  Anderson  mentioned 
incidentally  that  Iowa  State  University  and  the  State 
University  of  Iowa  are  to  begin  cooperating  shortly  on 
numerous  aspects  of  extension  work. 

In  this  connection,  there  was  some  discussion  of 
the  long-proposed  study  designed  to  show  what  a 
town  must  possess  or  must  do  to  get  and  keep  doc- 
tors. It  was  mentioned  that  USPHS  seems  still  to  be 
interested  in  financing  it,  but  that  the  SUI  professor 
who  was  to  have  directed  it  has  left  the  state.  Dr. 
Anderson  and  his  colleagues  expressed  interest  in  the 
project,  and  said  they  might  ask  that  it  be  undertaken 
when  ISU-SUI  cooperation  starts  in  earnest. 

The  Extension  Division  staff  seemed  highly  pleased 
with  the  leaflet  urging  tetanus  immunization  which  the 
IMS  Rural  Health  Committee  has  made  available,  and 
asked  that  1,000  copies  be  sent  to  Ames  for  distribution 
by  county  agents’  offices  throughout  the  state.  The 
Rural  Health  Committee  was  asked  also  for  similar 
materials  with  which  to  promote  smallpox  immuniza- 
tion. The  AMA  has  asked  all  agencies  with  an  interest 
in  health  to  join  in  that  effort.  The  Committee  agreed 
to  investigate  the  possibility  of  printing  and  distrib- 
uting such  a pamphlet. 

The  Extension  Division  staff  was  also  enthusiastic 
about  the  potential  of  the  individual  and  family  health- 
record  cards  which  have  been  exhibited  at  the  AMA 
conferences  on  rural  health.  The  IMS  Rural  Health 
Committee  agreed  to  provide  the  individual  health 
record  cards  to  the  Extension  Division  in  quantity,  for 
its  work  with  4-H  Clubs  and  farm  women’s  groups, 
and  to  see  what  it  can  do  about  providing  family 
health-record  cards. 

J.  W.  Gauger,  M.D.,  Chairman 

PHYSICIAN  DISTRIBUTION  COMMITTEE 

No  problems  were  referred  to  our  Committee  dur- 
ing 1982. 

Robert  E.  Griffin,  M.D.,  Chairman 

PRECEPTORSHIP  COMMITTEE 

At  a meeting  of  the  Iowa  Medical  Society  Precep- 
torship  Committee  on  January  15,  1963,  Dr.  Radcliffe 
reported  that  the  recruiting  of  preceptors  no  longer 
poses  any  difficulty  at  all.  Considerable  numbers  of 
physicians  in  solo  general  practice,  and  several  groups 
consisting  entirely  of  general  practitioners,  have  ex- 
pressed their  willingness  to  take  several  preceptees  at 
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various  times  throughout  the  year,  and  the  new  sched- 
ule at  the  SUI  College  of  Medicine,  under  which  classes 
are  conducted  virtually  the  year  round,  allows  for 
preceptorships  12  months  a year  rather  than  just  three. 

The  Committee  members  discussed  the  possibility 
that  in  some  situations  preceptees  may  get  better 
training  than  in  others.  It  was  agreed  that,  generally 
speaking,  students  should  be  placed  with  solo  general 
practitioners  or  general  practice  groups,  rather  than 
with  clinic  groups  made  up  of  several  specialists  and, 
perhaps,  a single  general  practitioner.  Dr.  Radcliffe 
reported  that  this  type  of  selection  is  being  done,  and 
that  there  seemed  to  be  enough  preceptors  or  preceptor 
groups  of  the  preferred  type. 

The  possibility  of  an  intensive  study  of  the  precep- 
torship  program  and  of  its  results  was  discussed,  as  it 
had  been  at  Preceptorship  Committee  meetings  in 
former  years.  Such  an  investigation  might  reveal  (1) 
whether  the  Iowa  preceptorships  are  attracting  young 
men  to  enter  general  practice  (and  particularly,  gen- 
eral practice  in  Iowa) ; (2)  what  improvements  the 
preceptors  and  preceptees  can  suggest;  and  (3)  wheth- 
er one  month  is  the  ideal  length  of  time  for  a pre- 
ceptorship. Dr.  Radcliffe  reported  that  the  Kellogg 
Foundation  was  approached  some  time  ago  for  funds 
with  which  to  conduct  such  a study,  but  without  suc- 
cess. He  said  that  he  has  been  collecting  the  students’ 
evaluations  of  the  program.  Attempts  will  continue  to 
secure  a grant  to  finance  a long-range  and  more  thor- 
ough-going investigation. 

Dr.  Radcliffe  reported  that  some  of  the  faculty  mem- 
bers at  the  SUI  College  of  Medicine  believe  that  pre- 
ceptorships are  of  little  value  to  the  students  who  in- 
tend becoming  specialists,  and  thus  that  the  preceptor- 
ship  should  be  made  an  elective  rather  than  a require- 
ment for  graduation.  The  IMS  Preceptorship  Commit- 
tee then  went  on  record  as  maintaining  emphatically 
that  the  preceptorship  should  continue  as  a require- 
ment for  graduation  from  the  SUI  College  of  Medi- 
cine. The  Committee  requests  that  the  IMS  House  of 
Delegates  take  identical  action. 

The  members  of  the  Committee  are  in  complete 
agreement  that,  whether  or  not  a student  subsequently 
enters  general  practice,  the  firsthand  look  that  a 
preceptorship  gives  him  at  the  general  practitioner  will 
be  important  in  maintaining  cordial  relationships  and 
mutual  confidence  among  the  members  of  the  medical 
profession,  and  thus  will  be  of  great  benefit  to  the 
public. 

There  was  some  discussion,  again,  about  whether 
preceptors  may  or  should  keep  students  for  lengths 
of  time  exceeding  one  month.  Some  physicians  appear 
anxious  to  do  so,  and  Dr.  Radcliffe  said  that  the  Col- 
lege of  Medicine  has  no  objections,  provided  the  stu- 
dent’s schedule  permits.  The  possibility  of  dividing  a 
preceptorship  so  as  to  give  a student  two  weeks  with 
a general  practitioner  in  the  summer  and  another  two 
weeks  with  him  in  the  winter  was  again  discussed. 
This  plan  is  said  to  provide  the  student  a look  at  a 
greater  variety  of  the  problems  with  which  general 
practitioners  deal.  The  principal  drawback  about  this 
sort  of  arrangement  is  that,  because  of  changing  circum- 
stances, a student  might  serve  two  weeks  at  one  time, 
and  then  somehow  or  other  be  prevented  from  serving 
the  final  two  weeks.  A few  of  these  split  preceptor- 
ships are  currently  being  attempted,  reportedly  with 
good  results. 

Attention  was  called  to  a speech  by  Mr.  James  A. 


Brooks,  president  of  the  Student  American  Medical 
Association,  published  on  page  807  and  808  of  the 
December,  1962,  journal  of  the  iowa  medical  society. 
Mr.  Brooks  suggested  that  general  practitioners  be 
brought  to  colleges  of  medicine  on  several  occasions 
each  year  to  speak,  formally  and  informally,  with 
students  about  the  attractions  and  problems  of  general 
practice.  The  Preceptorship  Committee  members  com- 
mented that  such  a plan  as  that  would  constitute  a mul- 
tiplying of  senior  day,  and  they  agreed  that  it  should 
be  tried. 

Dr.  Radcliffe  said  that  he  would  continue  gathering 
and  editing  preceptees’  comments  and  suggestions  with 
regard  to  the  program,  and  that  he  would  prepare  ma- 
terials for  two  releases:  (1)  a semiconfidential  report 
to  preceptors,  and  (2)  a report  for  publication  on  the 
“In  the  Public  Interest”  page  in  the  journal. 

L.  D.  Caraway,  M.D.,  Chairman 

REPORT  OF  BLOOD  BANKING  COMMITTEE 

During  the  past  year  the  Blood  Banking  Committee 
has  had  only  two  matters  referred  to  it.  The  first  of 
these  was  referred  for  informational  purposes  and 
concerned  the  payment  of  processing  fees  to  com- 
munity blood  banks  for  blood  furnished  by  them  to 
local  hospitals.  This  matter  has  been  referred  to  a 
special  committee  appointed  by  the  president  of  the 
Iowa  Medical  Society,  and  is  under  consideration  at 
the  present  time. 

The  second  matter,  referred  to  the  Committee  just 
prior  to  the  submission  of  this  report,  concerned  a law- 
suit over  the  request  of  the  Blood  Service  Plan  In- 
surance Company  of  Phoenix,  Arizona,  to  be  allowed 
to  write  insurance  covering  blood  in  the  State  of  Iowa. 
The  insurance  company’s  request  has  been  refused  by 
the  Commissioner  of  Insurance  for  the  State  of  Iowa, 
and  the  suit  is  as  yet  unsettled.  The  Medical  Society 
has  been  asked  to  join  with  the  Iowa  Association  of 
Blood  Banks  to  prevent  this  type  of  insurance  from 
being  issued  in  this  state. 

Wallace  Rindskopf,  M.D.,  Chairman 
W.  S.  Pheteplace,  M.D.,  Co-Chairman 

CHIROPRACTIC  COMMITTEE 

This  Committee  did  not  have  a scheduled  meeting 
during  the  year,  but  the  chairman  did  meet  with  Mr. 
Robert  Throckmorton,  IMS  legal  counsel,  and  with  the 
staff  secretary  to  the  Chiropractic  Committee  in  the 
latter  part  of  August  for  the  purpose  of  determining 
the  future  course  and  activities  to  be  taken.  This 
meeting  was  designed  as  a follow-up  for  the  recommen- 
dations presented  in  the  previous  report  of  the  Chiro- 
practic Committee  to  the  House  of  Delegates.  Since  de- 
tailed information  could  not  be  included  in  the  report 
at  that  time,  the  recommendations  did  not  receive  final 
approval  by  the  Reference  Committee,  but  were  ap- 
proved in  general. 

As  a result  of  the  August  conference,  it  was  decided 
to  present  additional  information  and  further  detail  to 
the  Executive  Council  of  the  IMS  on  November  14, 
1962.  The  report  given  at  the  meeting  is  on  file  with 
the  IMS,  and  was  essentially  the  same  as  last  year’s 
Committee  report. 

Later,  the  chairman  of  the  Chiropractic  Committee 
was  asked  to  present  further  views  at  the  meeting 
of  the  Public  Relations  Committee  which  was  held  on 
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January  31,  1963.  After  hearing  the  information  pre- 
sented, the  Public  Relations  Committee  felt  that  the 
Chiropractic  Committee  should  proceed  along  the  lines 
suggested,  but  favored  first  an  informational  program 
for  the  physicians  of  Iowa.  This  is  to  be  accomplished 
through  presentations  at  county  medical  society  meet- 
ings by  the  Chiropractic  Committee  members  and  the 
Speakers  Bureau  members  on  the  findings,  conclusions 
and  recommendations  already  presented  by  the  Chiro- 
practic Committee. 

It  was  also  suggested  that  an  accurate  collection  of 
factual  information  be  accumulated  and  arranged  in 
pamphlet  form  for  use  by  those  vitally  interested  in 
this  subject.  The  Chiropractic  Committee  is  to  continue 
the  accumulation  of  information.  Some  of  this  gather- 
ing is  to  be  done  through  a questionnaire  that  is  to  be 
sent  to  each  of  the  county  medical  societies.  Other  in- 
formation and  data  will  soon  be  furnished  to  the  IMS 
by  the  AMA. 

The  Chiropractic  Committee  is  indebted  to  Mr. 
Throckmorton  and  Mr.  Eldon  Huston,  and  these  men 
are  to  be  commended  for  their  help  and  valuable  as- 
sistance. 

This  Committee  should  continue  active,  since  the 
IMS  must  remain  on  the  alert. 

Raymond  A.  Berger,  M.D.,  Chairman 

MEDICAL  ASSISTANTS1 
ADVISORY  COMMITTEE 

The  annual  convention  of  the  Iowa  Association  of 
Medical  Assistants  was  held  in  Waterloo  on  May  4,  5 
and  6,  1962.  The  annual  meeting  of  the  American  As- 
sociation of  Medical  Assistants  was  held  in  Detroit  on 
September  26-30.  The  400  medical  assistants  in  attend- 
ance represented  a majority  of  the  50  states.  Written 
tests  were  taken  by  some  of  the  members  as  a pilot 
study  for  the  national  certification  program  which  is 
being  instituted. 

The  Placement  Bureau  with  the  Iowa  State  Employ- 
ment Service  is  ready  and  willing  to  help  in  securing 
employees  for  medical  offices  anywhere  in  the  State 
of  Iowa. 

The  fourth  annual  In-Service  Workshop  was  held 
September  23  to  26,  1962,  at  the  Iowa  Center  for  Con- 
tinuation Study  at  Iowa  City,  under  the  leadership  of 
Dr.  William  Coder,  and  44  medical  assistants  attended 
it.  Plans  are  under  way  for  an  advanced  workshop  in 
1963  for  medical  assistants  who  have  attended  the  basic 
workshops. 

You  are  invited  to  visit  the  booth  of  the  IAMA  dur- 
ing the  convention  of  the  Iowa  Medical  Society.  Any 
questions  you  may  have  can  be  taken  up  with  the 
attendants  at  the  booth. 

We  consider  that  this  organization  is  making  excel- 
lent progress,  and  again  we  recommend  it  as  worthy  of 
the  support  of  the  members  of  the  Iowa  Medical  Society. 

Floyd  A.  Springer,  M.D.,  Chairman 

COMMITTEE  ON  SCIENTIFIC  EXHIBITS 

The  Scientific  Exhibit  Section  at  the  1962  annual 
meeting  consisted  of  42  exhibits,  which  utilized  3,360 
square  feet  of  floor  space.  These  figures  indicate  the 
magnitude  of  the  Section,  but  they  can’t  reflect  the 
time  and  effort  expended  in  the  preparation  of  the 
many  fine  exhibits.  The  Committee  extends  its  sincere 


thanks  to  the  exhibitors  for  their  participation  in  the 
1962  display. 

As  this  report  is  written,  details  are  being  worked 
out  for  the  1963  Scientific  Exhibit  Section.  Since  the 
annual  meeting  is  to  be  held  at  the  Hotel  Fort  Des 
Moines,  scientific  exhibit  space  will  be  limited.  The 
Committee  has  therefore  restricted  the  Section  to  only 
those  exhibits  that  are  truly  scientific  in  nature.  Ap- 
plications on  hand  at  this  time  indicate  that  the  Section 
will  contain  many  exhibits  of  excellent  quality.  It  is 
hoped  that  all  officers,  delegates  and  members  of  the 
Society  will  visit  the  displays.  Each  physician  will  find 
he  is  well  rewarded  for  the  time  spent  in  reviewing  the 
booths,  and  the  exhibitors  will  be  rewai’ded  by  the 
interest  shown  in  their  contributions. 

James  T.  McMillan,  M.D.,  Chairman 

RELATIVE  VALUE  STUDY  COMMITTEE 

On  September  27  and  28,  1962,  each  member  of  the 
Iowa  Medical  Society  was  mailed  a copy  of  the  Iowa 
Relative  Value  Index  which  had  been  approved  by  the 
Iowa  Medical  Society  House  of  Delegates  in  May,  1962. 

We  acknowledge  and  thank  the  Calif ornia  Medical 
Association  for  many  of  the  features  and  for  the  format 
used  by  the  Committee  in  formulating  the  new  Index. 

The  values  in  the  Index  are  based  on  the  results  of 
a survey  conducted  in  1961.  In  addition,  all  groups  and 
parties  concerned  were  consulted.  We  recognize  that 
there  may  well  be  a need  to  revise  the  Index  in  the 
future,  and  the  Committee  will  continue  to  gather 
pertinent  information  for  such  a revision.  The  Com- 
mittee will  be  glad  to  hear  from  anyone  who  has  sug- 
gestions for  its  consideration. 

Fred  Sternagel,  M.D.,  Chairman 

COMMITTEE  ON  AUTOMOTIVE  SAFETY 

The  Iowa  Medical  Society,  through  its  Committee  on 
Automotive  Safety,  has  continued  to  cooperate  with 
the  Cornell  University  Automotive  Crash  Injury  Re- 
search Division  in  conducting  a survey  to  determine 
causes  of  injuries  and  deaths  to  occupants  of  late-model 
passenger  cars  involved  in  accidents.  The  Iowa-Cornell 
Study  was  initiated  on  February  1,  1962,  and  will  be 
concluded  on  February  1,  1964. 

Physicians  in  31  southwestern  counties  participated 
in  the  first  six-months  survey;  physicians  in  21  north- 
eastern counties  participated  in  the  second  six-months 
survey;  and  physicians  in  21  northwestern  counties  are 
currently  participating  in  the  third  six-months  survey. 
The  other  cooperating  agencies  are  the  State  Depart- 
ment of  Health,  the  Iowa  Hospital  Association,  and  the 
Iowa  Highway  Patrol. 

The  chairman  has  met  on  several  occasions  with 
Cornell  University  field  representatives  during  the  past 
year,  and  following  is  a brief  summary  report  of  the 
first  six-months  survey  period,  February  1,  1962  to 
July  1,  1962: 


Number  of  accidents 174 

Number  of  cases 239 

Number  of  injured  or  killed 381 

Number  of  doctors  reporting 50 

Number  of  hospitals  reporting 50 


The  data  gathered  is  too  small  a representation  to  pro- 
duce any  findings  at  this  time,  but  a detailed  analysis 
will  be  provided  at  the  conclusion  of  the  survey. 
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The  chairman  is  pleased  to  report  that  physicians 
throughout  the  state  have  been  most  cooperative  in 
participating  in  this  important  project. 

The  Legislative  Committee  has  been  informed  of 
Committee’s  recommendations  regarding  support  of  the 
implied-consent  bill,  and  of  legislation  to  make  the 
installation  and  use  of  seat  belts  compulsory  in  all 
automobiles. 

The  Commissioner  of  Public  Safety  for  the  State  of 
Iowa,  Mr.  Carl  Pesch,  appointed  your  chairman  to 
serve  on  the  Commissioner’s  Coordinating  Committee 
for  Traffic  Safety. 

Although  this  group  has  met  only  once  since  its  in- 
ception, the  Commissioner  plans  to  re-activate  it  at  an 
early  date  to  consider  matters  of  pertinent  interest.  The 
Committee  has  maintained  close  liaison  with  Commis- 
sioner Pesch,  and  will  continue  to  work  with  him  on 
problems  of  mutual  concern  and  in  the  public  interest. 
In  this  respect,  the  committee  will  explore  the  feasibil- 
ity of  developing  specific  recommendations  regarding 
minimum  physical  standards  for  motor  vehicle  op- 
erators. 

The  chairman  represented  the  Society  on  a program 
telecast  over  WOI-TV,  Ames,  on  November  8,  and 
reviewed  activities  in  connection  with  automotive  safe- 
ty. Copies  of  an  AMA  pamphlet  titled  “Are  You  Fit  to 
Drive?”  were  offered  to  the  viewing  audience,  on  re- 
quest. A similar  interview  was  presented  over  WMT- 
TV,  Cedar  Rapids,  a year  ago. 

The  Society  continues  to  secure  films  on  automotive 
safety  for  use  by  schools  throughout  the  state,  and 
showings  of  over  25  films  were  arranged  during  the 
past  nine  months. 

On  November  8,  the  chairman  represented  the  So- 
ciety at  a meeting  in  Des  Moines  which  was  held  to 
consider  the  formation  of  a statewide  safety  committee 
to  promote  periodic  motor  vehicle  inspections  in  Iowa. 
The  meeting  was  sponsored  by  the  Iowa  Automotive 
Wholesalers  Association,  and  representatives  from  vari- 
ous professional  and  lay  organizations  were  in  attend- 
ance. At  the  meeting,  Commissioner  Pesch  and  Colonel 
David  Herrick,  of  the  Iowa  Highway  Safety  Patrol, 
indicated  their  support  of  a citizens’  group  effort  to 
obtain  a sound,  workable  law  for  periodic  motor  ve- 
hicle inspections  in  Iowa.  No  official  or  definitive  action 
was  taken  at  this  informational  meeting. 

A.  H.  Downing,  M.D.,  Chairman 

OSTEOPATHIC  COMMITTEE  AND 
MD/DO  LIAISON  COMMITTEE 

The  Osteopathic  Committee,  representing  all  areas 
of  the  state,  has  continued  to  function  as  the  advisory 
group  to  the  smaller  MD/DO  Liaison  Committee.  The 
five  members  of  the  M.D.  section  of  the  MD/DO  Liai- 
son Committee  met  with  a like  group  from  the  Iowa 
Society  of  Osteopathic  Physicians  and  Surgeons  to 
discuss  areas  of  mutual  interest.  Your  Committees  feel 
that  this  dual  committee  arrangement  is  an  excellent 
one,  and  recommend  that  it  be  continued. 

Because  of  the  close  relationship  between  the  two 
Committees,  a joint  report  is  being  submitted. 

During  the  past  year,  two  main  areas  have  been  con- 
sidered by  the  Committees.  The  subjects  under  dis- 
cussion have  required  a number  of  long  and  detailed 
meetings.  The  parent  Osteopathic  Committee  has  met 
formally  on  six  occasions,  including  its  meetings  with 
the  Board  of  Medical  Examiners.  In  addition,  the  joint 
MD/DO  Liaison  Committee  has  also  met  on  six  occa- 
sions. 


The  1962  House  of  Delegates  adopted  an  evaluation 
program  whereby  osteopathic  physicians  and  surgeons 
could  submit  applications  for  evaluation  by  county 
medical  societies.  If  a favorable  report  were  received, 
the  applicant,  by  action  of  the  IMS  Judicial  Council 
would  be  placed  on  a roll  of  osteopathic  physicians 
and  surgeons  with  whom  it  will  not  be  considered 
unethical  for  doctors  of  medicine  to  associate  profes- 
sionally. The  program  has  been  carried  forward,  and 
108  applications  representing  osteopathic  physicians 
and  surgeons  in  34  Iowa  counties  have  been  submitted. 
The  following  is  a status  report  on  these  applications 
as  of  February  20,  1963: 

Approved  by  the  IMS  Judicial  Council — 21  osteo- 
pathic physicians  and  surgeons; 

Approved  by  the  respective  county  medical  societies, 
but  not  yet  considered  by  the  Judicial  Council — 12 
osteopathic  physicians  and  surgeons; 

Ninety-day  extensions  for  consideration  by  the  re- 
spective county  medical  societies — 37  osteopathic  phy- 
sicians and  surgeons; 

Disapproved  by  the  respective  county  medical  so- 
cieties, but  no  action  taken  by  MD/DO  Liaison  Com- 
mittee or  Judicial  Council — 12  osteopathic  physicians 
and  surgeons; 

No  action  by  respective  county  medical  societies — 25 
osteopathic  physicians  and  surgeons; 

Disapproved  by  the  Judicial  Council — 1. 

The  following  osteopathic  physicians  and  surgeons 
have  been  placed  on  the  list  of  osteopathic  physicians 
and  surgeons  with  whom  it  will  not  be  considered 
unethical  for  doctors  of  medicine  to  associate  profes- 
sionally: 


Name 

County 

Town 

J.  E.  Ankeny,  D.O. 

Audubon 

Exira 

C.  L.  Updegraff,  Jr.,  D.O. 

Boone 

Boone 

R.  W.  Jack,  D.O. 

Boone 

Ogden 

R.  E.  Vermillion,  D.O. 

Boone 

Ogden 

W.  G.  Nelson,  D.O. 

Fremont 

Sidney 

L.  D.  Barry,  D.O. 

Hamilton 

Williams 

M.  L.  Hodson,  D.O. 

Hamilton 

Jewell 

S.  I.  Kurumoto,  D.O. 

Hamilton 

Webster  City 

D.  V.  Mullin,  D.O. 

Hamilton 

Ellsworth 

R.  F.  Snyder,  D.O. 

Kossuth 

Swea  City 

H.  M.  Perryman,  D.O. 

Marion 

Pleasantville 

M.  N.  Bos,  D.O. 

Monroe 

Albia 

G.  A.  Whetstine,  D.O. 

Muscatine 

Wilton  Junction 

H.  L.  Gulden,  D.O. 

Story 

Ames 

C.  L.  Hall,  D.O. 

Story 

Zearing 

R.  W.  Larson,  D.O. 

Story 

Roland 

E.  S.  Honsinger,  D.O. 

Story 

Ames 

H.  D.  Meyer,  D.O. 

Story 

Nevada 

C.  E.  Semler,  D.O. 

Story 

Story  City 

G.  K.  Howland,  D.O. 

Taylor 

Lenox 

R.  W.  Gustafson,  D.O. 

Van  Buren 

Stockport 

A more  up-to-date  report  on  the  progress  of  the 
evaluation  program  will  be  presented  to  the  House  of 
Delegates  as  a supplemental  report. 

A second  major  item  of  discussion  was  legislative 
action  to  consolidate  the  Board  of  Medical  Examiners 
and  Board  of  Osteopathic  Examiners  into  one  Board  of 
Medical  Examiners.  Several  meetings  were  held  be- 
tween the  MD/DO  Liaison  Committee,  the  Board  of 
Medical  Examiners,  the  Committee  on  Legislation  and 
the  Osteopathic  Committee  in  order  to  assure  that  any 
recommended  composite  board  legislation  would  be 
in  the  best  interests  of  all  parties  concerned. 
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The  results  of  many  hours  of  consideration  cul- 
minated in  recommendations  from  the  Osteopathic 
Committee  and  the  Committee  on  Legislation  that  the 
IMS  support  a Composite  Board  Bill  in  the  60th  Iowa 
General  Assembly.  The  Executive  Council  approved 
the  recommendation  on  January  16,  1963. 

A bill,  Senate  File  194,  has  been  introduced  which 
calls  for  a Board  composed  of  five  medical  doctors  and 
one  osteopathic  physician  and  surgeon.  Under  this 
legislation,  the  new  Board  will  be  responsible  for 
licensing  all  osteopathic  physicians,  osteopathic  physi- 
cians and  surgeons,  and  doctors  of  medicine.  The  pres- 
ent Osteopathic  Practice  Act  will  be  amended  to  ex- 
clude those  fully  licensed  as  osteopathic  physicians 
and  surgeons,  and  a new  chapter  will  be  written  in  the 
Code  spelling  out  the  requirements  for  licensure  and 
the  scope  of  practice  for  osteopathic  physicians  and 
surgeons.  The  osteopathic  physicians  and  surgeons  will 
have  the  same  practice  rights  as  doctors  of  medicine, 
but  those  licensed  as  osteopathic  physicians  will  re- 
main in  their  present  status,  with  no  loss  or  gain  in 
rights  and  privileges.  There  are  approximately  450 
osteopaths  licensed  in  Iowa,  and  of  this  number,  ap- 
proximately 175  hold  the  full  license  of  osteopathic 
physician  and  surgeon. 

Under  the  Composite  Board  Bill,  all  future  graduates 
of  approved  colleges  of  osteopathic  medicine  and  sur- 
gery will  be  licensed  as  osteopathic  physicians  and  sur- 
geons, and  no  new  osteopathic  physicians  will  be 
granted  licenses  except  by  reciprocity  from  another 
state  (at  the  discretion  of  the  Board  of  Medical  Ex- 
aminers). From  the  date  of  the  enactment  of  this  legis- 
lation, graduates  of  colleges  of  osteopathic  medicine 
and  surgery  will  be  required  to  take  the  same  examina- 
tion and  meet  the  same  basic  requirements  as  grad- 
uates of  medical  colleges.  The  disciplinary  and  enforce- 
ment provisions  of  the  present  medical  practice  act  will 
be  extended  to  osteopathic  physicians  and  osteopathic 
physicians  and  surgeons,  under  the  bill.  Also,  the 
Board  of  Medical  Examiners  will  be  empowered  to 
approve  osteopathic  colleges  and  internships. 

Through  correspondence  with  16  other  states  where 
composite  boards  are  in  operation,  it  has  been  deter- 
mined that  almost  without  exception  these  states  are 
well  pleased  with  the  composite  board  and  with  its 
jurisdiction  over  those  licensed  to  practice  osteopathy, 
osteopathic  medicine  and  surgery,  and  medicine.  This 
has  been  an  important  factor  in  our  recommending  a 
composite  board  for  the  State  of  Iowa. 

At  the  present  time,  it  appears  that  the  composite 
board  will  be  favorably  considered  by  the  60th  General 
Assembly.  More  information  will  be  available  by  the 
convening  of  the  House  of  Delegates  in  April,  1963. 

J.  M.  Rhodes,  M.D.,  Chairman 

COMMITTEE  ON  NATIONAL  EMERGENCY 
MEDICAL  SERVICE 

During  the  year  1962,  the  major  effort  of  the  Com- 
mittee on  National  Emergency  Medical  Service  cen- 
tered around  the  promotion  of  the  Medical  Self-Help 
Training  Program,  which  was  inaugurated  by  the  joint 
efforts  of  the  American  Medical  Association,  the  United 
States  Public  Health  Service,  and  the  Office  of  Civil 
Defense. 

The  Committee  has  given  whole-hearted  cooperation 
to  the  Iowa  State  Department  of  Health  in  the  promul- 
gation of  the  Medical  Self-Help  Program  in  Iowa.  Dur- 
ing the  past  year,  a total  of  123  classes  were  completed, 


and  there  were  2,141  graduates.  Twenty-two  classes 
were  in  progress  at  the  end  of  the  year,  and  28  more 
were  in  the  planning  stages. 

Your  committee  chairman  participated  in  two  pro- 
grams to  promote  the  Medical  Self-Help  Training  Pro- 
gram, as  well  as  the  cause  of  emergency  medical  serv- 
ice. In  addition,  several  papers  on  emergency  medical 
care  have  been  presented  at  various  county  medical 
society  meetings. 

On  November  3-4,  1962,  your  committee  chairman 
attended  the  13th  County  Medical  Societies  Confer- 
ence on  Disaster  Medical  Care,  in  Chicago,  and  papers 
presented  at  this  meeting  have  been  placed  on  file  in 
the  Medical  Society  offices.  The  theme  of  the  confer- 
ence was  “Survival  in  the  Sixties,”  and  speakers 
emphasized  the  extreme  need  for  physicians  and  allied 
health  personnel  trained  in  civil  defense  and  disaster 
emergency  procedures. 

The  Committee  cooperated  with  the  Iowa  Interpro- 
fessional Association  in  up-dating  the  civil  defense  and 
disaster  committees  in  each  county  in  Iowa,  appointed 
to  work  with  local  civil  defense  directors.  A physician 
serves  as  chairman  of  the  committee,  in  each  county, 
and  the  membership  also  includes  a dentist,  a veter- 
inarian, a pharmacist,  a nurse,  and  a hospital  admin- 
istrator. 

The  July,  1962,  issue  of  the  IMS  journal  was  largely 
devoted  to  the  problems  of  radiation,  and  consisted  of 
four  papers  which  were  presented  at  a regional  confer- 
ence on  Civil  Defense  and  Emergency  Medical  Service, 
which  was  held  in  Oelwein  a year  ago.  Reprints  of  the 
articles  were  distributed  to  delegates  of  the  Iowa  Inter- 
professional Association  who  attended  the  IIA  Annual 
Meeting  in  September. 

The  film  on  “Disaster  Planning,”  produced  by  the 
IMS,  continues  to  be  utilized  throughout  Iowa,  and  also 
has  been  lent  to  other  state  medical  societies.  The  film, 
which  depicts  the  principles  of  planning  for  disaster, 
can  be  obtained  from  the  office  of  the  Society. 

The  Committee’s  exhibit  on  Emergency  Medical 
Service  which  was  prepared  for  display  at  the  1962 
Annual  Meeting,  received  considerable  comment  and 
interest.  The  Committee  will  continue  to  cooperate 
with  all  county  medical  societies,  allied  health  profes- 
sions and  state  agencies,  in  promoting  and  developing 
adequate  emergency  medical  care  plans  for  the  State 
of  Iowa. 

M.  E.  Alberts,  M.D.,  Chairman 

ADVISORY  COMMITTEE  TO  THE 
WOMAN'S  AUXILIARY 

The  Advisory  Committee  to  the  Woman’s  Auxiliary 
is  happy  to  report  that  the  Iowa  Auxiliary  continues 
successfully  in  its  cooperation  with  the  Medical  So- 
ciety to  strive  for  betterment  of  public  health. 

The  Auxiliary  has  been  called  upon  to  assist  in  vari- 
ous areas  of  health  activities.  A few  of  these  have  been 
legislation,  AMA-ERF,  recruitment  in  the  allied  health 
fields,  mental  health,  rural  health  and  safety  programs, 
as  well  as  other  community  services. 

Interest  in  Auxiliary  projects  has  increased  through- 
out the  state,  as  indicated  by  an  increase  in  member- 
ship. There  are  more  members-at-large  in  unorganized 
counties,  and  it  is  hoped  they  will  help  to  form  more 
organized  groups.  One  new  Auxiliary  has  been  formed 
this  year.  The  Auxiliary  has  also  provided  some  finan- 
cial aid  to  the  WA/SAMA  (Woman’s  Auxiliary  to  the 
Student  American  Medical  Association),  and  includes 
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that  group’s  members  on  its  mailing  list  for  informa- 
tional materials.  In  those  counties  where  Auxiliaries 
are  not  organized,  we  sincerely  urge  the  county  med- 
ical societies  to  encourage  and  assist  in  activating  such 
groups,  open  only  to  wives  of  members  in  good  stand- 
ing of  the  medical  society  or  to  widows  whose  hus- 
bands were  in  good  standing  when  they  died. 

Recognition  of  the  activities  of  the  Iowa  Auxiliary 
at  the  national  level  is  indicated  by  the  following  ap- 
pointments for  1962-1963:  Region  3 Legislative  chair- 
man (area),  Region  6 Rural  Health  chairman  (area), 
and  North  Central  Regional  Chairman  of  the  Interna- 
tional Health  Activities  Committee. 

The  Auxiliary’s  Legislative  Committee  has  worked 
very  closely  with  and  under  supervision  of  the  IMS 
Legislative  Committee  during  the  past  year.  The 
Auxiliary  Legislative  Committee  chairman  attends  all 
meetings  of  the  IMS  Committee  so  she  is  well  informed 
on  this  program.  Thousands  of  pamphlets  and  bro- 
chures on  the  King- Anderson  Bill  were  distributed,  and 
an  active  “Write  Your  Congressman”  campaign  was 
conducted.  Every  effort  was  made  to  keep  the  latest 
correct  information  flowing  to  the  Auxiliary  members 
so  that  they  would  be  well  and  correctly  informed  on 
the  issue.  They  also  carried  on  an  intensive  campaign 
disseminating  information  on  reasons  for  implementa- 
tion of  the  Kerr-Mills  Law  in  Iowa.  An  informational 
sheet  “Have  You  Heard,”  written  by  the  Woman’s 
Auxiliary  Legislative  Chairman,  is  sent  to  members 
each  month.  It  is  recommended  that  Auxiliary  mem- 
bers maintain  a steady,  non-partisan  interest  in  local, 
state  and  national  affairs,  demonstrating  that  they  are 
sincerely  concerned  over  all  aspects  of  public  welfare, 
for  then  their  opinions  as  citizens  will  attract  greater 
attention  and  respect  when  an  issue  arises  in  which 
they  are  particularly  interested.  The  doctors’  wives  can 
be  tremendously  proud  of  their  accomplishment  in  help- 
ing to  defeat  a piece  of  bad  legislation,  but  they  also 
know  that  they  may  be  called  upon  for  further  efforts 
in  the  battle  against  welfarism  and  socialization.  The 
technics  and  principles  learned  from  the  WHAM 
(Women  Help  American  Medicine)  campaign  will 
serve  them  well  as  they  continue  to  work  for  good  gov- 
ernment. 

The  Community  Service  Committee  realizes  it  is  im- 
portant that  the  doctor  be  a vital  part  of  his  community 
life.  Auxiliary  members  are  valuable  in  this  area  because 
of  their  contacts  with  school  and  church  groups  and 
women’s  clubs.  The  physician’s  wife  is  aware  through 
these  contacts  of  what  needs  to  be  done  in  the  com- 
munity, and  we  feel  she  can  help  her  husband  to  that 
knowledge  and  thus  help  him  to  do  his  part.  Auxiliary 
members  are  urged  to  read  up  on  medical  quackery, 
and  to  inform  their  acquaintances  that  being  victimized 
by  these  frauds  is  not  only  unnecessary,  but  expensive 
and  dangerous  as  well.  They  are  urged  to  be  forthright 
in  exposing  fakery — widespread  quackery  practices 
which  circumvent  existing  laws.  Their  joining  with 
other  groups  in  community  health  work  should  greatly 
strengthen  our  own  organizations. 

As  a part  of  the  Community  Service  program,  the 
Woman’s  Auxiliary  again  sponsors  the  A.A.P.S.  Essay 
Contest  with  the  consent  and  assistance  of  the  Iowa 
Medical  Society.  The  essay  contest  is  an  effort  to  make 
high  school  juniors  and  seniors  more  thoroughly  aware 
of  the  advantages  of  the  free  enterprise  system.  The 
Auxiliary  also  continues  the  granting  of  an  annual 
award  to  the  outstanding  lay  woman  in  the  volunteer 
health  service  field,  and  this  year’s  presentation  will 


be  made  at  the  Auxiliary’s  annual  meeting.  Each  coun- 
ty Auxiliary  is  urged  to  participate  in  this  activity  at 
the  local  level,  and  to  present  a nomination  for  the 
state  award. 

Another  much  needed  community  service  is  the 
homemaker  service.  The  Homemaker  program  which 
the  Polk  County  Auxiliary  helps  sponsor  is  going  well, 
and  in  two  or  three  other  county  Auxiliaries,  the  plan 
is  being  studied  and  community  sponsorship  is  being 
arranged. 

The  Auxiliary’s  Community  Service  Committee  con- 
tinues its  cooperation  with  the  Iowa  Society  for  Crip- 
pled Children  and  Adults,  in  the  sale  of  articles  made 
by  handicapped  workers.  Six  sales  were  held  during 
the  past  year  by  the  handicapped  craft  sales  commit- 
tees of  the  larger  county  Auxiliaries.  The  sales  were 
held  as  usual  in  Des  Moines,  Dubuque,  Fort  Dodge, 
Sioux  City,  Waterloo,  and  Spencer.  The  last-named  of 
these  was  held  at  the  Spencer  Fair  and  was  planned 
and  manned  by  all  the  Auxiliaries  in  District  III.  The 
Auxiliaries  arrange  for  the  sale  location,  the  necessary 
publicity,  and  for  members  to  act  as  saleswomen.  With 
the  improvement  of  merchandise  provided,  the  sales 
are  increasing  in  popularity,  thus  affording  greater 
proceeds  to  go  directly  to  the  handicapped  person  who 
made  the  articles. 

A physician’s  wife  can  do  more  perhaps  than  anyone 
else  to  combat  the  deadly  apathy  which  has  character- 
ized disaster  medical-care  preparation.  The  Civil  De- 
fense Committee  has  urged  members  to  use  their  influ- 
ence with  school  boards  and  hospitals  to  set  up  prac- 
tical, workable  and  flexible  plans  to  meet  disasters  if 
they  should  occur. 

Rural  Health  is  a relatively  new  committee  of  the 
Auxiliary.  It  is  hoped  that  Auxiliary  members  will 
prompt  their  husbands  to  become  involved  in  rural  safe- 
ty programs  since  statistics  show  agriculture  is  the  third 
most  dangerous  industry  in  America.  This  committee 
urges  physicians’  wives  to  become  active  in  the  rural 
safety  organizations  and  to  encourage  women  to  be- 
come “safety  engineers”  in  their  families.  We  urge 
recognition  in  rural  areas  of  the  interrelationship  be- 
tween health  and  safety  problems,  and  to  create  a 
consciousness  of  farm  safety  measures. 

The  Auxiliary  has  carried  on  an  active  campaign  in 
the  international  health  field  through  the  program  of 
providing  a supply  of  bandages,  drugs,  medical  books, 
and  instruments  for  shipment  and  use  in  undeveloped 
countries.  Lack  of  hospitality  for  foreign  visitors  who 
are  studying  in  our  medical  schools  and  hospitals  is 
being  overcome  through  the  efforts  of  the  Auxiliary. 
International  health  activities  carry  the  good  will  and 
the  name  of  the  Medical  Society’s  Woman’s  Auxiliary 
to  all  parts  of  the  world. 

The  AMA-ERF  Committee  is  striving  to  bring  up 
Iowa’s  ranking  as  regards  participation  in  this  national 
project.  Budget  restrictions  and  limitations  hamper 
medical  schools  and  many  medical  students  faced 
with  financial  difficulties  in  the  long  preparation  for 
their  chosen  profession.  These  problems  are  alleviated 
through  AMA-ERF.  An  AMA-ERF  regional  meeting 
held  in  Des  Moines  was  attended  by  the  state  Auxiliary 
president  and  the  AMA-ERF  chairman.  This  committee 
is  making  every  effort  to  make  moneys  available  for 
medical  education  loans  and  for  the  maintenance  of  an 
unhampered  medical  education,  so  that  worthy  young 
people  can  carry  on  the  high  standards  of  the  medical 
profession  and  help  preserve  freedom  from  federal 
control  in  our  medical  schools  and  institutions.  The 
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objective:  securing  funds  for  medical  security. 

The  Health  Careers  Committee  signifies  that  as  work- 
ers for  men  in  medicine,  Auxiliary  members  give  much 
time  and  effort  in  attracting  students  to  careers  allied 
to  medicine,  so  that  the  needed  trained  personnel  will 
be  available.  Future  Nurse  Clubs  and  Health  Careers 
Clubs  in  many  high  schools  are  sponsored  by  the  Aux- 
iliary. Through  follow-ups  on  graduates,  it  is  found 
that  a high  percentage  of  these  club  members  continue 
entering  the  fields  of  nursing,  and  medical  technology 
and  other  professions  allied  to  medicine.  Members  of 
the  Committee  assist  in  many  Career  Day  activities  in 
the  high  schools.  They  realize  we  cannot  for  a moment 
relax  our  support  of  medical  education  and  recruitment 
for  health  careers. 

The  Health  Educational  Loan  Fund  activity  increases 
each  year,  as  financial  requirements  for  health  careers 
training  becomes  greater.  Students  who  are  borrowing 
from  this  fund  for  health-profession  education  are 
studying  in  all  parts  of  the  state.  The  benefit  dance 
held  at  the  time  of  the  annual  meeting  each  year  is  a 
very  important  project,  since  it  adds  measurably  to  the 
fund.  The  entire  proceeds  from  this  ticket  sale  go  to 
H.E.L.F.  The  Auxiliary  members  contribute  50c  per 
capita  each  year  toward  the  fund,  and  memorials  dur- 
ing the  year  are  also  a source  of  income. 

The  Mental  Health  Committee  has  again  been  active 
through  participation  in  projects  at  mental  health  in- 
stitutions and  in  other  local  areas.  The  “Milestones  to 
Marriage”  letters  continue  their  popularity,  and  many 
requests  for  them  have  been  received  this  year  from 
school  counselors,  teachers,  youth  group  workers,  doc- 
tors and  Auxiliary  members.  This  Committee  is  anxious 
to  assist  the  IMS  in  its  program  in  mental  health. 

The  woman's  auxiliary  news,  published  each  month 
in  the  journal  of  the  iowa  medical  society,  is  reprint- 
ed and  distributed  to  the  members  of  the  Auxiliary 
throughout  the  state.  The  wives  of  junior  and  senior 
medical  students  also  receive  copies  of  this  pamphlet 
each  month.  Through  this  publication,  the  state  officers 
and  each  committee  chairman  can  reach  members  with 
information  about  their  projects  and  activities.  It  also 
serves  as  a means  of  disseminating  accurate  and  fac- 
tual information  on  various  issues  as  they  arise.  The 
numerous  requests  received  from  other  states  and  from 
national  officers  to  be  put  on  the  mailing  list  indicate 
that  the  Iowa  woman’s  auxiliary  news  holds  a top 
spot  for  this  type  of  publication. 

The  Auxiliary  president  participated  in  the  annual 
Senior  Day  program  at  the  SUI  College  of  Medicine 
in  May.  The  Auxiliary  has  been  represented  at  Health 
Education  Workshops,  at  the  Health  Careers  Council 
of  Iowa  and  at  interorganizational  meetings,  as  well  as 
the  annual  United  Nations  observance  and  many  other 
interprofessional  and  civic  gatherings. 

We  are  certain  of  the  real  worth  of  the  Auxiliary. 
Through  its  program,  the  Auxiliary  guides  and  teaches 
the  individual  member  to  serve  her  community  better, 
and  to  reflect  and  enrich  the  dedicated  service  which 
her  physician-husband  gives  within  that  community. 
The  Auxiliaries  gain  an  important  place  in  community 
life  through  the  activities  that  they  carry  on.  Members 
are  dedicated  to  the  profession  of  their  husbands,  and 
to  being  helpful  and  useful  in  affairs  that  concern  the 
medical  profession. 

We  urge  Auxiliary  members  to  continue  their  active 
interest  in  the  issues  affecting  medicine,  to  be  well 
read  on  such  subjects,  and  to  continue  passing  on  in- 
formation to  others.  Auxiliaries  aid  in  removing  bar- 


riers in  all  types  of  community  health  work,  and  must 
enlist  help  of  other  physicians’  wives.  We  are  hopeful 
of  the  opportunity  of  showing  them  the  wisdom  of  unit- 
ing to  uphold  the  high  standards  of  their  husbands  pro- 
fession. 

Enthusiasm  for  community  health  projects  and  will- 
ingness to  assume  responsibility  for  community  tasks 
are  in  themselves  valuable  to  medical  public  relations. 
The  Auxiliary  has  shown  its  ability  to  cooperate, 
through  its  representatives  on  the  boards  of  various 
organizations  and  institutions  and  on  the  councils  of 
local  and  state  groups.  Those  representatives  have 
made  every  effort  to  see  that  Auxiliary  members  are 
kept  well  informed  and  apprised  of  current  problems 
through  attending  workshops  and  conferences. 

We  are  seeking  new  ways  to  convince  all  doctors’ 
wives  that  only  by  a strong,  united  membership  in 
medical  societies  and  their  Auxiliaries  can  we  survive 
the  pressures  that  are  exerted  upon  the  field  of  medi- 
cine. We  ask  each  physician  to  tell  his  wife  of  the  im- 
portance and  indeed  the  necessity  for  her  participation 
as  an  Auxiliary  member. 

C.  V.  Edwards,  Sr.,  Chairman 

COMMITTEE  ON  NURSING  EDUCATION 
AND  SERVICE 

While  this  Committee  has  not  held  formal  meetings 
the  past  year,  members  of  the  Committee  have  con- 
tinued interest  and  effort  in  studying  the  problems 
relating  to  the  nursing  shortage  and  attaining  better 
bedside  nursing. 

Two  members  of  the  Committee  have  been  in  attend- 
ance at  three  meetings  the  past  year  called  by  the 
Interorganizational  Committee,  which  consists  of  repre- 
sentatives of  The  Iowa  League  for  Nursing,  the  Iowa 
Nurses’  Association  and  the  Iowa  Medical  Society.  The 
purpose  of  this  joint  committee  concerned  with  nursing 
and  its  education  and  services  is  to  explore  together 
the  trends  in  nursing  and  nursing  education,  and  in 
medicine  and  medical  education,  as  those  trends 
mutually  affect  the  two  professions. 

The  IMS  Nursing  Education  and  Service  Committee 
is  also  represented  at  the  meetings  of  the  Health  Ca- 
reers Council  of  Iowa,  since  that  Council  is  interested 
in  recruitment  of  nursing  students,  as  well  as  candi- 
dates for  other  health  careers. 

It  is  also  represented  on  the  State  Advisory  Commit- 
tee for  Practical  Nurse  Education. 

The  Committee  has  familiarized  itself  with  the  bill 
presenting  a new  Nursing  Practice  Act,  which  is  being 
studied  by  the  IMS  Legislative  Committee. 

Henning  W.  Mathiasen,  M.D.,  Chairman 

HISTORICAL  COMMITTEE 

The  Historical  Committee  has  nothing  to  report,  but 
urges  the  historian  of  each  county  society  to  bring  the 
history  of  his  county  society  up  to  date  and  to  submit 
it  to  the  Historical  Committee  for  possible  publication. 

Dennis  H.  Kelly,  Sr.,  M.D.,  Chairman 

COMMITTEE  ON  GROUP  INSURANCE 

The  Committee  on  Group  Insurance  has  continued 
to  serve  as  liaison  between  the  Society  and  the  organi- 
zations administering  the  IMS-approved  group  insur- 
ance programs.  The  following  is  a brief  report  on  the 
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status  of  these  programs  and  other  items  that  have 
been  considered  by  the  Committee: 

IMS  Group  Disability  Program:  Recently  the  AMA 
approved  a new  group  disability  program,  and  after 
studying  it  thoroughly,  the  IMS  Committee  on  Group 
Insurance  reaffirms  its  recommendation  of  the  Iowa 
program. 

The  Iowa  Program  provides  lifetime  benefits  for 
accident  disability  and  seven  years  of  sickness  benefits. 
This  constitutes  substantial  protection,  since  statistics 
show  that  only  a small  fraction  of  one  per  cent  of  all 
disability  claims  ever  extend  beyond  this  seven-year 
period.  The  Iowa  Plan  provides  complete  flexibility, 
since  it  permits  members  to  select  the  coverage  which 
exactly  fits  the  need. 

Under  the  Iowa  Plan  (1)  coverage  from  $25  to  $250 
per  week  is  available,  (2)  length  of  coverage  from  five- 
year  accident  to  lifetime  accident  and  from  one-year 
to  seven-year  sickness  coverage  is  available,  (3)  undei 
the  Iowa  program,  a member  may  select  first-day  acci- 
dent and  eighth-day  sickness  coverage,  or  sickness 
coverage  with  waiting  periods  of  four,  eight  or  thirteen 
weeks,  or  six  months.  After  considering  all  points,  the 
Committee  on  Group  Insurance  feels  that  the  Iowa 
Plan  is  extremely  flexible,  practical,  and  offers  the  IMS 
members  good  disability  coverage. 

Group  Life  Program:  During  the  past  year,  an  open- 
enrollment  period  was  held  for  those  members  of  the 
Society  who  were  not  insured  under  the  Group  Life 
Program.  In  addition,  Bankers  Life  agreed  to  offer  ad- 
ditional insurance  to  IMS  members  who  previously 
were  insured  for  the  maximum  amount  available. 
Several  new  physicians  enrolled,  and  also  a number 
applied  for  the  additional  unit  of  insurance. 

It  had  been  reported  that  the  administrators  of  the 
IMS  Group  Programs  are  experiencing  difficulty  in 
enrolling  new  members  of  the  IMS.  Because  of  this 
fact,  the  Committee  on  Group  Insurance  recommended 
to  the  IMS  Board  of  Trustees  that  a series  of  fliers  out- 
lining the  Group  Insurance  Programs  approved  by  the 
IMS  be  sent  to  all  new  members  in  order  that  they 
may  be  apprised  of  the  coverage  available  through 
membership  in  the  IMS.  The  Board  of  Trustees  ap- 
proved the  Committee’s  recommendation,  and  the 
drafting  of  appropriate  fliers  is  underway. 

Group  Blue  Cross-Blue  Shield:  The  IMS  Statewide 
Group  Blue  Cross-Blue  Shield  Program  continues  to 
be  successful.  During  the  1962  open  enrollment  period, 
an  increased  coverage  from  $20  to  $30  per  day  for 
hospital  room  charges  was  offered  at  approximately 
the  same  rate  that  existed  prior  to  this  increased  cov- 
erage. This  was  possible  because  of  a rate  decrease  in 
Blue  Shield  which  offset  the  small  increase  in  Blue 
Cross.  As  of  December  1,  a total  of  181  new  members 
had  been  added  to  the  Statewide  Group,  which  brings 
the  contracts  to  811. 

Keogh  Bill:  The  Committee  is  giving  careful  study 
to  the  new  law  which  permits  limited  income-tax  de- 
ductions to  the  self-employed  for  amounts  set  aside 
to  fund  future  retirement.  The  Committee  has  received 
proposals  from  numerous  organizations.  As  of  this 
date,  the  Internal  Revenue  Service  has  not  issued  rules 
and  regulations  for  pension  plans  under  the  new  law, 
and  the  Committee  feels  that  the  Society  should  move 
very  slowly  in  recommending  any  program  under  the 
Keogh  law  to  IMS  members. 

W.  O.  Purdy,  M.D.,  Chairman 


IOWA  BAR  LIAISON  COMMITTEE 

The  Iowa  Bar  Liaison  Committee  has  had  no  meet- 
ings with  the  comparable  committee  of  the  Iowa  Bar 
Association,  and  has  had  no  problems  referred  to  it 
for  study  up  to  this  date. 

J.  M.  Tierney,  M.D.,  Chairman 

MEDICARE  CLAIMS  COMMITTEE 

The  Medicare  Claims  Committee  has  continued  to 
aid  the  IMS  staff  in  processing  Medicare  claims. 

The  members  of  the  Committee  have  served  pri- 
marily as  consultants,  and  it  has  not  been  necessary  for 
them  to  hold  a formal  meeting  to  adjudicate  Medicare 
cases. 

We  feel  that  the  program  continues  to  operate  in  a 
satisfactory  manner  for  all  involved,  including  the 
federal  government,  the  patients  and  the  physicians  of 
Iowa. 

In  addition  to  Medicare  claims,  the  Committee  has 
continued  to  review  questionable  Vendor  Payment 
claims  submitted  to  the  State  Department  of  Social 
Welfare  through  county  medical  and  remedial-care 
committees.  The  cases  referred  to  the  Committee  have 
been  reviewed  in  detail,  and  final  decisions  have  been 
sent  to  the  State  Board  of  Social  Welfare.  Although 
the  numbers  of  Vendor  Payment  cases  referred  to  the 
Committee  have  decreased,  it  is  felt  that  the  method 
of  reviewing  Vendor  Payment  claims  could  be  im- 
proved, and  that  perhaps  a study  toward  this  end 
should  be  instituted. 

J.  H.  Kelley,  M.D.,  Chairman 

COMMITTEE  ON  PARAMEDICAL  SERVICES 

The  Committee  on  Paramedical  Services  has  had  no 
meeting  during  the  past  year,  and  no  matters  have 
been  referred  to  it. 

F.  E.  Thornton,  M.D.,  Chairman 

POLICY-EVALUATION  COMMITTEE 

The  Policy-Evaluation  Committee  met  on  August  16, 
1962,  and  considered  several  major  items. 

1.  The  resolution  of  the  Scott  County  Medical  Society 
on  “Comprehensive  Nationwide  Health  Care  Program” 
had  been  referred  by  the  House  of  Delegates  to  the 
Committee  for  consideration.  The  resolution  was 
studied  carefully,  and  although  the  Committee  agreed 
with  the  resolution  in  principle,  it  did  not  feel  that 
it  would  be  within  its  duties  if  it  were  to  formulate 
specific  details  for  putting  such  a plan  into  effect.  The 
Committee  wrote  a letter  inviting  the  Scott  County 
Medical  Society  to  send  representatives  to  meet  with 
the  Policy-Evaluation  Committee  to  discuss  the  resolu- 
tion, and  to  provide  specific  details  on  how  the  plan 
might  be  implemented,  but  as  of  this  date,  the  Com- 
mittee has  received  no  answer. 

2.  At  the  request  of  the  Policy-Evaluation  Commit- 
tee, the  1962  House  of  Delegates  re-referred  the  Blue 
Shield  Blue  Chip  Program  to  it  for  further  study.  At 
the  Committee’s  August  meeting,  the  Blue  Chip  Pro- 
gram was  discussed  at  length,  and  the  points  con- 
sidered included  (a)  interpretation  of  the  “no  fee  sched- 
ule” contract,  and  specifically  paragraph  9;  and  (b)  the 
method  of  adjudicating  claims. 

The  Policy-Evaluation  Committee  asked  the  president 
of  the  IMS  to  appoint  a subcommittee  to  interpret  the 
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language  “customary,  usual  and  reasonable  charges” 
and  to  study  the  existing  procedure  for  handling  dis- 
puted Blue  Chip  claims.  That  subcommittee,  composed 
of  H.  J.  Smith,  M.D.,  chairman,  S.  P.  Leinbach,  M.D., 
and  H.  W.  Mathiasen,  M.D.,  held  several  meetings  at 
which  members  of  the  Society,  representatives  of  the 
Iowa  Insurance  Commissioner  and  personnel  of  Wis- 
consin Blue  Shield  appeared.  Much  information  and 
further  interpretation  of  the  meaning  of  “customary, 
usual  and  reasonable”  fees,  as  intended  in  the  Blue 
Chip  contract,  were  outlined. 

The  subcommittee  has  made  its  report,  and  prior 
to  the  1963  annual  meeting,  the  Policy-Evaluation  Com- 
mittee will  meet  to  consider  it  and  to  formulate  definite 
recommendations  for  presentation  to  the  House  of 
Delegates. 

3.  The  Policy-Evaluation  Committee  also  discussed 
the  matter  of  converting  all  Blue  Shield  contracts  to 
the  new  Iowa  Relative  Value  Index  (Green  Book). 
Representatives  of  Blue  Shield  informed  the  Commit- 
tee that  such  conversion  is  being  made  as  rapidly  as 
possible,  but  it  is  estimated  that  18  months  will  be 
required  to  convert  all  existing  contracts. 

The  Policy-Evaluation  Committee  recommends  that 
all  Blue  Shield  contracts  be  converted  to  the  Green 
Book  as  rapidly  as  circumstances  permit. 

4.  The  Policy-Evaluation  Committee  spent  some  time 
considering  the  National  Blue  Shield  Senior  Citizens 
Program,  and  the  reopening  of  the  Iowa  Senior  Citi- 
zens Program  originally  scheduled  for  October,  1962. 
At  the  meeting  on  August  16,  the  Committee  was 
asked  by  Blue  Shield  officials  to  recommend  that  the 
service  income  levels  of  the  existing  Iowa  Senior  65 
Plan  be  increased  to  coincide  with  those  of  the  pro- 
posed National  Program.  These  changes  would  have 
required  increases  from  $2,000  and  $3,000  to  $2,500  and 
$4,000.  The  Committee  did  not  feel  it  had  the  power 
to  request  that  Blue  Shield  increase  service  income 
levels  without  action  of  the  appropriate  policy-making 
body  of  the  Iowa  Medical  Society. 

The  Committee  agreed  with  a recommendation  that 
the  service  income  levels  of  the  Iowa  Senior  65  Plan 
be  raised  to  $2,500  and  $4,000,  and  that  the  fee  schedule 
be  based  on  the  Green  Book,  when  and  if  this  matter 
is  considered  by  the  appropriate  policy-making  body. 
This  recommendation  was  reported  to  the  Executive 
Council  on  September  5,  but  the  Council  took  no  action 
upon  it.  The  Iowa  Senior  65  Plan  with  service  levels 
of  $2,000  and  $3,000,  and  the  new  Blue  Shield  Program 
with  service  levels  of  $2,500  and  $4,000  were  both  of- 
fered to  Iowa  Senior  Citizens  during  an  open-enroll- 
ment period  in  November  and  December,  1962. 

W.  L.  Downing,  M.D.,  Chairman 

KING-ANDERSON  PLANNING  COMMITTEE 

At  the  1962  annual  meeting  the  Committee  presented 
a supplemental  report  which  outlined  in  great  detail 
the  program  the  Society  was  conducting  in  opposition 
to  the  King-Anderson  Bill. 

All  physicians  were  gratified  when  their  efforts  on 
a local,  state  and  national  level  played  a part  in  the 
rejection  by  the  Senate  of  the  United  States,  on  July 
17,  of  that  proposal  for  financing  health  care  through 
the  Social  Security  mechanism. 

The  Committee  appreciates  the  efforts  made  by  the 
doctors  of  Iowa  in  that  campaign.  However,  since  the 


Administration  has  indicated  that  it  will  again  press 
for  legislation  similar  to  the  King-Anderson  Bill,  they 
can  expect  to  be  asked  for  their  help  at  least  one  more 
time. 

The  King-Anderson  Planning  Committee  will  con- 
tinue to  carry  out  its  function  by  maintaining  close 
liaison  with  other  committees  of  the  IMS  dealing  with 
this  legislative  matter. 

C.  W.  Seibert,  M.D.,  Chairman 

PODIATRY  COMMITTEE 

The  1962  House  of  Delegates  directed  the  Podiatry 
Committee  to  discontinue  its  meetings  with  the  podi- 
atrists until  such  time  as  an  unified  approach  regarding 
paramedical  groups  has  been  formulated,  at  either  the 
state  or  the  national  level.  As  a result  of  this  action, 
the  Podiatry  Committee  has  held  no  meetings  and  has 
nothing  to  report. 

J.  E.  Kelsey,  M.D.,  Chairman 

COMMITTEE  ON  RADIATION  CONTROL 

Although  it  has  not  been  necessary  for  the  Commit- 
tee on  Radiation  Control  to  hold  a meeting  during  the 
past  year,  it  stands  ready  to  assist  in  any  legislative 
action  regarding  a radiation  control  bill. 

Through  past  action,  the  Medical  Society  has  formu- 
lated a position  on  radiation  control  legislation,  and 
when  an  appropriate  bill  is  submitted  to  the  Legis- 
lature, it  will  be  supported  by  this  Committee  and  the 
IMS. 

The  Committee  will  be  available  as  consultants  or 
advisers  to  the  State  Advisory  Council  on  Radiation 
Control,  when  and  if  such  an  agency  is  finally  acti- 
vated. 

F.  R.  Peterson,  M.D.,  Chairman 

SUBCOMMITTEE  ON  MEDICAL  PRACTICE 
IN  HOSPITALS  AND  NURSING  HOMES 

The  Subcommittee  on  Medical  Practice  in  Hospitals 
and  Nursing  Homes  met  on  November  20,  1962,  in  the 
offices  of  the  Iowa  Medical  Society.  In  attendance  were 
F.  C.  Coleman,  M.D.,  A.  P.  Echternacht,  M.D.,  R.  R.  Ed- 
wards, M.D.,  and  L.  S.  Wentworth,  M.D. 

The  first  order  of  business  was  a report  of  the  survey 
that  was  requested  by  the  Subcommittee  in  October, 
1961,  on  the  medical  supervision  of  radiology  and 
pathology  provided  in  Iowa  Hospitals  in  accordance 
with  the  provisions  of  House  File  21.  Of  the  137  ques- 
tionnaires that  had  been  sent  out,  112  or  82  per  cent 
were  returned.  Of  those  replying,  63  hospitals  or  56  per 
cent  indicated  that  the  pathology  service  was  super- 
vised by  either  a resident  or  visiting  pathologist,  and 
100  or  89  per  cent  indicated  supervision  of  radiology 
services  by  a resident  or  visiting  radiologist.  One  hun- 
dred six  hospitals  returned  samples  of  billing  and 
admission  forms. 

The  Subcommittee  also  reviewed  the  report  made 
to  it  in  1961  by  a representative  of  the  Iowa  Associa- 
tion of  Pathologists,  which  evaluated  the  relationship 
between  that  group  and  Iowa  Medical  Service.  The 
Subcommittee  believes  that  progress  has  been  made 
on  various  points  included  in  the  report,  and  that  after 
Iowa  Medical  Service  adopts  the  new  Iowa  Relative 
Value  Index  (Green  Book),  the  inequities  that  were 
created  at  the  time  of  the  transfer  of  pathology  and 
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radiology  services  from  Blue  Cross  to  Blue  Shield  will 
be  corrected. 

The  Subcommittee  made  the  following  recommenda- 
tions to  the  Iowa  Medical  Society  Board  of  Trustees: 

1.  The  field  secretaries  should  conduct  a fact-finding 
survey  by  visiting  with  the  chiefs  of  medical  staff  of 
small  hospitals,  in  an  effort  to  determine  which  ones 
need  and  desire  assistance  in  improving  radiology  and 
pathology  services. 

2.  A request  be  sent  to  Iowa  Medical  Service  urging 
them  to  implement  the  new  Iowa  Relative  Value 
Index  (Green  Book)  as  soon  as  possible. 

3.  The  IMS  staff,  in  cooperation  with  legal  counsel, 
review  the  billing  and  admission  forms  being  used  by 
Iowa  hospitals  to  determine  whether  or  not  they  are 
complying  with  the  provisions  of  House  File  21.  The 
chiefs  of  staff  of  any  non-complying  hospitals  should 
be  so  notified. 

The  Subcommittee  next  reviewed  the  progress  that 
had  been  made  in  the  coverage  of  physiatry  services  by 
Blue  Shield,  which  was  recommended  by  the  Subcom- 
mittee during  its  1961  deliberations.  Since  this  has  not 
taken  place,  the  Subcommittee  believes  that  Blue 
Shield  should  again  be  urged  to  incorporate  physiatry 
services  in  its  contracts  as  soon  as  possible. 

The  matter  of  the  availability  of  patients’  hospital 
records  to  attorneys  was  brought  to  the  Subcommit- 
tee’s attention.  An  opinion,  prepared  by  legal  counsel, 
is  on  file  and  has  been  transmitted  to  the  IMS  Board 
of  Trustees. 

The  Subcommittee  was  asked  whether  or  not  the 
accounting  practices  and  procedures  in  hospitals  are 
consistent  with  the  provisions  of  House  File  21  that  a 
hospital  is  not  to  profit  financially,  from  the  services 
of  physicians.  It  was  the  Subcommittee’s  recommenda- 
tion that  the  IMS  field  secretaries  should  check  with 
those  members  of  IMS  who  practice  under  agreements 
with  hospitals,  to  determine  the  status  of  their  ac- 
counting arrangements,  and  any  unsatisfactory  situa- 
tions should  be  brought  to  the  Subcommittee’s  atten- 
tion. It  was  further  proposed  that  three  members  of 
the  IMS  meet  with  three  members  of  the  Iowa  Hospital 
Association  to  outline  to  them  the  motives,  purposes 
and  intent  of  the  study.  It  should  be  made  clear  that 
the  IMS  is  simply  trying  to  determine  accurately  the 
costs  of  operating  the  hospital  departments  supervised 
by  physicians. 

The  Subcommittee  was  apprised  of  the  possibility 
that  at  least  one  hospital  in  Iowa  is  employing  an 
anesthesiologist  on  a salary.  The  Iowa  Society  of 
Anesthesiologists  has  been  requested  to  study  this 
matter  and  report  its  findings  to  this  Subcommittee. 

A discussion  of  the  possible  lack  of  practical  liaison 
and  friendly  relations  between  physicians  and  Blue 
Shield  was  also  an  important  item  on  the  Subcommit- 
tee’s agenda.  It  apprised  officials  of  the  IMS  of  its  dis- 
cussion, and  said  that  it  was  the  belief  of  the  members 
of  the  Subcommittee  that  some  of  the  complaints,  par- 
ticularly those  having  to  do  with  liaison  and  the  audit- 
ing program  of  Blue  Shield,  had  merit  and  should  be 
discussed  with  representatives  of  Blue  Shield. 

The  question  of  a physician’s  rights  when  denied 
renewal  of  his  hospital  staff  membership  was  submitted 
to  the  Subcommittee.  It  was  agreed  that  this  matter 
would  be  brought  before  the  House  of  Delegates,  after 
background  material  had  been  obtained  from  the 
Joint  Commission  on  Accreditation  of  Hospitals. 

The  effects  on  the  practice  of  medicine  of  the  opera- 
tion of  nursing  homes  by  hospitals  and  of  the  develop- 


ment of  “satellite”  hospital  systems  by  large  hospitals 
were  discussed  and  tabled  until  additional  information 
is  obtained. 

Arthur  P.  Echternacht,  M.D.,  Chairman 

SUBCOMMITTEE  ON  ADOPTIONS 

This  Subcommittee  has  continued  to  watch  legisla- 
tive developments  in  the  field  of  adoptions.  Certain  wel- 
fare and  social  agencies  favor  outlawing  private  place- 
ments. The  Subcommittee  has  the  opinion  that  this 
state  does  not  at  present  have  enough  qualified  per- 
sonnel to  carry  out  such  a program  properly.  Private- 
agency  workers  are  not  in  sufficient  supply,  and  too 
many  Social  Welfare  and  Board  of  Control  workers  are 
unqualified.  However,  we  do  favor  a mandatory  pre- 
placement investigation  which  will  result  in  more 
thoroughly  studied  applications  for  placement  and 
adoption. 

R.  L.  Wicks,  M.D.,  Chairman 

PLAN  AND  SCOPE  COMMITTEE 

In  accordance  with  a recommendation  of  the  presi- 
dent at  the  annual  meeting  in  1962,  the  IMS  Plan 
and  Scope  Committee  has  taken  initial  steps  to 
strengthen  the  committee  structure  of  the  Society, 
particularly  those  committees  that  carry  on  constant 
liaison  with  departments  of  the  state  government. 

The  Committee  is  in  the  process  of  preparing  pro- 
posed revisions  in  committee  structure  for  presenta- 
tion to  the  Committee  on  Articles  of  Incorporation  and 
By-Laws,  so  that  it,  in  turn,  may  recommend  appro- 
priate changes  in  the  Articles  of  Incorporation  and 
By-Laws  to  accomplish  the  objective  that  the  Plan 
and  Scope  Committee  has  in  mind — that  of  streamlin- 
ing committee  structure  and  strengthening  relations 
with  state  departments.  The  commission  approach  is 
being  considered. 

A supplemental  report  of  the  Plan  and  Scope  Com- 
mittee will  be  presented  to  the  House  of  Delegates  in 
April. 

O.  N.  Glesne,  M.D.,  Chairman 

PUBLICATIONS  COMMITTEE 

the  journal  of  the  iowa  medical  society  has  con- 
tinued, throughout  the  year,  to  publish  the  scientific 
lectures  delivered  at  the  IMS  annual  meeting  and  at 
scientific  conferences  and  meetings  at  Iowa  City  and 
elsewhere  in  the  state,  as  well  as  articles  and  case 
studies  volunteered  by  Iowa  doctors.  Besides,  it  has 
continued  as  one  of  the  principal  means  of  keeping  the 
members  of  the  Society  abreast  of  organizational  and 
socio-economic  developments  and  projects. 

The  Treasurer’s  Report  in  this  handbook  points  out 
once  again  that  the  journal  is  one  of  the  more  ex- 
pensive of  the  Society’s  activities.  That  statement  is 
correct,  and  since  the  expected  rise  in  advertising  rev- 
enues has  been  disappointing,  there  seems  no  reason  to 
expect  that  it  will  soon  “break  even.”  Yet,  it  should 
be  borne  in  mind  that  the  journal  performs  a major 
part  of  the  Society’s  educational  functions,  and  helps 
importantly  to  keep  the  Society  a cohesive  and  effective 
organization. 

On  the  recommendation  of  the  editors,  the  Publica- 
tions Committee  has  recently  authorized  two  changes 
in  the  journal’s  rates.  The  subscription  price  has  been 
raised  from  $3  to  $5  per  year,  paralleling  the  increases 
that  other  state  medical  societies  have  ordered  in  the 
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subscription  prices  of  their  publications.  The  new  price 
won’t  make  much  difference  as  far  as  the  Society’s 
income  is  concerned,  for  the  number  of  subscriptions 
sold  for  cash  is  relatively  small.  But  it  will  justify 
charging  a greater  amount  of  journal  expenses  against 
the  members’  dues  on  the  books  of  the  Society — an 
amount  more  nearly  approximating  the  actual  cost 
per  member  of  publishing  the  magazine.  The  second 
change  in  rates  is  to  be  an  increase  in  the  price  of 
listings  in  the  “Physicians  Directory”  section  of  the 
journal,  from  $1  per  month,  regardless  of  the  number 
of  lines  in  the  entry,  to  a schedule  that  will  both  make 
the  price  proportional  to  the  length  of  the  listing,  and 
cover  the  cost  of  printing  the  “Physicians  Directory.” 
The  editors  hope  it  will  be  noted  that  each  member 
of  the  journal  staff  performs  various  tasks  for  the 
Society  in  addition  to  editorial  ones,  and  they  assure 
the  delegates  and  the  membership  that  they  are  being 
as  economical  in  their  publication  work  as  is  consistent 
with  the  maintenance  of  a worthwhile  and  creditable 
magazine. 


(This  concludes  the  material  that  was  published  in 
the  handbook  for  the  house  of  delegates.) 


The  Speaker  of  the  House  of  Delegates  introduced 
physicians  who  were  serving  in  the  House  for  the 
first  time,  and  also  the  individuals  who  were  seated 
at  the  head  table.  He  announced  reference  committee 
appointments. 

The  presentation  of  Supplemental  Reports  was  the 
next  order  of  business.  Except  as  hereafter  noted,  each 
report  was  referred  to  the  appropriate  reference  com- 
mittee for  study. 

Supplemental  Reports 

THE  BOARD  OF  TRUSTEES 
Supplemental  Report  A:  General  Information 

Presented  by  S.  P.  Leinbach,  M.D.,  Chairman,  Board  of 
Trustees. 

(Referred  to  the  Reference  Committee  on  Reports 
of  Officers.  For  final  action  by  the  House  of  Delegates, 
see  the  report  of  the  reference  committee.) 

I.  The  Board  of  Trustees  has  had  an  exceptionally 
active  year,  having  met  on  fourteen  occasions,  with 
three  of  these  meetings  occurring  between  May  16  and 
June  1 last  year. 

II.  On  Friday  and  Saturday,  May  18  and  19,  1962, 
the  IMS  was  host  to  a thirteen  state  Regional  Rural 
Health  Conference  which  was  held  in  Des  Moines 
under  sponsorship  of  the  American  Medical  Associa- 
tion. Society  officers,  committee  members,  and  staff 
assisted  in  the  development  of  the  program  for  this 
Rural  Health  Conference,  as  well  as  other  local  ar- 
rangements— publicity,  etc. 

III.  On  Sunday,  May  20,  President  Kennedy  ap- 
peared on  a live  nationwide  television  program  from 
Madison  Square  Garden  to  climax  a public  informa- 
tion campaign  designed  to  compel  the  Congress  of 
the  United  States  to  enact  King-Anderson  legislation. 

On  Monday,  May  21,  the  AMA,  with  Dr.  Edward 
Annis  as  its  spokesman,  presented  its  rebuttal  over 
national  television,  also  from  Madison  Square  Garden. 

As  a part  of  the  over-all  AMA  campaign,  the  IMS 


participated  in  and  coordinated  an  Iowa  newspaper 
and  television  information  program  which  began  on 
Sunday  morning,  May  20,  preceding  the  President’s 
appearance  at  the  Madison  Square  Garden  Rally. 
These  activities  are  reported  in  summary  form  in 
the  House  of  Delegates  Handbook  as  a part  of  the 
Report  of  the  Committee  on  Public  Relations. 

Response  to  the  AMA  program  from  the  public,  the 
doctors,  and  professional  allies  was  gratifying  and 
officers  of  the  Society  found  opportunity  to  compli- 
ment the  AMA  for  its  professional  performance  in 
replying  to  the  Administration’s  proposal. 

We  wish  to  commend  the  county  medical  societies 
and  to  thank  our  allies  for  their  cooperation  in  spon- 
soring newspaper  advertisements  which  appeared  in 
conjunction  with  these  national  television  programs, 
as  well  as  for  the  many  other  activities  they  carried 
out  which  contributed  immeasurably  to  the  ultimate 
tabling  of  an  amendment  that  would  have  kept  the 
King-Anderson  Bill  alive  in  the  last  session  of  Con- 
gress. We  are  all  greatly  indebted  to  medicine’s  legis- 
lative leaders  in  the  county  and  state  societies,  and 
AMA,  because  in  the  final  analysis  it  was  the  legisla- 
tive effort  that  accounted  for  the  success  on  July  17. 

IV.  In  accordance  with  a recommendation  of  the 
House  of  Delegates,  based  on  a resolution  spon- 
sored by  the  Linn  County  Medical  Society,  the  presi- 
dent of  the  Society  appointed  a Study  Committee  to 
consider  rescheduling  and  streamlining  the  sessions  of 
the  House  of  Delegates.  Since  many  members  had 
expressed  interest  in  having  the  Annual  Meeting  of 
the  Society  arranged  at  a hotel  rather  than  at  the 
Auditorium,  this  matter  was  also  considered  by  the 
Study  Committee  and  the  Board  of  Trustees.  The 
“resolves”  of  the  Linn  County  Medical  Society  resolu- 
tion are  as  follows: 

Resolved,  That  the  Iowa  Medical  Society  seriously  explore 
the  possibility  and  feasibility  of  changing  the  days  of  the 
two  sessions  of  the  House  of  Delegates,  and  be  it  further 

Resolved,  That  in  the  exploration  they  give  serious  thought 
to  changing  the  days  of  the  session  so  that  all  business  of 
the  House  of  Delegates  will  be  concluded  by  /or  on  the  first 
day  of  the  General  Session. 

The  special  Study  Committee  met  on  June  20,  1962, 
and  considered  several  proposals,  but  after  exploring 
all  of  them  it  finally  concluded  that  it  would  be  im- 
practical for  the  Society  to  attempt  to  compress  the 
business  sessions  of  the  House  for  the  following  rea- 
sons: 

1.  The  volume  of  business  has  increased  greatly  dur- 
ing the  past  several  years,  which  necessarily  results  in 
longer  meetings  of  the  House,  both  on  Sunday  and 
Wednesday. 

2.  Reference  committees  and  reference  committee 
chairmen  need  ample  time  to  complete  their  hearings, 
to  consider  all  aspects  of  resolutions  and  reports,  and 
to  prepare  recommendations  for  presentation  to  the 
House  of  Delegates.  It  was  felt  that  a “compressed” 
schedule  would  not  allow  reference  committees  enough 
time  to  develop  comprehensive  and  considered  reports. 

3.  Adequate  time  is  necessary  to  enable  the  IMS 
staff  to  prepare  copies  of  all  reference  committee 
reports  for  distribution  to  the  delegates  at  their  final 
session.  It  was  pointed  out  that  at  the  1962  meeting, 
several  reference  committee  reports  were  not  ready 
for  duplication  until  late  Tuesday  afternoon,  and  the 
delegates’  packets  were  not  completed  until  11:30  Tues- 
day night. 

4.  On  policy  matters,  delegates  must  be  permitted 
to  express  themselves,  without  time  limits. 
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In  a separate  action,  it  was  agreed  that  the  1963 
Annual  Meeting  should  be  held  at  a downtown  hotel, 
and  the  Fort  Des  Moines  was  selected  because  of  its 
facilities  and  the  open  dates  of  April  7-10.  Ordinarily, 
the  Annual  Meeting  would  occur  later  in  April,  but 
these  were  the  only  dates  available  in  April.  The 
findings  and  recommendations  of  the  Study  Committee 
and  Board  of  Trustees  were  approved  by  the  Execu- 
tive Council  at  its  August  meeting.  It  is  realized  that 
arranging  the  convention  downtown  where  there  is 
less  space  than  at  the  Auditorium  may  cause  some  in- 
convenience, but  we  feel  this  will  be  off-set  by  a more 
efficient  and  compact  Annual  Meeting,  at  a consider- 
able reduction  in  overhead  expense. 

This  venture  is  experimental,  and  the  officers  would 
certainly  appreciate  your  comments  regarding  ar- 
rangements for  the  1964  convention. 

V.  The  Board  of  Trustees  congratulates  Dr.  Scanlon 
on  his  selection  of  a Program  Committee  and  is  im- 
pressed with  the  excellent  program  that  has  been  de- 
veloped. 

VI.  Last  fall,  the  Society  was  host  to  165  physicians 
who  represented  forty  county  medical  societies  at  a 
State  Conference  for  County  Society  Officers  and  Other 
Representatives.  According  to  written  and  verbal  re- 
sponse, the  program  was  well  received  and  we  under- 
stand the  president-elect  contemplates  a similar  event 
next  fall.  As  all  of  you  know,  the  Medical  Society  is 
constantly  endeavoring  to  strengthen  its  relations  with 
the  county  medical  societies  and  individual  members, 
and  this  Conference  of  County  Society  Officers  and 
Other  Representatives  has  proved  to  be  an  excellent 
method  of  communicating  to  the  membership. 

VII.  During  the  summer  of  1962,  your  Society  offi- 
cers, committee  members  and  staff  spent  a consider- 
able amount  of  time  acquainting  candidates  for  public 
office  with  the  point  of  view  of  the  IMS  on  various 
legislative  issues.  This  never-ending  process  always 
requires  extra  attention  in  an  election  year,  since  it 
is  essential  in  establishing  proper  rapport  with  candi- 
dates that  contacts  be  made  before,  not  after,  the 
candidates  assume  office.  The  Society  is  indebted  to 
the  Legislative  Committee,  the  members  of  the  staff 
who  work  with  it,  legal  counsel,  and  county  legislative 
contact  men,  for  their  excellent  support. 

With  the  Iowa  Legislature  and  Congress  of  the 
United  States  convening  in  January,  considerable 
time  was  spent  during  the  fall  preparing  IMS  repre- 
sentations to  these  two  important  legislative  bodies. 
The  Legislative  Committee  has  reported  on  its  work 
in  the  delegates’  handbook,  which  we  understand  will 
be  up-dated  by  a supplemental  report. 

VIII.  During  the  year,  the  Board  has  been  called 
upon  by  the  president  to  assist  him  in  numerous  ap- 
pointments involving  replacements  on  the  Board  of 
Trustees,  the  Council,  committees,  and  boards  of  state 
government. 

IX.  Activities  of  all  the  Society’s  committees  are 
too  numerous  to  mention,  but  it  seems  important  to 
highlight  a few  of  them: 

a.  For  instance,  the  Committee  on  Medical  Educa- 
tion and  Hospitals  has  worked  diligently  in  an  effort 
to  establish  good  working  relations  with  the  College  of 
Medicine  and  its  new  dean,  Dr.  Robert  C.  Hardin. 
Most  of  you  have  met  Dr.  Hardin,  and  those  of  you 
who  haven’t  will  have  this  pleasure  today. 

b.  The  Relative  Value  Study  Committee  completed 
its  work  at  the  last  annual  session  and  a copy  of  the 


new  Relative  Value  Index  (Green  Book)  was  sent  to 
all  members  last  fall. 

c.  The  Public  Relations  and  Health  Education  Com- 
mittees are  continuing  to  utilize  newspapers,  radio  and 
television  to  inform  the  public  on  the  various  projects 
and  activities  of  the  Society,  as  well  as  to  educate  it 
on  matters  of  personal  health. 

d.  The  Cornell  University  Automative  Crash  Injury 
Survey  is  presently  in  its  third  stage.  The  Society’s 
Automotive  Safety  Committee  has  worked  closely  with 
Cornell  University  in  the  implementation  of  this  proj- 
ect. 

e.  In  cooperation  with  the  Iowa  Interprofessional 
Association  and  Civil  Defense  authorities,  the  Commit- 
tee on  National  Emergency  Medical  Service  has  up- 
dated lists  of  county  defense  and  civil  disaster  com- 
mittees and  is  working  closely  with  the  new  Iowa 
Director  of  Health  Mobilization  who  came  to  Iowa 
only  recently. 

f.  The  Prepayment  Committee  has  under  active  con- 
sideration the  problem  of  utilization  of  hospital  and 
medical  services. 

g.  The  Fourth  Hawkeye  Science  Fair,  which  is  co- 
sponsored by  the  Iowa  Medical  Society,  Drake  Univer- 
sity and  the  des  moines  register  & tribune,  was  con- 
cluded yesterday.  Each  year  this  event  seems  to  im- 
prove and  we  believe  it  to  be  a truly  worthwhile 
public  service  project.  In  addition  to  the  Society’s  co- 
sponsorship of  the  Hawkeye  Science  Fair,  it  also  par- 
ticipates in  the  scholarship  programs  of  the  Eastern 
Iowa  Science  Fair  (Cedar  Rapids)  and  the  North- 
eastern Iowa  Science  Fair  (Cedar  Falls). 

Practically  all  of  the  Society’s  standing  and  special 
committees  have  prepared  reports  which  appear  in 
the  House  of  Delegates  Handbook  or  they  will  pre- 
sent supplemental  reports  today.  The  Board  of  Trustees 
wishes  to  express  its  appreciation  to  the  Chairmen  and 
members  of  all  the  committees  who  have  worked  on 
behalf  of  the  Society  during  the  past  year. 

X.  I feel  the  membership  should  again  be  told  that 
it  is  through  the  loyalty,  dedication  and  long  hours  of 
extra  work  on  the  part  of  each  member  of  the  staff 
that  such  an  active  program  is  carried  out. 

I also  feel  the  members  should  be  informed  (al- 
though they  are  already  aware  of  this)  that  we  are 
indeed  fortunate  to  have  as  executive  director,  Mr. 
Donald  L.  Taylor.  Mr.  Taylor  is  recognized  through- 
out the  country  as  an  outstanding  medical  executive. 
One  reason,  among  many,  for  his  success,  is  his 
total  and  ever-abiding  loyalty  to  the  physicians,  not 
only  in  Iowa,  but  everywhere.  This  man’s  every 
thought  and  every  action — both  on  and  off  the  job — 
is  in  the  interest  of  enhancing  the  effectiveness  and 
prestige  of  the  medical  profession.  This  I know  to  be 
positively  true.  Not  only  is  Mr.  Taylor  endowed  with 
this  outstanding  characteristic,  but  he  has  instilled 
the  same  philosophy  strongly  among  the  staff  members 
of  the  IMS.  Thus,  the  Society  has  as  its  staff  a group 
of  people  working  in  close  harmony  and  motivated 
always  toward  the  interests  of  each  individual  physi- 
cian in  the  state,  as  well  as  organized  medicine  as 
a whole. 

I have  nothing  but  total  praise  and  commendation 
to  make  relative  to  the  staff  of  the  IMS,  and  its  execu- 
tive director,  Mr.  Taylor. 

XI.  This  year  the  Report  of  the  Board  of  Trustees 
is  arranged  in  four  sections,  and  I have  asked  the 
other  two  trustees  to  join  me  in  presenting  these 
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supplemental  reports.  Dr.  O.  D.  Wolfe  will  review 
the  Society’s  finances  and  present  a progress  report 
on  the  IMS  Building  Program,  and  at  the  conclusion 
of  his  remarks,  Dr.  Cecil  Seibert  will  discuss  the  pro- 
posed Charitable  Foundation.  I will  then  present  the 
final  supplemental  report  concerning  the  meetings 
between  IMS  representatives  and  Blue  Shield. 

It’s  my  pleasure  to  present  Dr.  Otis  D.  Wolfe. 

THE  BOARD  OF  TRUSTEES 

Supplemental  Report  B:  Finances  and 
Building  Program 

Presented  by  O.  D.  Wolfe,  M.D..  trustee. 

(Referred  to  the  Reference  Committee  on  Reports  of 
Officers.  For  final  action  by  the  House  of  Delegates,  see 
the  report  of  the  reference  committee.) 

I.  Finances 

We  hope  each  of  you  has  examined  carefully  the 
Treasurer’s  Report  which  begins  in  the  Delegates’ 
Handbook  at  page  sixteen.  If  you  haven’t,  we  encour- 
age you  to  do  so. 

Society  operations  during  the  year  1962  resulted  in 
an  excess  of  expenses  over  income  of  $12,793.26.  The 
major  reasons  for  this  loss  can  be  attributed  to  three 
items:  (1)  Annual  Meeting,  (2)  journal  of  the  iowa 
medical  society,  and  (3)  King-Anderson  campaign. 

Generally  in  previous  years,  annual  meeting  income 
has  been  sufficient  to  defray  expenses  incurred;  how- 
ever, in  1962,  there  was  a sharp  increase  in  expenses 
which  resulted  in  a loss  of  approximately  $4,000.  This 
deficit  was  the  result  of  a decrease  in  exhibit  income, 
an  increase  in  the  over-all  expenses  for  guest  speakers, 
and  generally  higher  costs  for  services  and  facilities. 

As  previously  mentioned  in  Supplemental  Report 
“A”  of  the  Board  of  Trustees,  one  of  the  major  reasons 
for  holding  this  Annual  Meeting  in  a hotel  is  to  reduce 
overhead.  We  hope  this  year  the  Annual  Meeting  will 
be  self-supporting. 

As  a result  of  congressional  investigations,  the  drug 
industry  began  early  in  1961  to  curtail  its  investment 
in  medical  journal  advertising.  This  has  greatly  re- 
duced the  journal’s  most  important  source  of  income; 
the  result — journal  expenses  exceeded  income  $16,000 
during  the  year  1962.  To  point  up  the  decline  in  adver- 
tising income,  in  1959  income  approximated  $54,000; 
it  dropped  to  $34,000  in  1962,  or  $20,000  less. 

In  considering  the  financial  condition  of  the  journal, 
we  ask  you  to  pay  particular  attention  to  the  fact  that 
actual  publishing  costs  have  been  decreasing  during 
the  past  few  years. 

In  view  of  the  fact  that  we  must  rely  on  the  State 
Medical  Journal  Advertising  Bureau,  Chicago,  for  the 
sale  of  space  in  our  journal,  there  is  little  the  Board 
of  Trustees  can  do  directly  to  correct  this  problem. 
However,  we  are  exploring  other  possible  sources  of 
income  and  you  may  be  assured  that  we  will  do  every- 
thing possible  to  establish  and  maintain  the  journal 
on  a fiscally  sound  basis. 

The  journal  of  the  iowa  medical  society  is  consid- 
ered one  of  the  outstanding  ones  in  the  country.  We 
should  be  proud  of  this  recognition  and  on  everything 
possible  to  maintain  it. 

As  mentioned  in  the  report  presented  by  Dr.  Lein- 
bach,  the  Administration  made  an  all-out  effort  in  1962 
to  enact  legislation  which  would  permit  the  financing 
of  health  care  for  the  aged  through  the  Social  Security 


mechanism.  To  counteract  this,  the  IMS  developed  and 
implemented  a very  comprehensive  campaign  to  pre- 
vent passage  of  this  legislation.  It  became  necessary 
for  the  Board  of  Trustees  to  appropriate  more  funds 
for  this  purpose  than  was  contemplated  when  the  budg- 
et for  1962  was  assembled.  In  view  of  the  results,  we 
hope  you  will  agree  that  it  was  worth  the  effort  and 
the  funds  expended. 

As  of  December  31,  1962,  Society  reserves  totaled 
approximately  $100,000  and  were  diversified  between 
savings  accounts,  corporation  stock,  government  bonds 
and  building  fund  provision. 

In  spite  of  last  year’s  deficit  and  in  the  hope  that 
remedial  measures  will  more  nearly  balance  income 
and  expenses  in  the  year  1963,  the  Board  of  Trustees 
recommends  that  IMS  dues  for  the  year  1964  remain  at 
$90. 

II.  Building  Program 

In  1962,  the  House  of  Delegates  authorized  the  Board 
of  Trustees  to  undertake  planning  for  a new  Iowa 
Medical  Society  building. 

In  considering  this  request,  the  House  of  Delegates’ 
Reference  Committee  on  Reports  of  Officers  submitted 
the  following  conclusions  which  were  approved  by  the 
delegates: 

“Two  things  are  fact:  (1)  Our  present  building  is  at 
this  moment  too  small,  and  (2)  if  the  activities  of  the 
Society  are  to  be  carried  on  at  their  present  rate— and 
we  expect  them  to  actually  increase — it  is  necessary 
that  we  give  approval  to  the  Board  of  Trustees  to  pro- 
ceed with  investigation,  preparation  and  finalization  of 
plans  for  adequate  facilities  for  the  office  of  the  IMS. 
This  authority  on  the  building  proposal  is  given  with 
the  expressed  understanding  that  there  will  be  no  in- 
crease in  dues.  If  this  becomes  necessary,  the  project 
must  be  returned  to  the  House  of  Delegates  for  further 
action.” 

The  Board  of  Trustees  desires  to  re-state  some  of  the 
facts  it  presented  to  the  members  of  this  House  in  1962, 
and  then  report  its  progress  on  the  building  program 
to  date. 

Our  comments  to  the  House  of  Delegates  last  year 
were  as  follows:  “For  some  time,  the  Society  has  been 
setting  aside  building  depreciation  funds  in  a separate 
account  to  accumulate  for  the  purpose  of  remodeling 
and  enlarging  the  Society’s  present  quarters — or,  for 
the  construction  of  a new  building,  should  this  seem 
desirable.  For  at  least  three  years,  the  Board  of  Trus- 
tees has  been  on  the  look-out  for  a tract  of  land  that 
might  be  suitable  as  the  building  site  for  a new  home 
for  the  IMS.  This  has  received  serious  attention  in  the 
last  few  months,  since  a parcel  of  land  may  become 
available  that  seems  ideal  in  terms  of  cost,  location,  etc. 

“The  present  building  was  completed  in  1952,  and  be- 
cause of  rapid  growth,  the  building  has  undergone  at 
least  two  major  remodelings.  Those  of  you  who  have 
not  taken  occasion  to  visit  the  headquarters  office  of 
the  Medical  Society  should  do  so,  because  we’re  sure 
you  will  agree  that  considerable  additional  space  is 
needed  to  house  the  Society. 

“The  Board  has  conferred  with  a Des  Moines  archi- 
tect to  determine  whether  or  not  it  would  be  advisable 
to  attempt  another  remodeling,  and  he  discourages  it. 
If  this  were  done,  it  would  mean  attaching  a new  struc- 
ture to  the  old  one,  which  would  be  a costly  procedure 
and  would  not  increase  to  any  appreciable  degree  the 
value  of  the  present  property.  Furthermore,  city  zon- 
ing would  require  the  acquisition  of  additional  parking 
space  if  we  were  to  take  the  land  that  is  now  used  for 
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parking  for  the  office  expansion.  We  often  hear  com- 
plaints from  members  that  we  don’t  have  adequate 
parking  space  at  present.” 

The  Board  is  pleased  to  report  that  it  has  purchased, 
out  of  reserves,  a tract  of  land  involving  approximately 
three  acres  in  a very  select  location  in  West  Des 
Moines.  Included  in  the  packet  of  each  delegate  are 


geographic  and  site  plans  which  describe  to  detail  the 
size  and  location  of  the  property  and  the  various  acces- 
ses to  it  from  all  parts  of  the  city. 

We  were  fortunate  to  be  able  to  negotiate  with  one 
owner  for  the  purchase  of  this  property,  which  is  de- 
sirable, both  in  terms  of  location  and  size. 

At  this  point,  the  Board  of  Trustees  feels  it  must 
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turn  to  the  delegates  and  the  general  membership  of 
the  IMS  for  guidance  and  decision.  You  who  are  mem- 
bers of  the  House  are  informed  on  our  existing  build- 
ing circumstances,  so  we  believe  it  should  be  up  to 
you  to  decide  when  and  if  the  Society  should  incur 
the  expense  of  constructing  a new  home  office. 

The  Board  hopes  new  ways  and  means  can  be  found 
to  increase  the  Society’s  income,  but  is  not  overly 
optimistic  in  this  regard.  If  the  House  of  Delegates 
authorizes  the  establishment  of  a Educational,  Scien- 
tific and  Charitable  Foundation,  and  when  it  is  func- 
tioning, perhaps  some  of  the  expenses  that  the  Society 
incurs  in  projects  that  are  strictly  scientific  or  essen- 
tially in  the  public  interest  can  be  assumed  by  the 
Foundation,  thus  providing  limited  relief  to  the  IMS 
budget.  In  any  event,  it  will  be  some  time  before  the 
Foundation  can  contribute. 

All  members  of  the  Society  are  cordially  invited  and 
encouraged  to  visit  the  present  headquarters  of  the 
Medical  Society  at  529-36th  Street,  here  in  Des  Moines, 
and  also  the  new  building  site.  For  the  best  route  to 
the  present  Medical  Society  building,  go  west  on  Grand 
Avenue  to  36th  Street,  and  turn  right.  The  building  is 
in  the  middle  of  the  block  on  the  east  side  of  the  street, 
and  is  well  identified.  To  the  new  building  site,  pro- 
ceed west  on  Grand  to  10th  Street  in  West  Des  Moines. 
The  property  is  opposite  10th  Street  on  the  north  side 
of  Grand  Avenue. 

The  Board  of  Trustees  respectfully  invites  your  com- 
ments and  recommendations. 


THE  BOARD  OF  TRUSTEES 
Supplemental  Report  C:  Iowa  Medical  Foundation 

Presented  by  C.  W.  Seibert,  M.D.,  trustee. 

(Referred  to  the  Reference  Committee  on  Reports  of 
Officers.  For  final  action  by  the  House  of  Delegates, 
see  the  report  of  the  reference  committee.) 

We  have  analyzed  the  activities  of  the  Iowa  Medical 
Society,  and  according  to  legal  counsel,  many  of  them 
would  clearly  be  classified  for  tax  purposes  in  the 
“charitable,  scientific,  or  educational”  field.  We  have 
also  studied  the  Charitable,  Educational  and  Scientific 
Foundation,  Incorporated,  of  State  Medical  Society  of 
Wisconsin,  and  have  noted  that  this  Foundation  carries 
on  some  types  of  activities  which  are  engaged  in  by 
the  Iowa  Medical  Society.  Also,  the  Wisconsin  Founda- 
tion is  expanding  the  functions  and  outreach  of  the 
medical  profession  in  that  state,  in  serving  the  public 
in  many  commendable  ways. 

We  also  are  aware  of  the  fact  that  the  Iowa  Medical 
Society  has  created  two  tax  exempt  organizations.  The 
first  of  these,  the  Iowa  State  Medical  Society  Educa- 
tional Fund,  Inc.,  was  organized  in  1952.  This  founda- 
tion has  substantial  assets  and  has  made  an  outstand- 
ing contribution  to  the  profession  through  making 
loans  or  grants  to  medical  students. 

The  other  foundation  is  the  “Educational  and  Scien- 
tific Trust  of  the  Iowa  State  Medical  Society”  which 
was  organized  on  October  1,  1959,  pursuant  to  a resolu- 
tion adopted  by  the  House  of  Delegates  at  the  1958 
annual  meeting.  This  foundation  was  created  for  the 
primary  purpose  of  developing  a new  concept  of  en- 
vironmental health  and  cooperation  with  the  public 
at  the  local  level.  This  foundation  has  no  assets  or  lia- 
bilities and  has  been  inactive  since  1959. 

It  is  the  recommendation  of  the  Board  of  Trustees 
that  the  latter  foundation,  the  Educational  and  Scien- 
tific Trust  of  the  Iowa  State  Medical  Society,  be  dis- 
solved, and  further,  that  the  articles  of  the  Iowa  State 
Medical  Society  Educational  Fund,  Inc.,  be  modernized 
and  amended  with  the  name  changed  to  Iowa  Medical 
Foundation,  in  order  that  this  Foundation  may  not 
only  carry  on  the  worthwhile  activities  of  the  past  but 
may  branch  out  into  additional  areas  of  charitable, 
educational  and  scientific  significance.  The  Board  of 
Trustees  has  been  encouraged  to  take  this  action  by 
George  H.  Scanlon,  M.D.,  who  has  been  the  principal 
guiding  light  of  the  Educational  Loan  Fund  since  its 
inception  in  1952.  He  favors  the  establishment  of  the 
Iowa  Medical  Foundation  and  having  its  general  ad- 
ministrative affairs  conducted  through  the  central  IMS 
office. 

Accordingly,  the  following  resolution  is  submitted 
for  your  consideration: 

Resolved,  That  this  House  of  Delegates  request  the  mem- 
bers of  the  “Educational  and  Scientific  Trust  of  the  Iowa 
State  Medical  Society”  to  dissolve  the  corporation  and  dis- 
tribute any  assets  to  the  Iowa  State  Medical  Society  Educa- 
tional Fund,  Inc.; 

Be  It  Further  Resolved,  That  this  House  of  Delegates  re- 
quest the  members  and  directors  of  Iowa  State  Medical  Soci- 
tey  Educational  Fund,  Inc.,  to  amend  its  articles  of  incorpora- 
tion to  change  the  name  of  the  foundation  to  “Iowa  Medical 
Foundation,”  to  make  any  further  changes  that  are  necessary 
or  desirable  to  permit  an  expanded  program  of  charitable, 
scientific  and  educational  activity  and  to  provide  for  a Board 
of  Directors  of  nine  persons,  three  of  whom  will  be  the 
incumbent  Trustees  of  the  Iowa  Medical  Society,  and  two 
Past  Presidents  of  the  Iowa  Medical  Society,  with  four  addi- 
tional directors  to  be  selected  by  these  five,  the  four  addi- 
tional directors  to  include  if  desired  the  Executive  Director 
of  the  Iowa  Medical  Society  and  one  other  non-medical  per- 
son, and  two  members  of  the  Iowa  Medical  Society. 
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THE  BOARD  OF  TRUSTEES 

Supplemental  Report  D:  IMS-Blue  Shield 
Joint  Meetings 

Presented  by  S.  P.  Leinbach,  M.D.,  chairman,  Board  of 
Trustees. 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service.  For  final  action  by  the  House  of 
Delegates,  see  the  report  of  the  reference  committee.) 

In  1962,  the  House  of  Delegates  approved  the  follow- 
ing recommendations  which  were  embodied  in  the 
Report  of  the  Reference  Committee  on  Reports  of 
Officers: 

‘‘In  pursuit  of  mutual  improvement,  both  for  the 
Iowa  Medical  Society  and  Blue  Shield  as  they  serve 
the  public,  the  Committee  recommends  that  a mecha- 
nism be  created  to  have  regular  and  continuing  con- 
tacts between  the  Board  of  Trustees  and  Blue  Shield, 
such  as  a Subcommittee  of  the  Board  of  Trustees  meet- 
ing with  representatives  of  Blue  Shield  Public  Rela- 
tions, Physicians'  Relations,  Sales  and  Claims  Depart- 
ments, to  advise  and  discuss  the  inter-relationship  of 
Blue  Shield  and  the  Iowa  Medical  Society.  It  is  spe- 
cifically recommended  by  this  Committee  that  the 
Board  of  Trustees  report  back  its  progress  and  action 
to  the  next  meeting  of  the  House  of  Delegates.” 

In  accordance  with  this  directive,  the  full  Board  of 
Trustees  held  five  sessions  with  representatives  of  Blue 
Shield.  The  fifth  and  final  one  was  a joint  meeting 
between  the  Board  of  Trustees  of  the  Iowa  Medical 
Society,  the  Executive  Committee  of  Blue  Shield,  and 
additional  guests — Dr.  Ben  T.  Whitaker,  who  repre- 
sents the  IMS  on  the  Des  Moines  Blue  Cross  Board; 
Mr.  F.  P.  G.  Lattner,  president  of  the  Des  Moines  Blue 
Cross  Plan;  and  Mr.  John  Jackson,  president  of  the 
Sioux  City  Blue  Cross  Plan. 

The  four  meetings  which  preceded  the  final  session 
with  the  Executive  Committee,  held  February  19,  1963, 
were  as  follows: 

Public  Relations — September  19,  1962 
Physician  Relations — October  30,  1962 
Claims — December  18,  1962 
Enrollment — January  16,  1963 

These  joint  sessions  were  generally  three  to  four 
hours  in  duration.  Blue  Shield  staff  members,  headed 
by  Dr.  E.  C.  Lowry,  were  the  principal  spokesmen,  and 
on  each  occasion  these  individuals  were  very  adequate- 
ly prepared  and  most  willing  to  discuss  their  duties,  as 
well  as  to  answer  questions  posed  by  members  of  the 
Board. 

Proceedings  of  these  meetings  were  recorded  in  their 
entirety,  and  minutes  were  also  prepared  following 
each  session.  It  would  be  far  too  time  consuming  to 
review  with  you  the  minutes  in  detail,  so  we  shall 
merely  outline  our  impressions,  conclusions,  and  rec- 
ommendations. We  shall  have  copies  of  the  minutes 
available  to  the  members  of  the  Reference  Committee, 
and  the  members  of  the  Board  of  Trustees  will  be  in 
attendance  at  this  hearing. 

PUBLIC  RELATIONS 

The  members  of  the  Board  of  Trustees  were  greatly 
impressed  by  Blue  Shield  Public  Relations  staff  mem- 
bers. We  believe  they  have  a good  understanding  of 
the  concept  of  Blue  Shield,  the  philosophy  of  the  pri- 
vate practice  of  medicine,  and  the  importance  of  pro- 
fessional and  public  relations. 


Impressions: 

1.  That  Blue  Shield  should  acquaint  the  public  with 
the  fact  that  it  is  a fiscal  intermediary  between  the 
physician  and  subscriber,  and  that  it  is  the  participat- 
ing physician  who  renders  the  service  and  who  accepts 
the  obligation  of  full  payment — not  Blue  Shield. 

2.  The  public  should  be  made  aware  of  the  fact  that 
in  many  instances  participating  physicians  accept  from 
Blue  Shield  less  than  usual  compensation  for  their 
services  out  of  a sense  of  responsibility  and  obligation 
to  their  own  plan. 

3.  That  the  contribution  a participating  physician 
makes  to  Blue  Shield  and  its  members  should  be 
emphasized  in  Blue  Shield  advertising  and  promo- 
tional materials. 

physician  relations 

Blue  Shield  presently  employs  five  Physician  Rela- 
tions representatives.  As  with  Public  Relations  person- 
nel, the  Physician  Relations  representatives  were  also 
most  cooperative  and  willing  to  provide  information 
about  their  work. 

Impressions: 

1.  That  the  IMS  continue  and  improve  its  liaison 
with  Blue  Shield  Physician  Relations  representatives 
by  strengthening  communications.  It  was  acknowl- 
edged that  at  the  present  time  these  Physician  Rela- 
tions men  are  provided,  on  a regular  basis,  IMS  news 
and  legislative  bulletins,  miscellaneous  informational 
pieces,  and  the  journal  of  the  iowa  medical  society. 

2.  That  as  an  additional  means  of  strengthening  rela- 
tions, Blue  Shield  Physician  Relations  representatives 
should  be  invited  as  often  as  seems  appropriate  to  visit 
the  offices  of  the  Iowa  Medical  Society  to  acquaint 
them  with  the  Society’s  operation  and  the  problems 
confronting  organized  medicine. 

CLAIMS 

The  Board  was  pleased  that  it  was  possible  for  Dr. 
C.  W.  Latchem,  chairman  of  the  Blue  Shield  Claims 
Committee,  and  Dr.  Donald  Kast,  medical  advisor  to 
Blue  Cross,  to  attend  this  meeting,  in  addition  to  Dr. 
Lowry,  and  representatives  of  the  Claims  and  Account- 
ing Departments. 

Procedures  for  the  adjudication  of  all  claims  were 
described,  but  the  major  portion  of  the  discussion  con- 
cerned administration  of  the  Blue  Chip  Plan. 

Two  matters  of  concern  have  developed  in  reference 
to  adjudication  of  Blue  Chip  claims: 

1.  Inclusion  in  the  Blue  Chip  contract  of  the  terms 
“by  others”  and  “under  similar  or  comparable  circum- 
stances within  the  community.” 

2.  The  use  of  $5.00  per  unit  as  the  guide  for  screen- 
ing Blue  Chip  claims. 

Society  records  indicate  that  when  the  House  of 
Delegates  approved  the  establishment  of  a Blue  Chip 
plan,  the  language  it  adopted  read  as  follows:  “ (b)  pro- 
vide a policy  paying  the  physician’s  usual  equitable 
fee  (and  with  a reasonable  maximum  benefit).” 

Blue  Shield  officials  point  out  that  when  the  Blue 
Chip  contract  was  submitted  to  the  Iowa  Insurance 
Commissioner  for  approval,  he  insisted  that  the  phras- 
es “by  others”  and  “under  similar  or  comparable  cir- 
cumstances within  the  community”  be  included;  fur- 
ther, in  approving  a rate,  that  $5.00  per  unit  be  used  as 
a guide  for  the  payment  of  Blue  Chip  claims. 

Blue  Shield  stated  there  are  thirty  physicians,  de- 
scribed as  “chronic  offenders,”  whose  fees  are  general- 
ly in  excess  of  the  $5.00  unit.  Blue  Shield  indicated 
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that  in  the  absence  of  the  difficulty  with  these  physi- 
cians, perhaps  the  Blue  Chip  program  could  be  main- 
tained. The  Board  of  Trustees  pointed  out  that  this 
misunderstanding  between  Blue  Shield  and  the  thirty 
physicians  may  be  the  result  of  their  not  being  aware 
of  the  Insurance  Commissioner’s  ruling  or  their  in- 
sistence that  the  contract  be  administered  as  originally 
conceived. 

Impressions: 

1.  That  the  Blue  Chip  program  is  not  being  carried 
out  as  originally  intended  by  the  House  of  Delegates 
because  of  regulations  imposed  by  the  Insurance  Com- 
missioner. 

2.  That  it  is  extremely  hazardous  to  identify  a physi- 
cian or  group  of  physicians  as  chronic  offenders,  unless 
it  can  be  established  beyond  question  of  doubt  that  a 
physician  or  group  of  physicians  are  deliberately  charg- 
ing more  than  their  usual  customary  fee,  when  it 
becomes  known  that  their  patients  have  Blue  Chip 
contracts. 

ENROLLMENT 

We  believe  officers  of  the  Iowa  Medical  Society  now 
have  a better  understanding  of  the  problems  involved 
in  acquainting  prospective  customers  with  the  detailed 
benefits  of  Blue  Shield.  We  were  impressed  with  the 
frankness  of  the  Blue  Shield  Enrollment  spokesmen 
and  believe  there  is  great  opportunity  for  physicians 
and  enrollment  representatives  to  be  mutually  helpful. 

Impressions: 

1.  Inherently  people  are  not  inclined  to  acquaint 
themselves  with  prepayment  contract  provisions  until 
a need  arises,  and  then  have  a tendency  to  read  bene- 
fits into  a contract  that  do  not  exist. 

2.  That  in  the  process  of  enrolling  large  groups  of 
employees  there  isn’t  sufficient  time  for  the  representa- 
tives to  acquaint  employees  with  contract  benefits. 

3.  That  since  the  enrollment  representatives  are 
ordinarily  judged  by  their  production,  it  is  only  natural 
that  in  their  own  interest  they  attempt  to  conserve  the 
time  of  each  interview  in  order  to  see  more  people  and 
hence  increase  their  sales. 

4.  Whether  intentionally  or  unintentionally,  it  ap- 
pears some  enrollment  representatives  do  net  provide 
their  customers  with  complete  information  regarding 
Blue  Shield  Plan  benefits. 

5.  That  Blue  Shield  is  more  difficult  to  sell  and  serv- 
ice because  of  contract  limitations  which  generally  do 
not  exist  in  Blue  Cross  because  most  Blue  Cross  Plans 
provide  full  coverage. 

6.  That  ways  and  means  be  found  to  improve  the 
attitude  of  Blue  Shield  enrollment  representatives  to- 
ward the  medical  profession  so  that  when  these  repre- 
sentatives are,  in  fact,  selling  physicians’  services  to 
the  public,  they  can  do  so  out  of  a sense  of  loyalty  to 
the  medical  profession  and  with  enthusiasm. 

7.  That  since  Blue  Shield  is  a program  which  ema- 
nated from  the  IMS,  physicians  should  feel  a sense  of 
responsibility  to  present  it  in  a good  light  to  their  pa- 
tients or  say  nothing  at  all. 

8.  That,  when  possible,  physicians  at  the  county  and 
community  level  should  join  with  Blue  Cross-Blue 
Shield  representatives  when  they  meet  at  the  confer- 
ence table  with  representatives  of  management  and 
labor  to  negotiate  a prepayment  medical  care  plan  for 
employees. 

9.  That  the  IMS  has  an  obligation  to  assist  in  de- 
veloping Blue  Shield  plans  that  are  in  keeping  with 
the  times  and  competition. 


10.  That  generally  the  enrollment  representatives  are 
enthusiastic  about  selling  the  Blue  Chip  contract 
which,  they  advise,  is  being  sold  in  accordance  with 
existing  contract  language. 

11.  That  the  program  approved  by  the  House  of 
Delegates  in  1961  for  sale  to  federal  employees  and 
employees  of  national  accounts  is  now  being  offered  to 
other  groups. 

general  conclusions 

1.  That  there  have  been  poor  communications  be- 
tween the  Iowa  Medical  Society  and  Blue  Shield  at  the 
policy-making  and  administrative  levels. 

2.  That  much  of  the  unpopularity  of  Blue  Shield 
stems  from  misunderstanding  between  it  and  individ- 
ual physicians  and  between  it  and  the  IMS. 

3.  Improved  relations  are  necessary  between  the 
two  organizations  if  they  are  to  continue  to  serve  each 
others’  interests,  as  well  as  the  public’s. 

4.  Evidence  of  the  poor  communications  between  the 
two  organizations  is  exemplified  as  follows:  (a)  That 
plans  approved  by  the  House  of  Delegates  have  been 
subsequently  modified  without  the  knowledge  of  the 
sponsoring  Medical  Society  or  its  members,  (b)  That 
contracts  approved  for  sale  to  specific  categories  of 
people  have  been  offered  to  others  without  the  knowl- 
edge or  approval  of  the  parent  organization. 

recommendations 

1.  Because  of  the  innovations  that  have  taken  place 
since  the  Blue  Chip  Plan  was  originally  authorized, 
the  Board  feels  members  of  the  House  of  Delegates  and 
the  full  membership  should  be  apprised  of  these  con- 
tract modifications. 

2.  In  the  interest  of  mutual  relations,  we  respect- 
fully suggest  that  when  it  becomes  necessary  to  alter  a 
Blue  Shield  program  to  conform  to  insurance  regula- 
tions or  legal  requirements  after  it  has  been  approved 
by  a policy-making  body  of  the  Medical  Society,  either 
the  House  of  Delegates  or  Executive  Council  should  be 
provided  opportunity  to  reconsider  the  effect  these 
modifications  will  have  on  the  individual  physician’s 
practice  before  a new  plan  is  offered  to  the  public. 

3.  That  in  the  future,  Society  and  Blue  Shield  repre- 
sentatives should  make  every  effort  to  confer  jointly 
with  appropriate  state  insurance  officials  to  ascertain 
requirements  involving  specific  plans  before  they  are 
submitted  to  a policy-making  body  for  approval.  We 
feel  it  is  essential  that  the  membership  have  the  bene- 
fit of  full  information  on  any  proposed  program  at 
the  time  action  is  required. 

4.  That  the  House  of  Delegates  recommend  that 
regular  meetings  be  scheduled,  at  least  on  a quarterly 
basis,  between  the  Board  of  Trustees  of  the  IMS,  or  a 
committee  designated  by  the  Board,  and  appropriate 
Blue  Shield  representatives.  It  is  the  feeling  of  the 
Board  that  if  these  sessions,  which  have  been  held 
during  1962-1963,  had  occurred  in  previous  years,  pres- 
ent misunderstandings  would  not  exist. 

We  believe  meetings  between  Medical  Society  of- 
ficials and  Blue  Shield  officials  have  value  if  nothing 
more  is  accomplished  than  a periodic  exchange  of 
information  of  mutual  interests  and  concerns.  In  our 
judgment,  there  is  no  better  way  to  maintain  communi- 
cations and  understanding  than  for  men  of  good  will 
to  meet  together  to  discuss  their  common  problems. 

We  recognize  that  formal  liaison  exists  between  the 
Iowa  Medical  Society  and  Blue  Shield  through  the 
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exchange  of  representatives  who  serve  on  the  respec- 
tive policy-making  bodies,  but  feel  the  joint  meetings 
which  we  are  suggesting  will  supplement  these  official 
contacts,  and  strengthen  the  relationship  of  one  organi- 
zation to  the  other. 

The  members  of  the  Board  of  Trustees  spent  many 
hours  developing  this  report.  We  concluded  that  in  the 
interest  of  long-range  relations  between  the  Iowa  Med- 
ical Society  and  Blue  Shield,  our  findings  should  be 
reported  with  candor,  and  in  a constructive  manner. 
We  assure  you  we  have  acted  in  good  faith,  and,  we 
believe,  in  the  best  interest  of  our  profession. 

Respectfully  submitted, 

S.  P.  Leinbach,  M.D.,  Chairman 
O.  D.  Wolfe,  M.D. 

C.  W.  Seibert,  M.D. 

G.  H.  Scanlon,  M.D. 

C.  V,  Edwards,  Sr.,  M.D. 

G.  E.  McFarland,  Jr.,  M.D. 

R.  F.  Birge,  M.D. 

L.  F.  Hill,  M.D. 

JUDICIAL  COUNCIL 

(Adopted  by  the  House  of  Delegates  without  re- 
ferral to  a reference  committee.) 

This  first  section  of  the  supplemental  report  is  for 
information  only. 

The  Judicial  Council  met  on  four  occasions  during 
the  past  year  to  transact  routine  business  consisting 
of  the  following: 

1.  Rulings  on  all  problems  of  membership  in  the 
Society. 

2.  Rulings  on  several  minor  ethical  problems  of  the 
Society,  and  discussions  of  proposed  improvements  in 
relations  with  allied  professional  groups. 

3.  Participation  as  a part  of  the  Executive  Council 
in  other  matters  pertaining  to  IMS  business. 

4.  Rulings  regarding  doctors  of  osteopathy  holding 
Physician  and  Surgeon  licenses  with  whom  the  MD/DO 
Liaison  Committee  and  the  county  societies  recom- 
mended that  it  shall  not  be  unethical  for  members  of 
the  Iowa  Medical  Society  to  associate  professionally. 
These  doctors  of  osteopathy  had  all  been  ruled  as 
qualified  by  the  county  medical  societies  in  the  coun- 
ties in  which  they  practice.  This  procedure  was  direct- 
ed by  the  1962  House  of  Delegates  of  the  Iowa  Medical 
Society. 

To  date  the  Judicial  Council  has  acted  favorably  on 
21  petitions,  and  has  acted  unfavorably  or  has  tabled 
one  petition. 

In  addition  to  the  above,  the  Judicial  Council  has 
been  convened  in  two  special  meetings  to  consider 
charges  brought  by  the  IMS  Grievance  Committee 
against  three  IMS  members.  Inasmuch  as  the  Griev- 
ance Committee  sits  only  as  a grand  jury  and  media- 
tion board,  the  Judicial  Council  is  called  to  hear  unre- 
solved problems  brought  to  it  by  that  Committee. 

Two  of  the  three  cases  involved  allegations  that  (a) 
fees  had  been  charged  for  unrendered  services,  and 
(b)  excessive  charges  had  been  made  for  rendered 
services  and  the  matter  could  not  be  resolved  by  medi- 
ation. In  both  these  cases,  additional  charges  of  mis- 
conduct had  been  preferred  because  of  failure  of  the 
parties  to  answer  summonses  and  other  orders  of  the 
Grievance  Committee.  Compliance  with  the  requests  or 
orders  of  this  Committee  is  required  by  the  IMS,  and 


if  the  Committee  could  have  obtained  this  cooperation, 
the  charges  which  it  preferred  might  well  have  been 
avoided.  In  these  two  cases,  censure  and  probation 
were  both  ordered,  as  well  as  corrections  of  monetary 
discrepancies. 

A copy  of  the  findings  and  directives  of  the  Judicial 
Council  was  given,  in  each  instance,  to  each  of  the  par- 
ties concerned  in  the  probation,  censure,  and  punitive 
action,  and  a copy  was  also  furnished,  for  information 
only,  to  the  State  Board  of  Medical  Examiners.  This 
latter  action  should  help  greatly  to  deter  these  doctors 
from  repetitions  of  their  unethical  practices.  Each  of 
the  above  two  offenders  is  to  appear  again  before  the 
Judicial  Council  in  six  to  12  months,  and  to  prove,  in 
person  and  by  written  report,  that  the  directions  of  the 
Council  have  been  carried  out. 

The  third  defendant  had  been  charged  with  unpro- 
fessional conduct  of  a city  practice  in  failing  to  visit  a 
critically  ill  patient  but,  rather,  allowing  an  interne  to 
conduct  treatment  under  telephone  supervision.  Addi- 
tional failures  of  communication  had  resulted  in  an 
unresolved  situation  when  the  patient  expired  unex- 
pectedly. In  this  case,  it  was  ruled  that  no  ethical 
violation  was  proved,  since  the  doctor  had  met  the 
minimum  local  standards  of  practice  in  such  cases. 
However,  IT  IS  STRONGLY  URGED  that  doctors  re- 
frain from  delegating  the  care  of  a critically  ill  patient 
without  making  a personal  visit  to  the  patient.  Only  by 
such  means  can  the  patient  and  his  relatives  be  reas- 
sured as  to  the  attending  physician’s  deep  concern,  and 
only  thus  can  ill  will  be  avoided. 

Here  begins  the  second  and  final  section  of  the 
Judicial  Council’s  supplemental  report. 

The  report  of  the  joint  meeting  of  the  Interprofes- 
sional Committee  of  the  Iowa  Medical  Society  and 
Iowa  Pharmaceutical  Association  on  Monday,  March 
18,  1963,  was  referred  to  and  accepted  by  the  Judicial 
Council.  It  is  therefore  recommended  by  the  Judicial 
Council  that  the  following  statements  be  included  in 
the  appropriate  places  in  the  existing  Physician-Phar- 
macist Code  of  Understanding,  dated  1959: 

a.  Agreements  or  arrangements  between  physicians 
and  pharmacists  which  permit  the  use  of  secret  formu- 
las, coded  prescriptions,  imprinted  prescription  blanks, 
patronage  fee  rebates,  or  gratuities;  which  deny  free- 
dom of  choice;  and  which  result  in  the  exploitation  of 
the  patient,  are  not  in  the  best  interest  of  the  patient. 

b.  In  the  interest  of  physician-pharmacist  relations, 
and  service  to  the  public,  it  is  recommended  that  all 
prescription  blanks  bear  the  statement,  “This  prescrip- 
tion may  be  taken  to  the  pharmacy  of  your  choice.” 

Mr.  Speaker,  according  to  customary  procedure  when 
supplemental  reports  are  presented,  these  proposals 
would  be  referred  to  a reference  committee  for  con- 
sideration. However,  since  it  is  the  Judicial  Council 
which  would  be  asked  to  serve  as  the  reference  com- 
mittee in  this  instance,  I move  the  immediate  adoption 
of  these  changes  in  the  Physician-Pharmacist  Code  of 
Understanding. 

The  Judicial  Council  has  worked  diligently  and  long 
on  many  knotty  problems.  The  Council  wishes  to  ex- 
press its  thanks  to  the  Grievance  Committee  for  the 
superb  and  impartial  investigations  it  conducted  and 
to  commend  it  for  its  devotion  to  duty. 

Respectfully  submitted, 

C.  E.  Radcliffe,  M.D.,  Chairman 
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On  behalf  of  the  AMA  Educational  and  Research 
Foundation,  the  chairman  of  the  Board  of  Trustees, 
Dr.  S.  P.  Leinbach,  presented  a check  in  the  amount 
of  $15,375.00  to  Dr.  Robert  C.  Hardin,  dean  of  the  S.U.I. 
College  of  Medicine.  Dr.  Hardin  spoke  briefly  in  ac- 
knowledgment of  the  gift. 

Dr.  George  H.  Scanlon,  president  of  the  Society, 
presented  a statement  which  set  forth  the  financial 
responsibility  Iowa  taxpayers  would  have  to  assume 
should  the  King-Anderson  Bill  be  enacted  by  Congress. 
This  report  was  presented  for  information  only,  and 
was  not  referred  to  a reference  committee.  It  has  since 
been  published  as  the  “In  the  Public  Interest”  page 
(green  sheet)  in  the  May,  1963,  issue  of  the  journal. 

As  chairman  of  the  Iowa  State  Medical  Society  Edu- 
cational Loan  Fund,  Dr.  Scanlon  summarized  the  finan- 
cial status  of  that  organization  as  follows: 

Total  loans  entered  into  since  the  incep- 


tion of  the  program  $225,913.42 

Loans  repaid  75,491.11 

Loans  outstanding  as  of  April  5,  1963  150,422.31 


One  hundred  fifty-five  students  have  participated  in 
the  fund;  45  have  repaid  their  loans  in  full,  and  there 
are  about  110  outstanding. 

At  the  conclusion  of  his  report,  Dr.  Scanlon  intro- 
duced the  two  senior  medical  students  from  the  College 
of  Medicine  at  Iowa  City,  who  were  in  attendance  as 
guests  of  the  IMS,  Mr.  Stephen  J.  Walsh  and  Mr. 
Darran  Huggins.  Mr.  Huggins  spoke  briefly  regarding 
the  student  loan  fund. 

Supplemental  reports  from  standing  and  special  com- 
mittees were  then  requested. 


Liaison  Delegates  J.  W.  Billingsley,  M.D.,  Newton 

to  Iowa  Medical  C.  P.  Hawkins,  M.D.,  Clarion 

Society  (2)  R.  C.  Larimer,  M.D.,  Sioux  City 

H.  W.  Mathiasen,  M.D.,  Council  Bluffs 

Respectfully  submitted, 

P.  C.  Richmond,  M.D.,  District  1 (Alternate) 

H.  W.  Morgan,  M.D.,  District  2 

J.  P.  Clark,  M.D.,  District  3 

P.  W.  Brecher,  M.D.,  District  4 

G.  E.  Montgomery,  M.D.,  District  5 

C.  D.  Ellyson,  M.D.,  District  6 

J.  J.  Redmond,  M.D.,  District  7 

L.  C.  Pumphrey,  M.D.,  District  8 (Alternate) 

F.  O.  W.  Voigt,  M.D.,  District  9 
E.  E.  Gamet,  M.D.,  District  10 
J.  W.  Barnes,  M.D.,  District  11 
The  report  of  the  Nominating  Committee  was  adopt- 
ed as  presented.  Nominations  from  the  floor  were  re- 
quested, and  only  one  was  presented,  it  being  Dr.  J.  E. 
Houlahan,  of  Mason  City,  for  the  office  of  vice-presi- 
dent. Nominations  were  then  closed,  and  nomination 
speeches  were  requested  and  presented. 

COMMITTEE  ON  LEGISLATION 

(Referred  to  the  Reference  Committee  on  Legislation 
& Public  Relations.  For  final  action  by  the  House  of 
Delegates,  see  the  report  of  the  reference  committee.) 

Congress  is  in  session  and  the  60th  Iowa  General  As- 
sembly is  moving  into  its  final  stages.  The  material 
presented  herein  will  need  to  be  brought  up  to  date 
at  the  time  this  report  is  read  to  the  House  of  Dele- 
gates, even  though  only  seventy-two  hours  have 
elapsed  since  its  preparation.  For  convenience,  the 
report  is  in  two  parts. 


Reports  of  Standing  Committees 

NOMINATING  COMMITTEE 


The  following  slate  will  be  submitted  to  the  House 
of  Delegates  today.  Additional  nominations  'will  be 
accepted  from  the  floor,  after  which  the  Speaker  of 
the  House  will  declare  nominations  closed. 


President-Elect 


Vice-President 


Trustee 


Speaker  of  the  House 

Vice  Speaker  of  the 
House 

Secretary 

Treasurer 


AMA  Delegate 


AMA  Alternate 
Delegate 

Councilor — Third 
District 


C.  O.  Adams,  M.D.,  Mason  City 

O.  D.  Wolfe,  M.D.,  Marshalltown 

Oscar  Alden,  M.D.,  Red  Oak 
G.  S.  Atkinson,  M.D.,  Oskaloosa 

L.  F.  Hill,  M.D.,  Des  Moines 

J.  H.  Sunderbruch,  M.D.,  Davenport 

L.  J.  Halpin,  M.D.,  Cedar  Rapids 

C.  P.  Hawkins,  M.D.,  Clarion 

P.  M.  Kersten,  M.D.,  Fort  Dodge 

R.  F.  Birge,  M.D.,  Des  Moines 
G.  E.  McFarland.  Jr.,  M.D.,  Ames 
V.  L.  Schlaser,  M.D.,  Des  Moines 

O.  N.  Glesne,  M.D.,  Fort  Dodge 

D.  F.  Ward,  M.D.,  Dubuque 

E.  M.  Smith,  M.D.,  Eagle  Grove 
R.  L.  Wicks,  M.D.,  Boone 

J.  L.  Powers,  M.D.,  Estherville 


Councilor— Fifth  N.  W.  Irving,  M.D.,  Des  Moines 

District 


Councilor — Eighth  J.  H.  Sunderbruch,  M.D.,  Davenport 

District 


Councilor — Tenth  E.  E.  Gamet,  M.D.,  Lamoni 

District 


NATIONAL  LEGISLATION 

President  Kennedy,  in  a message  to  Congress  on 
February  21,  outlined  his  Social  Security  proposal  for 
health  care  of  the  aged.  Representative  Cecil  King 
(Dem.,  California)  and  Senator  Clinton  P.  Anderson 
(Dem.,  New  Mexico)  have  introduced  the  Administra- 
tion’s bill  (H.R.  3920  and  S.  880).  Basically  the  proposal 
is  the  same  bill  that  was  rejected  by  the  Senate  on 
July  17,  1962,  by  a vote  of  52-48. 

On  March  4 and  5,  1963,  representatives  from  the 
Iowa  Medical  Society  met  with  the  Iowa  congressional 
delegation  in  Washington,  D.  C.  From  that  meeting  and 
discussions  with  AMA  Washington  representatives, 
there  is  every  indication  that  the  House  Ways  and 
Means  Committee  may  well  hold  hearings  on  the  King- 
Anderson  bill  in  late  July  or  early  August  of  1963. 
It  is  quite  possible  that  the  President’s  program  will 
come  before  the  House  of  Representatives  for  a vote 
prior  to  the  adjournment  of  Congress  this  year.  Every 
doctor  of  medicine  must  continue  to  expend  the  time 
and  effort  needed  to  once  again  defeat  this  type  of 
legislation. 

One  of  the  best  weapons  in  opposing  the  Social  Se- 
curity proposal  for  health  care  of  the  aged  is  the  Kerr- 
Mills  law  (Medical  Aid  to  the  Aged).  Later  in  the  re- 
port I shall  comment  on  the  progress  of  the  Kerr-Mills 
appropriation  in  the  Iowa  Legislature.  The  current 
status  of  Kerr-Mills  finds  40  states  and  territories  that 
have  now  taken  advantage  of  one  part  of  the  Kerr- 
Mills  law  to  improve  or  expand  their  Old  Age  Assist- 
ance medical  programs.  Kerr-Mills  medical  assistance 
for  the  aged  programs  have  been  enacted  by  35  states 
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and  territories.  Also,  ten  other  state  legislatures  are 
considering  medical  aid  to  the  aged  bills.  All  of  this 
has  been  accomplished  with  little  assistance  or  support 
from  the  Department  of  Health,  Education  and  Welfare 
which  is  responsible  for  liaison  with  the  states  in  im- 
plementing the  Kerr-Mills  Act. 

The  medical  profession  has  been  in  the  forefront  of 
those  opposing  King-Anderson  type  legislation  and 
only  through  the  diligent  efforts  of  all  of  us  will  medi- 
cine remain  free.  The  Committee  on  Legislation  will 
continue  to  maintain  close  surveillance  over  this  legis- 
lation and  report  changes  to  the  membership  through 
Legislative  Bulletins. 

state  legislation 

The  Committee  on  Legislation  has  through  Legisla- 
tive Bulletins  kept  the  membership  informed  on  the 
progress  of  the  IMS  legislative  program  in  the  60th 
Iowa  General  Assembly.  Although  the  bulletins  have 
basically  dealt  with  the  items  of  most  singificance, 
much  time  and  effort  has  been  devoted  to  reviewing 
numerous  bills  and  seeing  that  the  language  contained 
therein  protects  or  strengthens  the  already  existing 
laws  regarding  the  practice  of  medicine.  In  order  for' 
the  membership  to  appreciate  the  scope  of  work  car- 
ried on  by  the  Legislative  Committee,  I will  not  only 
comment  on  the  items  of  particular  importance  but 
also  items  where  special  time  has  been  devoted. 

Medical  Aid  to  the  Aged:  No  doubt  most  of  you  have 
followed  the  progress  of  the  MAA  Appropriations  Bill 
(S.F.  411)  and  have  read  the  articles  that  appeared 
in  the  des  moines  register  on  March  28,  29  and  31. 
These  stories  pointed  up  certain  areas  of  disagreement 
between  the  various  health  groups  and  the  State 
Board  of  Social  Welfare.  Unfortunately,  the  material 
reported  in  the  press  was  not  entirely  accurate  or 
complete.  The  dispute  has  not  involved  the  amount 
of  money  to  be  appropriated  but  concerns  how  the 
program  is  to  be  implemented  and  what  persons  should 
be  eligible.  The  bill  as  reported  out  by  the  Senate 
Appropriations  Committee  states  that  the  State  Board 
of  Social  Welfare  shall  contract  with  one  or  more 
private  organizations  for  the  handling  and  processing 
of  MAA  claims.  In  addition,  the  bill  states  that  persons 
eligible  for  Old  Age  Assistance  will  not  be  eligible 
for  Medical  Aid  to  the  Aged.  The  Iowa  Medical  So- 
ciety, along  with  other  health  groups,  supports  the 
language  contained  in  Senate  File  411. 

It  is  obvious  that  the  State  Board  of  Social  Welfare 
is  very  opposed  to  the  use  of  a fiscal  agent  for  process- 
ing MAA  claims  and  will  make  every  effort  to  keep 
the  Legislature  from  approving  this  provision. 

The  section  of  the  bill  which  has  recently  caused 
comment  from  the  Department  of  Health,  Education 
and  Welfare  is  the  provision  that  persons  eligible  for 
OAA  shall  not  be  eligible  for  Medical  Assistance  for 
the  Aged.  Federal  authorities  indicate  that  this  pro- 
vision is  not  acceptable  since  it  is  not  a reasonable 
standard  to  exclude  from  MAA  persons  eligible  but 
not  receiving  OAA  and  who  do  not  wish  to  apply  for 
such  assistance.  The  real  concern  of  the  health 
groups  is  not  this  particular  question  but  rather  the 
wholesale  transfer  of  persons  on  OAA — specifically 
those  in  nursing  homes — onto  the  MAA  rolls.  The 
State  Board  of  Social  Welfare  has  indicated  it 
would  not  prevent  such  transfers  since  the  law  merely 
states  that  persons  cannot  receive  benefits  under  both 


programs  during  the  same  month  but  does  not  pro- 
hibit switching  from  one  program  to  another.  We  are 
convinced  that  congressional  intent,  Iowa  legislative 
intent  and  specific  provisions  of  the  Iowa  MAA  Act 
preclude  those  eligible  for  OAA  from  receiving  MAA 
in  all  but  exceptional  circumstances.  If  the  State 
Board  of  Social  Welfare  was  voluntarily  willing  to 
carry  out  the  legislative  intent,  there  would  be  no 
reason  for  such  a provision.  Since  the  State  Board 
has  indicated  it  favors  the  transfer  from  OAA  to 
MAA,  the  health  groups  feel  that  the  provision  now 
contained  in  Senate  File  411  to  prevent  such  trans- 
fers is  wise  and  must  be  maintained.  The  health 
groups  are  now  working  on  an  amendment  to  S.F.  411 
to  provide  for  the  person  who  does  not  wish  to  accept 
OAA  but  does  require  health  care.  Caution  will  be 
exercised  to  prevent  opening  the  way  to  the  abuses 
of  transfers  between  the  two  programs  that  have  oc- 
curred in  other  states. 

The  Committee  on  Legislation  recommends  that 
the  IMS  establish  a policy  on  how  MAA  funds  should 
be  utilized  when  and  if  the  appropriations  are  forth- 
coming. If  MAA  is  to  serve  as  a means  of  meeting 
catastrophic  medical  expenses,  then  extreme  care 
should  be  taken  to  see  that  the  funds  available  are 
spent  in  a manner  to  best  meet  any  existing  need. 
Hospital  care,  nursing  home  care,  drugs  and  physi- 
cians’ services  appear  to  be  the  major  medical  cost 
items  and  the  IMS  could  very  well  establish  a priority 
list  to  guide  the  Committee  on  Legislation  and  the 
IMS  representative  on  the  Kerr-Mills  Advisory  Coun- 
cil to  the  State  Board  of  Social  Welfare  in  future 
deliberations  and  negotiations. 

We  are  hopeful  the  Senate  will  have  taken  action 
on  S.F.  411  prior  to  the  first  meeting  of  the  House  of 
Delegates  on  Sunday,  April  7,  1963.  At  that  time,  we 
shall  be  better  prepared  to  give  an  up-to-the-minute 
report  on  the  outlook  for  proper  implementation  of 
Kerr-Mills  in  Iowa. 

Mr.  Robert  Throckmorton,  IMS  legal  counsel,  will 
address  the  General  Session  at  9:00  a.m.  Tuesday  to 
discuss  in  greater  detail  the  implementation  of  Kerr- 
Mills  in  Iowa.  We  urge  every  member  to  attend. 

Composite  Board:  The  most  recent  Legislative  Bul- 
letin explained  in  some  detail  the  several  amendments 
that  have  been  offered  to  the  Composite  Board  Bill 
(House  File  378).  The  effect  of  these  amendments 
will  be  reported  to  the  House  by  the  IMS  Osteopathic 
Committee.  The  legislative  future  of  this  bill  during 
the  60th  Iowa  General  Assembly  is  not  certain;  or- 
ganized opposition  by  certain  osteopaths  has  been 
extremely  damaging  to  the  legislators’  acceptance  of 
this  legislation.  The  General  Assembly  is  moving  into 
its  final  stages  and  much  of  its  time  will  be  devoted  to 
revenue  and  appropriation  measures.  If  some  agree- 
ment can  be  reached  within  the  osteopathic  profession, 
this  will  enable  all  concerned  to  make  a special  effort 
to  have  the  bill  placed  on  the  calendar  for  debate. 
If  this  is  successful,  the  bill  should  have  a good 
chance  of  passage.  It  is  unfortunate  that  after  so  much 
time  has  been  spent  in  drafting  a mutually  acceptable 
bill,  resistance  from  a small  segment  of  the  osteopathic 
profession  could  thwart  this  legislation  which  we  be- 
lieve to  be  in  the  best  interests  of  both  the  public  and 
the  two  professions  involved. 

Nurses  Practice  Act:  As  has  been  reported,  the  Nurs- 
es Association  abandoned  all  efforts  to  enact  the  orig- 
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inally  proposed  Nurses  Practice  Act  (H.F.  170).  In 
lieu  of  that  comprehensive  bill,  a new  bill  (H.F.  554) 
was  proposed  and  reported  out  by  the  House  Public 
Health  and  Pharmacy  Committee.  The  new  bill  makes 
only  minor  changes  in  the  present  Code  but  will  make 
the  Nurses  Practice  Act  a licensure  law  rather  than 
a registration  law.  The  Committee  on  Legislation  re- 
viewed and  analyzed  the  new  bill  in  light  of  the  his- 
torical position  of  the  IMS  which  is  one  of  opposing 
the  licensing  of  paramedical  groups.  However,  in  view 
of  the  support  given  to  the  bill  by  the  Iowa  Hospital 
Association,  and  other  considerations,  the  Committee 
recommended  a neutral  position  on  the  new  Nurses 
Bill  (H.F.  554). 

The  Committee  on  Legislation  is  not  clear  as  to 
whether  the  IMS  policy  on  licensing  of  paramedical 
groups  applies  to  nurses  and  would  appreciate  some 
guidance  from  the  House  of  Delegates.  We  suggest 
that  the  question  be  researched  by  the  proper  IMS 
committee. 

Workmen’s  Compensation:  The  Senate,  on  March  21, 
considered  House  File  54  which  contained  a provision 
to  specifically  give  the  right  of  selection  of  physician 
to  the  employer.  An  amendment  was  defeated  which 
would  have  permitted  the  employee  to  select  the  phy- 
sician and  then  a committee  amendment  was  adopted 
which  removed  the  pi'o vision  altogether  and  returned 
the  law  to  its  original  form.  Because  of  the  concern  and 
interest  shown  in  this  question,  the  whole  matter  was 
referred  to  the  Committee  on  Industrial  Health.  A 
supplemental  report  will  be  submitted  by  the  Com- 
mittee on  Industrial  Health  which  outlines  its  de- 
cision and  which  served  as  a guide  for  the  Committee 
on  Legislation  in  relating  the  position  of  the  IMS  to 
the  members  of  the  Senate. 

Other  items  of  importance  that  have  required  con- 
siderable time  are  as  follows: 

Physical  Therapy:  House  File  389  and  Senate  File 
341  call  for  licensing  physical  therapists.  Meetings  were 
held  with  certain  physical  therapists,  following  which 
the  Committee  on  Paramedical  Services  reviewed  this 
bill  and  reaffirmed  the  policy  of  the  IMS,  which  is  one 
of  opposition. 

Confidentiality  of  Medical  Studies  ( S.F.  340  & H.F. 
432):  Both  bills  are  now  on  the  calendar  and  if  time 
permits  could  very  well  receive  favorable  considera- 
tion. 

Pharmacy  (H.F.  26):  This  bill  relating  to  forbidding 
unlicensed  persons  from  filling  prescriptions  passed 
both  Houses  but  was  recalled  from  the  Governor’s 
office  for  further  consideration.  Certain  parties  felt 
that  the  bill  might  adversely  affect  the  drug  prescrib- 
ing practices  of  osteopathic  physicians.  After  several 
meetings  with  the  proper  officials  to  discuss  this  bill, 
it  was  determined  that  an  amendment  was  not  required 
and  the  bill  was  returned  to  the  Governor  and  has 
been  signed  into  law. 

Implied  Consent  (H.F.  10):  This  bill  passed  the  House 
and  the  IMS  was  instrumental  in  obtaining  an  amend- 
ment that  only  physicians  or  nurses  or  medical  tech- 
nicians acting  as  representatives  of  physicians  could 
draw  blood. 

House  File  258  relating  to  abolishing  licenses  of  itin- 
erant practitioners  was  amended  to  include  a grand- 
father clause,  then  was  favorably  acted  upon  by  both 
Houses. 

Optometry  (H.F.  115)  relates  to  bait  advertising  in 


the  field  of  corrective  eyeglasses,  their  components  and 
related  services.  The  bill  as  originally  written  included 
a provision  that  would  have  brought  physicians  under 
the  provisions  of  the  optometry  practice  act.  After 
consultation  with  optometrists,  an  amendment  was 
agreed  upon  which  made  the  provisions  of  the  act  part 
of  Chapter  147  of  the  Code  which  applies  to  all  prac- 
titioners under  Title  VIII. 

House  File  68  to  increase  the  maximum  millage  levy 
for  Broadlawns  Hospital  in  Des  Moines  has  been  sent 
to  the  Governor.  The  IMS  supported  this  bill  in  view 
of  the  training  program  that  now  exists  between  the 
State  University  of  Iowa  and  Broadlawns  Hospital. 

Public  Health  Nurses  (H.F.  83)  permits  county  super- 
visors, city  councils  and  school  boards  to  enter  into 
contracts  to  provide  public  health  nursing.  Several 
larger  Iowa  counties  have  been  doing  this  on  an  in- 
formal basis  for  several  years  and  this  will  legalize 
and  should  extend  this  practice  in  the  interest  of 
public  health. 

Radiation  Control:  This  important  piece  of  legisla- 
tion has  been  sponsored  by  the  State  Department  of 
Health.  Because  of  the  press  of  other  legislation,  the 
Committee  has  been  able  to  give  this  bill  only  spo- 
radic support. 

Salaries:  The  IMS  has  supported  salary  increases  for 
the  Commissioner  of  Public  Health  and  the  State  Med- 
ical Librarian.  We  are  hopeful  that  both  will  receive 
increases. 

This  brief  outline  should  give  some  indication  of  the 
ever-increasing  number  of  bills  that  are  introduced  in 
the  Iowa  General  Assembly  which  deal  with  the 
health  field.  Your  Committee  continues  to  review  all 
bills  that  may  be  of  significance  to  the  medical  profes- 
sion. So  far  this  session,  numerous  bills  dealing  with 
hospitals,  nursing  homes,  mental  health,  State  Board 
of  Health,  State  Board  of  Control,  State  Board  of 
Social  Welfare,  State  University  of  Iowa  and  many 
other  subjects,  have  been  screened  by  the  Committee. 

Before  closing,  I want  to  urge  every  Legislative  Con- 
tact Man  present,  and  all  other  interested  physicians,  to 
attend  the  LCM  Breakfast  scheduled  for  7 : 00  a.m.  Tues- 
day, April  9,  in  the  Grand  Ballroom  of  the  Hotel  Savery. 
Tickets  are  $2.00  and  may  be  purchased  at  the  registra- 
tion desk  of  the  Hotel  Fort  Des  Moines  during  the  An- 
nual Meeting  or  at  the  entrance  of  the  Grand  Ballroom 
of  the  Hotel  Savery  on  Tuesday  morning.  Members  of 
the  Iowa  General  Assembly  are  to  be  our  guests  and 
this  provides  an  excellent  opportunity  for  discussion  of 
the  IMS  legislative  program  and  to  maintain  contacts 
with  members  of  the  Iowa  General  Assembly.  The  Com- 
mittee wishes  to  express  its  appreciation  to  the  County 
Legislative  Contact  Men  who  continue  to  serve  as  a 
strong  link  in  the  legislative  program  of  the  Iowa 
Medical  Society.  The  assistance  of  these  men  has 
proved  invaluable  in  carrying  out  the  duties  of  the 
Committee  on  Legislation. 

Respectfully  submitted, 

Homer  E.  Wichern,  M.D.,  Chairman 

Dr.  L.  O.  Ely,  chairman  of  the  Iowa  Physicians 
Political  League,  then  presented  a report  on  the 
League.  He  introduced  Dr.  Vaughn  Adams,  of  Mobile, 
Alabama,  a member  of  the  Board  of  Directors  of  the 
American  Medical  Political  Action  Committee,  who 
reported  on  AMPAC.  Mr.  Frank  Woolley,  a field  repre- 
sentative of  the  AMA,  explained  “Operation  Home- 
town.” 
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At  1:00  p.m.,  the  House  was  recessed  for  a period 
of  one  and  one-half  hours.  At  2: 30  p.m.  the  House  was 
reconvened,  and  the  remainder  of  the  supplemental 
reports  were  presented  and  appropriately  referred. 

NECROLOGY  COMMITTEE 

(The  Speaker  asked  the  members  of  the  House  of 
Delegates  to  rise  during  the  reading  of  the  names  of 
members  of  the  IMS  who  had  died  during  1962.  The 
list  appears  on  page  464  of  this  issue  of  the  journal.) 

COMMITTEE  ON  ARTICLES  OF 
INCORPORATION  AND  BY-LAWS 

(Referred  to  the  Reference  Committee  on  Articles 
of  Incorporation.  For  final  action  of  the  House  of 
Delegates,  see  the  report  of  the  reference  committee.) 

On  March  12,  1963,  the  Committee  on  Articles  of 
Incorporation  and  By-Laws  considered  possible  amend- 
ments to  the  Articles  of  Incorporation  and  By-Laws  of 
the  Iowa  Medical  Society. 

At  the  conclusion  of  its  deliberations,  the  Committee 
recommended  that  the  House  of  Delegates  approve 
amendments  to  accomplish  the  following: 

1.  That  the  alternate  delegate  to  the  American 
Medical  Association  be  given  voting  privileges  on  the 
Executive  Council,  and  be  classified  as  an  officer  of 
the  Iowa  Medical  Society. 

2.  That  the  inmmediate  past  president  of  the  Iowa 
Medical  Society  be  made  a member  of  the  Executive 
Council,  with  the  right  to  vote. 

3.  That  the  Committee  on  Public  Health  be  sup- 
planted by  a Committee  on  State  Departments. 

Concerning  recommendation  No.  1:  It  was  concluded 
that  since  the  alternate  delegate  does,  in  fact,  perform 
all  the  duties  of  a delegate,  except  voting  in  the  House 
of  Delegates  of  the  AMA,  he  should  be  considered  an 
officer  of  the  Society,  and  should  have  a vote  on  the 
Executive  Council. 

Concerning  recommendation  No.  2:  The  Committee 
believes  that  in  the  interest  of  continuity  and  full 
utilization  of  the  background  and  knowledge  of  the 
immediate  past  president,  he  should  be  kept  active 
in  the  affairs  of  the  Society,  and  that  this  can  be  best 
accomplished  by  designating  him  as  a member  of  the 
Executive  Council,  with  voting  privilege. 

Concerning  recommendation  No.  3:  The  proposal  to 
supplant  the  Committee  on  Public  Health  with  a 
Committee  on  State  Departments  emanated  from  the 
IMS  Plan  and  Scope  Committee.  The  Plan  and  Scope 
Committee  prepared  a report  that  appears  in  the 
HOUSE  OF  delegates  handbook  on  page  80.  It  will  also 
present  a Supplemental  Report  which  will  set  forth 
its  reasons  for  recommending  this  change.  When  it 
met,  the  Committee  on  Articles  of  Incorporation  and 
By-Laws  had  the  benefit  of  the  thinking  of  the  Plan 
and  Scope  Committee  when  it  considered  this  proposal. 

To  effect  the  recommended  changes,  the  Committee 
submits  the  following  resolutions: 

RESOLUTION  AMENDING  THE  AMENDED  AND  SUBSTITUTED 

ARTICLES  OF  INCORPORATION  OF  IOWA  MEDICAL  SOCIETY 

Resolved,  That  Article  IV,  Section  16,  of  the  Amended  and 
Substituted  Articles  of  Incorporation  of  Iowa  Medical  So- 
ciety, as  amended,  be  and  hereby  is  amended  by  striking 
the  whole  of  the  first  two  sentences  thereof  and  substituting 
m lieu  thereof  the  following: 

“The  Executive  Council  shall  consist  of  the  Councilors,  the 
Trustees,  the  Delegates  and  Alternate  Delegate  to  the  Ameri- 


can Medical  Association,  the  President,  the  President-Elect, 
the  Immediate  Past  President,  the  Vice  President,  the  Speaker 
of  the  House  of  Delegates,  the  Secretary  and  the  Treasurer 
of  the  Society,  and  two  Liaison  Delegates  elected  as  the 
By-Laws  may  provide.” 

Be  It  Further  Resolved,  That  the  Chairman  of  the  Board 
of  Trustees  and  the  Secretary  of  Iowa  Medical  Society  be 
and  they  hereby  are  authorized  and  directed  to  sign,  ac- 
knowledge, record  and  publish  the  foregoing  Amendment 
as  the  Eighth  Amendment  to  the  Amended  and  Substituted 
Articles  of  Incorporation  of  the  Iowa  Medical  Society  and 
to  do  all  other  things  required  by  law  to  execute,  complete 
and  place  in  lawful  effect  said  Amendment. 


RESOLUTION  AMENDING  THE  AMENDED  AND  SUBSTITUTED 
BY-LAWS  OF  IOWA  MEDICAL  SOCIETY 

Resolved,  That  the  By-Laws  of  Iowa  Medical  Society,  as 
amended,  be  and  hereby  are  amended  by  deleting  from 
Chapter  V,  Section  1 thereof,  and  Chapter  V,  Section  15, 
thereof,  the  words  “A  committee  on  public  health,”  and 
wherever  else  such  words  may  appear  in  said  Amended  and 
Substituted  By-Laws  of  Iowa  Medical  Society,  as  amended, 
and  substitute  in  lieu  of  such  words  the  words  “committee 
on  state  departments.” 

Be  It  Further  Resolved.  That  Section  15,  Chapter  V of  the 
Amended  and  Substituted  By-Laws  of  Iowa  Medical  Society, 
as  amended,  be  further  amended  as  follows: 

1.  By  striking  the  period  (.)  at  the  end  of  the  second 
sentence  thereof  and  inserting  in  lieu  thereof  the  following: 

“,  with  particular  reference  to  the  programs  of  state  de- 
partments or  agencies.” 

2.  By  striking  all  after  the  word  “Trustees”  in  the  last 
sentence  thereof  and  inserting  in  lieu  thereof  the  following: 

“,  Executive  Council  and  the  House  of  Delegates  and,  as 
a whole  or  through  appropriate  sub-committees,  to  establish 
liaison  with,  and  to  represent  the  society  and  its  policies 
before,  the  various  state  departments  or  agencies  which  are 
concerned  with  activities  relating  to  the  practice  of  medicine 
or  the  public  health.” 

Be  It  Further  Resolved,  That  the  Chairman  of  the  Board 
of  Trustees  and  the  Secretary  of  Iowa  Medical  Society  be 
and  they  hereby  are  authorized  and  directed  to  sign,  ac- 
knowledge and  publish  the  foregoing  Amendments  as  the 
Eighth  Amendments  to  the  By-Laws  of  Iowa  Medical  Society, 
as  amended,  and  to  do  all  other  things  required  bv  law  or 
otherwise  to  execute,  complete  and  place  in  lawful  effect 
such  Amendments. 

Respectfully  submitted, 

P.  F.  Chesnut,  M.D.,  Chairman 
L.  J.  O’Brien,  M.D. 

E.  G.  Kettelkamp,  M.D. 

R.  A.  Dorner,  M.D. 

L.  R.  Fuller,  M.D. 

SUBCOMMITTEE  ON  MEDICAL  PRACTICE 
IN  HOSPITALS  AND  NURSING  HOMES 

(Referred  to  the  Reference  Committee  on  Miscel- 
laneous Business  for  study  and  recommendation.  For 
final  action  of  the  House  of  Delegates,  see  the  report 
of  the  reference  committee.) 

The  report  of  the  Subcommittee  on  Medical  Practice 
in  Hospitals  and  Nursing  Homes,  published  in  the 
handbook  for  the  house  of  delegates,  makes  reference 
to  the  rights  of  a physician  if  he  is  denied  renewal  of 
his  hospital  staff  membership.  Research  material  sup- 
plied by  the  Joint  Commission  on  Accreditation  of 
Hospitals  supports  the  conclusions  of  the  members  of 
the  Subcommittee. 

The  governing  board  of  a private  hospital  may 
legally  refuse  to  renew  any  physician’s  membership 
on  its  medical  staff.  However,  the  physician  should 
and  does  have  the  right  to  appeal.  This  right  should 
be,  and  usually  is,  incorporated  in  the  by-laws  and 
rules  and  regulations  of  the  medical  staff.  It  provides 
for  an  appeal  to  be  heard  by  a joint  meeting  of  the 
Credentials  Committee  and  Joint  Conference  Com- 
mittee of  the  medical  staff  and  governing  board.  There 
is  also,  of  course,  recourse  to  the  civil  courts,  but 
this  is  a less  desirable  procedure.  Courts  in  at  least 
two  states  have  supported  the  right  of  a hospital  to 


Vol.  LIII,  No.  7 


Journal  of  Iowa  Medical  Society 


493 


refuse  staff  appointment  to  physicians  when  it  was 
shown  that  such  action  was  taken  without  malice. 

This  is  submitted  for  the  information  of  the  House 
of  Delegates. 

Respectfully  submitted, 

A.  P.  Echternacht,  M.D.,  Chairman 

W.  L.  Downing,  M.D. 

L.  S.  Wentworth,  M.D. 

F.  R.  Peterson,  M.D. 

F.  C.  Coleman,  M.D. 

R.  R.  Edwards,  M.D. 

J.  M.  Bruner,  M.D. 

G.  E.  Montgomery,  M.D. 

COMMITTEE  ON  MEDICAL  EDUCATION 
AND  HOSPITALS 

(Referred  to  the  Reference  Committee  on  Miscel- 
laneous Business.  For  final  action  of  the  House  of 
Delegates,  see  the  report  of  the  reference  committee.) 

On  February  16,  1963,  the  president  of  the  Iowa 
Medical  Society  and  members  of  the  Committee  on 
Medical  Education  and  Hospitals  met  in  Iowa  City 
with  Doctor  Robert  C.  Hardin,  dean  of  the  College  of 
Medicine,  State  University  of  Iowa,  to  discuss  plans 
regarding  continuing  postgraduate  medical  education 
programs,  as  well  as  other  items  involving  the  rela- 
tionship between  the  Society  and  the  College  of  Medi- 
cine. 

As  you  know,  Dean  Hardin  is  scheduled  to  speak  at 
10: 00  a.m.  on  Tuesday  before  the  General  Session  on 
the  subject  “Trends  in  Medical  Education,”  and  we 
urge  all  delegates  to  hear  this  presentation.  Because 
much  of  the  information  Doctor  Hardin  reviewed  with 
the  committee  may  be  included  in  his  talk  before  the 
General  Session,  we  will  merely  highlight  his  informal 
discussion,  as  follows: 

1.  During  past  years,  medical  schools  throughout 
the  country  have  been  headed  by  “professional  ad- 
ministrators” which  has  resulted  in  various  problems. 
However,  within  the  past  two  or  three  years,  twenty 
new  medical  school  deans  have  been  appointed,  the 
majority  of  whom  were  previous  faculty  members. 

2.  The  SUI  College  of  Medicine  is  a “have”  school, 
and  receives  greater  tax  support  from  the  state  than 
most  schools  in  other  parts  of  the  country.  The  Medi- 
cal School  and  University  Hospitals  operate  on  sep- 
arate budgets. 

3.  The  main  objective  of  the  Medical  School  is  to 
educate  and  train  practicing  physicians.  Another  im- 
portant function  is  to  train  teaching  physicians,  and 
out  of  87  medical  schools  in  the  United  States,  Iowa 
ranks  20th  in  the  training  of  teachers. 

4.  The  number  one  problem  in  the  Medical  School  is 
the  determination  of  course  of  study.  At  Iowa,  the 
courses  are  discussed  in  faculty  meetings,  and  depart- 
ments do  not  have  complete  control  over  what  is  to  be 
included  in  the  teaching  schedule.  More  emphasis  is 
being  placed  on  individual  initiative  in  learning.  The 
first  two  years  in  medical  school  consist  basically  of 
lecture  and  teaching  courses;  beginning  in  the  junior 
year,  the  student  devotes  all  of  his  time  to  ward  work, 
except  for  attendance  at  a one-hour  clinical  confer- 
ence each  day.  The  clinical  conferences  are  structured 
so  that  all  important  subjects  will  be  covered.  In  ad- 
dition, extern  programs  are  being  established  for  stu- 
dents, sometime  between  the  junior  and  senior  year. 


5.  A new  concept  in  general  practice  training  is  be- 
ing fostered  by  the  SUI  College  of  Medicine — i.e.,  two- 
year  internships  with  service  in  all  aspects  of  medi- 
cine. A two-year  general  practice  residency  program 
has  been  implemented  at  Broadlawns  Hospital  in  Des 
Moines,  and  it  is  hoped  that  similar  arrangements  can 
be  worked  out  with  community  hospitals  throughout 
the  state. 

6.  Although  SUI  has  a sizable  research  budget,  it 
is  not  dominant.  The  Medical  School  must  devote  time 
and  money  to  research  in  order  to  (a)  expose  students 
to  research,  (b)  keep  up  with  the  rest  of  the  world  in 
scientific  progress,  and  (c)  provide  faculty  members 
the  opportunity  for  research.  Dean  Hardin  stressed  the 
fact  that  faculty  members  are  hired  to  teach,  and  re- 
search projects  are  supported  only  so  long  as  teaching 
schedules  are  maintained. 

7.  Space  and  teaching  facilities  in  the  Basic  Science 
Department  at  the  University  are  inadequate  for  the 
number  of  students  enrolled.  The  department  teaches 
all  students  who  must  complete  basic  science  courses, 
including  450  medical  students,  and  2,000  non-medical 
students  (nurses,  dentists,  dental  hygienists,  sanitary 
engineers,  undergraduates,  etc.).  Presently,  there  are 
12,000  students  enrolled  at  SUI,  and  by  1968  the  num- 
ber may  be  18,000.  At  that  time,  approximately  5,000 
students  will  be  taking  course  work  in  the  College  of 
Medicine.  It  is  essential  that  the  Basic  Science  Depart- 
ment be  enlarged  in  order  to  accommodate  the  present 
and  anticipated  student  enrollment. 

8.  As  far  as  is  known,  no  medical  student  has  had 
to  leave  school  because  of  financial  difficulties.  Twenty- 
five  scholarships  have  been  created,  and  all  except  one 
are  financed  by  contributions  from  physicians. 

In  commenting  on  postgraduate  medical  education, 
the  dean  reported  that  he  hopes  to  schedule  post- 
graduate courses  outside  of  Iowa  City,  and  he  was 
advised  that  the  Committee  and  the  Iowa  Medical  So- 
ciety will  be  pleased  to  cooperate  in  the  sponsorship 
of  postgraduate  programs  for  the  physicians  of  Iowa. 

The  members  of  the  Committee  wish  to  express  sin- 
cere appreciation  to  Dean  Hardin  for  his  forthright 
and  informative  presentation  regarding  various  prob- 
lems and  programs  in  medical  education.  It  was  agreed 
that  meetings  of  this  type  should  be  continued  in  order 
to  maintain  and  enhance  the  existing  close  relationship 
between  the  Medical  Society  and  the  College  of  Medi- 
cine. 

Also  at  the  February  16  meeting,  the  committee  con- 
sidered a report  prepared  by  Doctor  Howard  G.  Ellis 
on  actions  taken  by  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  1962  Interim  Ses- 
sion in  Los  Angeles,  relative  to  medical  education  and 
hospitals.  A special  report  on  the  compensation  of 
interns  and  residents  was  submitted  by  the  AMA 
Council  on  Medical  Education  and  Hospitals  and  the 
Council  on  Medical  Service  for  information  only,  with 
a request  for  further  study,  comments  or  suggestions. 
The  AMA  House  of  Delegates  urged  that  all  delegates, 
hospital  staffs  and  medical  societies  discuss  the  report, 
and  forward  all  suggestions  to  the  two  councils  in  time 
to  influence  the  form  of  the  report  to  be  presented  for 
action  at  the  June,  1963,  AMA  Annual  Meeting.  Our 
Committee  did  not  make  specific  recommendations  re- 
garding this  matter,  but  it  was  agreed  that  extreme 
care  must  be  exercised  in  the  development  of  any 
program  to  compensate  interns  and  residents,  in  order 
to  protect  the  fiscal  soundness  of  hospitals. 
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The  Committee  reaffirmed  its  position  regarding 
intern  and  resident  programs,  approved  by  the  IMS 
Executive  Council  at  its  November,  1962  meeting,  as 
follows: 

“It  is  essential  to  perpetuate  the  training  of  physi- 
cians in  general  practice;  general  internships  are  of 
greater  importance  than  stright  internships;  intern 
training  programs  should  be  centered  in  community 
hospitals  rather  than,  or  in  addition  to,  university  hos- 
pitals, intern  and  resident  programs  should  be  based 
on  the  number  of  general  practitioners  and  specialists 
who  will  need  to  be  replaced  in  coming  years;  and,  it 
would  be  advisable  to  develop  a master  plan  for  med- 
ical education  in  Iowa. 

“Further,  the  AMA  Council  on  Medical  Education 
and  Hospitals  does  not  reflect  clearly  the  current  prob- 
lems in  medical  education  and  patient  care,  and  the 
IMS  should  support  resolutions  recommending  an 
equitable  representation  of  physicians  in  private  prac- 
tice and  medical  educators  on  the  AMA  Council  on 
Medical  Education  and  Hospitals,  in  an  effort  to  assure 
physicians  not  in  academic  medicine  a more  powerful 
voice  in  establishing  policies  and  programs.” 

In  reference  to  this  action,  the  Committee  recom- 
mended that  the  Executive  Council  or  House  of  Dele- 
gates of  the  IMS  authorize  appropriate  representatives 
to  support  the  Society’s  position  at  reference  committee 
hearings  which  will  be  held  at  the  time  of  the  1963 
Annual  Meeting  in  Atlantic  City,  June  16-20. 

Respectfully  submitted, 

R.  N.  Larimer,  M.D.,  Chairman 

L.  H.  Jacques,  M.D. 

J.  M.  Layton,  M.D. 

G.  W.  Howe,  M.D. 

R.  D.  Rowley,  M.D. 

H.  H.  Kersten,  M.D. 

J.  W.  Billingsley,  M.D. 

B.  T.  Whitaker,  M.D. 

E.  M.  Smith,  M.D. 

SUBCOMMITTEE  ON  REHABILITATION 

(Referred  to  the  Reference  Committee  on  Miscel- 
laneous Business.  For  final  action  of  the  House  of  Dele- 
gates, see  the  report  of  the  reference  committee.) 

This  supplemental  report  of  the  Subcommittee  on 
Rehabilitation  is  submitted  to  review  activities  since 
the  publication  of  the  handbook. 

The  question  under  consideration  was  initiated  by 
H.  B.  Weinberg,  M.D.,  Davenport,  in  a letter  dated 
April  10,  1962,  to  the  president  of  the  Iowa  Medical 
Society,  with  the  request  on  behalf  of  the  Iowa  Society 
of  Internal  Medicine  for  consideration  of  an  equitable 
fee  schedule  for  examinations  made  on  Social  Security 
disability  applicants.  The  long  delay  between  the  re- 
quest and  ultimate  committee  action  was  a matter  of 
referral  to  the  proper  committee  within  the  State  So- 
ciety and  the  difficulty  in  scheduling  a meeting  of  this 
Subcommittee.  The  Subcommittee  met  with  repre- 
sentatives of  the  Iowa  Society  of  Internal  Medicine 
and  the  Iowa  Division  of  Vocational  Rehabilitation  on 
March  21,  1963,  in  the  offices  of  the  Iowa  Medical  So- 
ciety. The  following  is  a summary  of  the  meeting. 

The  present  fee  schedule  of  the  Division  of  Voca- 
tional Rehabilitation  is  in  published  form  and  has  been 
approved  by  the  Iowa  Medical  Society.  This  fee  sched- 
ule, in  fact,  was  intended  originally  for  physical  dis- 
ability evaluations  for  rehabilitation  cases,  and  pro- 


vided for  expenditure  of  state-appropriated  funds. 
However,  Social  Security  contracted  with  the  State 
of  Iowa  for  the  establishment  of  a work-evaluation 
section  to  determine  total  and  permanent  disability  in 
O.A.S.I.  cases,  and  this  contract,  approved  by  the  State 
Board  of  Public  Instruction,  called  for  a fee  schedule 
not  to  exceed  the  schedule  in  use  by  the  Division  of 
Vocational  Rehabilitation.  The  medical  expense  for 
Social  Security  disability  examinations  is  paid  from 
trust  funds,  in  contradistinction  to  the  use  of  tax  mon- 
ey in  the  program  operated  by  the  Division  of  Voca- 
tional Rehabilitation.  Thus,  the  same  fee  schedule  is 
being  utilized  for  two  quite  different  purposes. 

The  Iowa  Society  of  Internal  Medicine  is  requesting 
a more  equitable  fee  for  complete  examination,  de- 
velopment of  history  and  diagnosis  of  O.A.S.I.  cases. 
These  cases,  in  many  instances,  are  more  time  consum- 
ing and  they  require  a good  deal  more  work  and  writ- 
ten reporting  than  do  others  referred  for  examination 
and  diagnosis.  The  internists  feel,  therefore,  that  the 
fee  allowed  should  be  comparable  with  the  usual 
charge  in  regular  practice,  and  they  have  recommended 
that  this  fee  be  raised  to  $25.00  per  examination. 

Since  any  change  in  the  fee  schedule  of  the  Division 
of  Vocational  Rehabilitation  is  subject  to  the  approval 
of  the  State  Division’s  medical  advisory  committee,  the 
IMS  Subcommittee  can  do  no  more  than  relay  its  sug- 
gestions through  the  personnel  of  the  DVR,  to  this 
advisory  committee.  Four  concrete  suggestions  for  cor- 
recting the  inequity  of  the  fee  schedule  were  given  to 
Mr.  Hunt,  director  of  DVR,  to  submit  to  this  advisory 
committee,  which  will  then  make  recommendations  to 
the  Board  of  the  State  Department  of  Public  Instruc- 
tion. 

Your  Subcommittee  on  Rehabilitation  believes  that 
all  parties  concerned  appreciate  the  need  for  a change 
in  the  fee  schedule.  If  and  when  the  Subcommittee’s 
recommendations  have  been  approved  by  the  Board  of 
the  State  Department  of  Public  Instruction,  they  will 
be  forwarded,  at  this  Subcommittee’s  request,  directly 
to  the  IMS  Board  of  Trustees  for  approval.  Unless  fur- 
ther deliberations  are  requested,  this  concludes  the 
work  of  the  Subcommittee  on  Rehabilitation  as  regards 
this  problem. 

Respectfully  submitted, 

C.  B.  Larson,  M.D.,  Chairman 

Reports  of  Special  Committees 

COMMITTEE  ON  INDUSTRIAL  HEALTH 

(Referred  to  the  Reference  Committee  on  Legislation 
and  Public  Relations.  For  final  action  by  the  House  of 
Delegates,  see  the  report  of  the  reference  committee.) 

Because  of  legislation  introduced  in  the  60th  Gen- 
eral Assembly,  the  Committee  on  Industrial  Health 
was  called  into  session  to  review  the  matter  of  selec- 
tion of  physician  under  the  present  Iowa  Workmen’s 
Compensation  Law. 

H.  F.  54  passed  the  House  with  a provision  as  fol- 
lows: “Except  in  emergencies,  it  shall  be  the  preroga- 
tive of  the  employer  to  select  the  medical,  surgical 
and  hospital  services  to  be  furnished.” 

Several  amendments  were  offered  to  H.  F.  54  which 
would  have  given  to  the  employee  the  right  of  selec- 
tion of  physician. 

After  the  defeat  of  these  amendments,  the  Senate 
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adopted  a committee  amendment  which  removed  the 
language  from  H.  F.  54  regarding  selection  of  physician. 

The  following  explanation  of  the  vote  was  entered  in 
the  Senate  Journal: 

“We  voted  to  remove  that  language  from  House  File 
54  because  we  were  satisfied  that  the  past  interpreta- 
tions of  the  Workmen’s  Compensation  Law  do  not 
require  statutory  amplification.  It  is  our  understanding 
that  the  interpretations  have  allowed  the  employer  to 
select  medical,  surgical  and  hospital  services  but  none- 
theless reserving  the  authority  in  the  Industrial  Com- 
missioner for  reasonable  cause  to  permit  the  use  of 
other  medical,  surgical  or  hospital  services.  We  believe 
that  this  interpretation  should  remain  unchanged.” 

The  House  concurred  in  the  bill  as  passed  by  the 
Senate,  and  the  Governor  signed  H.  F.  54. 

As  a result  of  this  action,  the  Committee  has  re- 
viewed its  position  regarding  selection  of  physician 
under  workmen’s  compensation,  but  no  change  in  the 
law  has  resulted. 

The  Committee  will  continue  to  study  this  provision 
of  the  law,  and  if  changes  are  indicated,  the  Commit- 
tee’s recommendations  will  be  reported  to  the  House 
of  Delegates. 

Respectfully  submitted, 

C.  H.  Johnston,  M.D.,  Chairman 

D.  W.  Coughlan,  M.D. 

C.  J.  Lohman,  M.D. 

M.  G.  Sanders,  M.D. 

L.  A.  Block,  M.D. 

R.  D.  Acker,  M.D. 

N.  A.  Schacht,  M.D. 

Sidney  Brody,  M.D. 

R.  M.  Wray,  M.D. 

K.  J.  Judiesch,  M.D. 

OSTEOPATHIC  AND  MD/DO  LIAISON 
COMMITTEES 

(Referred  to  the  Reference  Committee  on  Legislation 
and  Public  Relations.  For  final  action  by  the  House  of 
Delegates  see  the  report  of  the  reference  committee.) 

This  report  is  submitted  to  bring  the  House  of  Dele- 
gates up  to  date  on  the  two  main  areas  of  interest  of 
these  Committees:  (1)  the  evaluation  program,  and 

(2)  the  Composite  Board  Bill  (S.F.  194  and  H.F.  378). 
It  should  be  read  in  conjunction  with  the  handbook 
report  of  these  Committees. 

The  status  report  on  the  evaluation  program  as  of 
April  5,  1963,  is  as  follows: 

Approved  by  the  IMS  Judicial  Council — 21  Osteo- 
pathic Physicians  and  Surgeons 

Approved  by  the  respective  county  medical  societies, 
but  not  yet  considered  by  the  Judicial  Council — 53 
Osteopathic  Physicians  and  Surgeons 

Ninety-day  extensions  for  consideration  by  the  re- 
spective county  medical  societies — 8 Osteopathic 
Physicians  and  Surgeons 

Disapproved  by  the  respective  county  medical  soci- 
eties, but  no  action  taken  by  MD/DO  Liaison  Com- 
mittee or  Judicial  Council — 12  Osteopathic  Physi- 
cians and  Surgeons 

No  action  by  respective  county  medical  societies — 14 
Osteopathic  Physicians  and  Surgeons 

Disapproved  by  Judicial  Council — one 

From  the  above  information  some  conclusions  can  be 
drawn.  First,  a majority  of  the  Osteopathic  Physicians 
and  Surgeons  eligible  for  the  program  have  applied  for 


evaluation.  Second,  most  of  the  applications  acted  upon 
by  the  county  medical  societies  have  been  acted  upon 
favorably. 

The  Composite  Board  Bill  was  submitted  to  the  Iowa 
Legislature  on  February  14,  1963.  Shortly  thereafter  a 
group  of  dissident  osteopaths,  principally  from  Polk 
County,  circularized  the  osteopathic  profession  in 
Iowa  opposing  certain  sections  of  the  bill.  This  group 
filed  four  amendments  to  the  bill: 

1.  An  amendment  giving  the  osteopathic  member  of 
the  board  sweeping  veto  power  on  any  osteopathic 
issue. 

2.  An  amendment  giving  osteopathic  physicians  prac- 
tice rights  they  have  not  earned  (“grandfather  clause”). 

3.  An  amendment  increasing  osteopathic  membership 
on  the  board  from  one  to  two  members. 

4.  An  amendment  to  eliminate  the  “State  Board  of 
Medical  Examiners  Fund.” 

All  four  of  these  amendments  are  opposed  by  the 
Iowa  Medical  Society  and  the  Iowa  Society  of  Osteo- 
pathic Physicians  and  Surgeons.  The  bill  as  submitted 
is  the  culmination  of  over  five  years’  work  by  dedicated 
members  of  each  profession  discussing  every  facet  of 
every  problem  involved,  consulting  with  legal  counsel, 
the  Board  of  Medical  Examiners,  the  Board  of  Osteo- 
pathic Examiners,  and  the  State  Department  of  Health. 
Policy-making  bodies  of  both  the  IMS  and  ISOPS  ap- 
proved the  bill  as  submitted.  A district-by-district  sur- 
vey made  by  ISOPS  after  the  dissident  osteopathic 
group  circularized  their  profession  showed  overwhelm- 
ing support  of  the  bill  in  all  areas  except  Polk  County 
and  some  members  in  the  Mason  City  area. 

On  March  14,  the  MD/DO  Liaison  Committee  to- 
gether with  George  Scanlon,  M.D.,  Frank  R.  Peterson, 
M.D.,  and  Charles  V.  Edwards,  M.D.,  met  with  eight  of 
the  dissident  osteopaths.  Some  misunderstandings  re- 
garding the  bill  were  cleared  up  and  it  was  thought 
that  some  of  the  offensive  amendments  might  be  with- 
drawn. However,  on  March  19,  in  an  unprecedented 
action,  the  bill  was  voted  out  of  committee  in  the 
absence  of  the  subcommittee  chairman  responsible  for 
reporting  on  the  bill.  This  legislator  then  filed  the 
above  four  amendments  on  March  21.  On  March  25, 
the  Osteopathic  Committee  of  the  IMS  met  in  telephone 
conference  and  recommended  that  the  IMS  oppose  the 
amendments  of  the  dissident  osteopaths  and  sponsor 
two  new  amendments: 

1.  An  amendment  to  provide  for  an  alternate  D.O. 
board  member. 

2.  An  amendment  to  clarify  the  right  of  osteopaths 
to  prescribe  and  give  drugs. 

These  amendments  were  approved  by  the  Committee 
on  Legislation  and  the  Board  of  Medical  Examiners 
and  have  been  filed  with  the  Legislature.  Late  informa- 
tion on  the  progress  of  the  bill  and  the  various  amend- 
ments will  be  included  in  the  Supplemental  Report  of 
the  Committee  on  Legislation.  It  is  the  consensus  of  the 
Osteopathic  Committee  that  if  any  of  the  amendments 
proposed  by  the  dissident  osteopaths  is  adopted,  the 
IMS  should  withdraw  support  from  the  bill. 

The  above  history  of  the  Composite  Board  Bill  of 
necessity  omits  many  of  the  details,  the  difficulties  of 
reaching  conclusions  satisfactory  to  both  professions, 
and  the  undercurrents  of  opposition  to  the  bill  based 
possibly  on  ulterior  motives.  It  must  be  remembered 
that  the  osteopathic  profession  initiated  the  pressure 
for  legislative  changes.  The  bill  as  submitted  has  strong 
positive  points  for  each  profession.  If  it  should  come  to 
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pass  that  a relatively  small  group  of  osteopaths,  in  de- 
fiance to  their  state  organization,  can  influence  legis- 
lators and  legislation  to  the  extent  of  killing  a progres- 
sive bill,  then  the  IMS  should  certainly  take  a long 
look  at  MD/DO  relations  in  Iowa  for  the  future. 

Your  Committees  request  advice  and  direction  from 
the  House  of  Delegates  in  two  areas: 

1.  How  long  should  the  evaluation  program  be  con- 
tinued? Should  it  be  modified?  Should  it  be  discontin- 
ued? 

2.  In  view  of  the  difficulties  inherent  in  the  evalua- 
tion program  and  the  possible  sabotage  of  the  Compos- 
ite Board  Bill,  should  the  MD/DO  Liaison  Committee 
be  continued? 

The  Chairman  gratefully  acknowledges  the  coopera- 
tion and  unselfish  service  of  the  Committee  members. 
Special  thanks  again  are  due  Mr.  Robert  Throckmor- 
ton, legal  counsel,  and  Mr.  Eldon  Huston,  staff  sec- 
retary. 

Respectfully  submitted, 

J.  M.  Rhodes,  M.D.,  Chairman 

POLICY-EVALUATION  COMMITTEE 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates  see  the 
report  of  the  reference  committee.) 

At  the  Annual  Meeting  of  the  Iowa  Medical  Society 
in  May,  1962,  the  House  of  Delegates  authorized  the 
Policy-Evaluation  Committee  to  continue  its  study  of 
the  Blue  Shield  Blue  Chip  program. 

The  Committee  and  a special  subcommittee  have 
devoted  a year  of  intensive  review  to  the  Blue  Chip 
plan.  However,  recognizing  the  importance  of  one  Blue 
Shield  plan  to  another,  and  keeping  in  mind  the  pur- 
pose for  which  the  Policy-Evaluation  Committee  was 
created,  the  committee  members  thought  it  appropriate 
to  direct  attention  to  all  existing  Blue  Shield  plans, 
with  special  emphasis  on  Blue  Chip. 

The  Committee  believes  its  research  of  the  “usual, 
customary  fee”  program  is  complete,  and  it  also  has 
some  comments  to  offer  as  to  the  other  plans.  Publi- 
cation of  its  findings  in  the  April  journal  of  the  iowa 
medical  society  enables  the  entire  membership  of  the 
Society  to  share  the  information  that  it  has  accumu- 
lated. 

In  this  report,  the  Policy-Evaluation  Committee  is 
asking  the  House  of  Delegates  to  provide  an  oppor- 
tunity for  the  full  membership  to  study  the  various 
alternatives  and  suggestions  that  it  has  developed,  and 
it  is  requesting  that  final  action  be  deferred  until  the 
1964  Annual  Meeting. 

If  the  House  of  Delegates  accepts  its  recommenda- 
tion that  the  membership  be  given  a year  to  consider 
its  findings,  then  it  hopes  that  the  members  of  the 
House  will  discuss  the  facts  contained  in  this  report 
with  their  county  constituents,  and  in  addition  that 
special  meetings  will  be  arranged  at  the  county  and/or 
district  level  for  the  purpose  of  discussing  all  aspects 
of  Blue  Shield.  A 12-month  period  should  be  ample 
for  all  members  to  offer  their  comments. 

It  is  requested  that  these  opinions  be  channeled 
through  this  Committee,  so  that  it  may  have  the  bene- 
fit of  the  members’  thinking  when  its  final  report  is 
assembled  for  presentation  to  the  House  of  Delegates 
next  year.  The  Committee  solicits  comments  from  par- 
ticipating physicians,  but  it  also  urges  non-participating 


physicians  to  respond.  The  non-participating  physicians 
are  asked  to  make  a special  effort  to  convey  their 
thoughts. 

When  Blue  Shield  was  formed  by  the  Medical  Soci- 
ety, it  was  hoped  that  all  members  would  become  par- 
ticipating physicians.  Therefore,  one  of  the  primary 
concerns  of  the  Policy  Evaluation  Committee  is  to 
assist  Blue  Shield  in  perfecting  plans  that  will  be  ac- 
ceptable to  a maximum  number  of  IMS  members. 

A primary  objective  of  this  Committee’s  report  is  to 
apprise  the  membership  of  important  facts  relating  to 
the  Blue  Chip  program,  so  that  physicians  can  knowl- 
edgeably offer  their  comments  on  the  alternatives 
which  it  proposes. 

BLUE  CHIP 

Last  August,  a special  subcommittee  of  the  parent 
Committee  was  appointed  to  explore  all  aspects  of 
the  Blue  Chip  plan.  The  chairman  of  that  subcommittee 
was  Dr.  Herman  J.  Smith,  of  Des  Moines,  and  the  other 
members  were  Drs.  Henning  W.  Mathiasen,  of  Council 
Bluffs,  and  S.  P.  Leinbach,  of  Belmond. 

After  extensive  study  from  every  point  of  view — 
including  numerous  conferences,  at  which  Blue  Shield 
officials,  physicians  who  were  disgruntled  with  the 
Blue  Chip  plan,  and  state  insurance  officials  were 
present — the  subcommittee  finally  concluded  that  the 
problems  having  to  do  with  Blue  Chip  stem  from  a 
misunderstanding  of  Blue  Chip  contract  language, 
specifically  in  the  following  paragraphs: 

(Paragraph  No.  9) 

“.  . . the  doctors  of  medicine  participating  by  agree- 
ment with  Iowa  Medical  Service  will  accept  as  pay- 
ment in  full,  within  the  terms  of  this  contract,  the  al- 
lowances as  determined  by  Iowa  Medical  Service  as 
being  the  charges  for  customary,  reasonable,  and  usual 
demands  for  payment  of  professional  services  for 
which  benefits  are  available  under  this  contract. 

“A  charge  will  be  deemed  customary,  reasonable  and 
usual  if  it  does  not  exceed  the  general  level  of  charges 
by  others  who  render  such  services  under  similar  or 
comparable  circumstances  within  the  community  in 
which  such  charge  is  incurred.” 

When  development  of  a Blue  Chip  plan  was  author- 
ized by  the  House  of  Delegates  in  1957,  physicians 
were  given  the  impression  that  this  new  plan  would 
pay  their  “usual,  equitable  fee  (with  a reasonable  max- 
imum benefit).”  Subsequently,  however,  when  the 
Blue  Chip  plan  was  presented  to  the  Iowa  Insurance 
Commissioner  for  ratification,  he  required  the  inclu- 
sion of  some  more  restrictive  language.  It  appears  that 
many  of  the  present-day  problems  with  Blue  Chip 
result  from  the  membership’s  not  being  informed  of 
these  limitations.  As  a matter  of  fact,  it  was  not  until 
a number  of  complaints  had  been  received  that  the 
Society  became  aware  of  the  Insurance  Commissioner's 
rulings.  The  items  about  which  there  have  been  dis- 
agreement involve  (1)  the  language  in  the  previously 
quoted  paragraphs  from  the  Blue  Chip  contract,  which 
include  the  terms  “by  others”  and  “within  the  com- 
munity,” and  (2)  the  use  of  a $5.00  unit  for  screening 
Blue  Chip  claims. 

At  one  of  the  Committee’s  meetings,  a representative 
of  the  Iowa  Insurance  Department  stated  that  the  Iowa 
Insurance  Commissioner  would  not  approve  an  “open- 
end”  contract,  wherein  benefits  were  not  defined,  and, 
which  permitted  an  individual  physician  to  specify  his 
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own  “usual,  customary  and  reasonable”  fee.  He  also 
said  that  the  Commissioner  had  approved  a rate  for 
the  Blue  Chip  program,  using  as  a guide  a $5.00  co- 
efficient when  applied  to  the  Iowa  Unit  Fee  Index. 

It  is  because  of  this  latter  ruling  that  Blue  Shield 
has  used  a $5.00  unit  as  the  basis  for  screening  Blue 
Chip  claims. 

Blue  Shield  officials  report  that  there  are  approxi- 
mately 30  physicians  whom  they  consider  to  be  “chron- 
ic offenders” — physicians  who  repeatedly  submit  charg- 
es in  excess  of  the  amount  allowable  when  computed 
on  the  basis  of  the  criteria  for  payment  of  Blue  Shield 
claims. 

It  is  the  opinion  of  this  Committee  that  under  exist- 
ing circumstances,  participating  physicians  have  no 
choice  other  than  to  accept  the  Blue  Chip  plan  just 
as  it  is  now  being  administered — i e.,  in  accordance 
with  requirements  laid  down  by  the  Iowa  Insurance 
Commissioner.  However,  the  Committee  is  hopeful  that 
during  the  coming  year,  if  the  House  of  Delegates 
grants  the  requested  extension  of  time  for  additional 
study  of  the  Blue  Chip  plan,  the  Medical  Society  and 
Blue  Shield  officials  can  confer  with  the  Insurance 
Commissioner,  and  perhaps  can  alter  or  eliminate  the 
objectionable  contract  language. 

It  is  hoped  that  the  House  of  Delegates  will  wait  un- 
til 1964  before  making  a choice  among  the  following 
alternatives,  although  it  is  conceivable  that  it  may 
want  to  establish  an  interim  position  in  1963: 

1.  Accept  the  present  Blue  Chip  contract,  and  the 
Insurance  Commissioner’s  interpretations  of  its  pro- 
visions. 

2.  Recommend  modification  of  the  Blue  Chip  con- 
tract language  to  permit  participating  physicians  to 
be  compensated  for  services  on  the  basis  of  their  own 
“usual,  equitable  fees  (with  a reasonable  maximum 
benefit) .” 

3.  Recommend  that  the  Blue  Chip  plan  be  with- 
drawn. 

4.  Create  a high-level  service  income  plan  to  replace 
the  Blue  Chip  plan,  with  an  appropriate  coefficient 
when  applied  to  the  latest  edition  of  the  Iowa  Relative 
Value  Index  (Green  Book). 

b300g  and  b450  contracts 
federal  employee  and  national  accounts 

High-Level — B450 — $6,000  service  income — family 

($4.50  per  unit,  Iowa  Unit  Fee  Index,  Gray  Book) 
Low-Level — B300G — $4,000  service  income — family 

($3.00  per  unit,  Iowa  Unit  Fee  Index,  Gray  Book) 

Considerations 

1.  Should  the  existing  B400  middle-income  contract 
be  replaced  with  the  B450? 

Per  Unit 


B450  

B400  

Single 

$4,000 

3,600 

Two-Person 

none 

$4,500 

Family 

$6,000 

5,400 

(Gray  Book) 
$4.50 
4.00 

Net 

Worth 

$36,000 

Net 

Worth 

$45,000 

Net 

Worth 

$54,000 

2.  Should  the  existing  B300  contract  be 
the  B300G  contract? 

replaced  by 

B300G  . . . . 

Single 
....  $2,800 

Two-Person 

none 

Family 

$4,000 

Per  Unit 
(Gray  Book) 
$3.00 

B300  

2,400 

$3,000 

3.600 

Per  Unit 
(Red  Book) 
3.00 

senior  65  PLAN 

Service  Income  Levels — $2,000  single;  $3,000  two-per- 
son— net  worth  limits  of  $20,000  and  $30,000 

Considerations 

1.  Should  this  Senior  65  plan  that  has  been  in  exis- 
tence since  1959  be  replaced  by  the  new  Senior  Citizens 
Plan  which  was  offered  for  the  first  time  in  Iowa  last 
fall  as  a part  of  a national  program  (service  income 
levels  of  $2,500  and  $4,000)?  The  latter  plan  does  not 
include  a net  worth  provision.  It  is  the  recommenda- 
tion of  the  Policy-Evaluation  Committee  that  if  the 
House  of  Delegates  wishes  to  modify  the  old  plan  to 
conform  more  nearly  with  the  new  one,  its  net  worth 
provisions  should  be  maintained,  and  it  should  be 
moved  into  the  Iowa  Relative  Value  Index  (Green 
Book). 

A250  CONTRACT 

The  Policy-Evaluation  Committee  continues  to  rec- 
ommend that  this  plan  be  removed  from  the  market  as 
rapidly  as  possible. 

The  Committee  is  informed  that  Blue  Shield  is  in 
the  process  of  developing  a major-illness  policy,  and  it 
wishes  to  encourage  Blue  Shield  in  this  undertaking. 
It  hopes  this  coverage  will  be  available  in  Iowa  in  the 
very  near  future. 

At  its  meeting  on  August  16,  1962,  the  Committee 
recommended  that  Blue  Shield  convert  all  of  its  plans 
into  the  most  recent  edition  of  the  Iowa  Relative  Value 
Index  (Green  Book)  as  rapidly  as  possible.  At  its 
March  19,  1963,  meeting,  the  Committee  reiterated  that 
recommendation. 

CONCLUSION 

The  Committee  wishes  to  conclude  this  report  by 
reminding  IMS  members  that  Blue  Shield  has  become 
an  important  factor  in  all  our  practices,  and  that  we 
owe  it  to  ourselves  and  to  our  patients  to  keep  in- 
formed about  its  affairs  and  to  take  an  active  interest 
in  them. 

The  Committee  members  hope  you  will  feel  a sense 
of  obligation  to  transmit  your  thoughts  to  it,  so  that  it 
can  benefit  from  them  as  it  continues  its  deliberations 
in  preparation  for  1964. 

Respectfully  submitted, 

W.  L.  Downing,  M.D.,  Chairman 

O.  N.  Glesne,  M.D. 

C.  V.  Edwards,  Sr.,  M.D. 

S.  P.  Leinbach,  M.D. 

H.  W.  Mathiasen,  M.D. 

H.  J.  Smith,  M.D. 

J.  K.  MacGregor,  M.D. 

C.  W.  Seibert,  M.D. 

L.  F.  Hill,  M.D. 

W.  K.  Hicks,  M.D. 

G.  M.  Wyatt,  M.D. 

G.  H.  Scanlon,  M.D. 

PLAN  AND  SCOPE  COMMITTEE 

(Referred  to  the  Reference  Committee  on  Articles  of 
Incorporation  and  By-Laws.  For  final  action  by  the 
House  of  Delegates,  see  the  report  of  the  reference 
committee.) 

In  his  inaugural  address  at  the  1962  Annual  Meeting, 
Dr.  G.  H.  Scanlon,  president,  recommended  that  the 
Plan  and  Scope  Committee  study  the  structure  and 
— ^activities  of  the  Society’s  standing  and  special  commit- 
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tees  to  determine  whether  or  not  they  are  properly  co- 
ordinated, and  all  areas  of  interest  are  covered. 

In  accordance  with  this  directive,  the  Plan  and 
Scope  Committee  has  studied  the  structure  and  the 
extent  to  which  coordination  exists  within  the  com- 
mittees. However,  it  believes  a general  revamping  of 
the  complete  committee  structure  would  be  too  am- 
bitious an  undertaking  in  one  year;  therefore,  it  has 
restricted  its  considerations  to  the  field  of  public 
health,  including  liaison  with  all  state  departments. 

The  Committee  believes  it  is  appropriate  and  timely 
to  recommend  to  the  House  of  Delegates  that  it  give 
serious  consideration  to  the  approval  of  necessary 
amendments  to  the  Articles  of  Incorporation  and  By- 
Laws  to  permit  elimination  of  the  Committee  on  Public 
Health,  as  described  in  the  Articles  of  Incorporation 
and  By-Laws,  and  that  it  be  replaced  with  a Commit- 
tee on  State  Departments. 

If  this  Committee  is  authorized,  it  would  be  com- 
posed of  the  chairmen  of  the  various  subcommittees 
tha+  would  operate  under  its  jurisdiction. 

The  president,  with  the  advice  of  the  Board  of  Trus- 
tees, will  designate  the  chairman  of  the  Committee  on 
State  Departments  and  its  members.  The  president  and 
Board  will  then  confer  with  individual  committee 
chairmen  to  obtain  their  suggestions  regarding  the 
selection  of  physicians  to  serve  each  subcommittee. 

The  Iowa  Commissioner  of  Health  will  be  invited  to 
designate  liaison  representatives  to  meet  with  members 
of  the  subcommittees  that  are  concerned  with  matters 
of  public  health,  and  state  officials  in  similar  positions 
would  likewise  designate  liaison  representatives — i.e., 
Board  of  Social  Welfare,  Board  of  Control,  Department 
of  Public  Safety. 

The  physicians  appointed  by  the  Medical  Society  on 
the  Committee  on  State  Departments  and  on  the  sub- 
committees will  serve  one-year  terms.  The  Committee 
on  State  Departments  will  meet  as  often  as  necessary 
to  consider  problems  general  in  nature,  and  provide 
opportunity  for  the  subcommittee  chairmen  to  report 
on  their  activities. 

The  state  department  liaison  representatives  will  at- 
tend meetings  on  an  invitational  basis,  so  as  to  con- 
serve their  time  when  the  subcommittees  are  consider- 
ing matters  that  would  not  be  of  particular  interest  to 
them. 

We  believe  this  new  Committee  on  State  Depart- 
ments arrangement  will  improve  the  effectiveness  of 
the  subcommittees,  and  will  create  an  opportunity  for 
truly  coordinated  action.  Since  there  are  health  activ- 
ities being  carried  out  in  the  various  state  agencies, 
this  new  approach  will  establish  consistency  of  policy, 
and  the  inclusion  of  representatives  of  the  state  de- 
partments at  meetings  of  the  subcommittees  will 
achieve  uniformity  of  action,  which  is  highly  desirable 
and  should  be  of  direct  benefit  to  the  people  of  Iowa. 

This  approach  also  provides  an  opportunity  for  the 
Medical  Society  to  serve  in  an  advisory  capacity  to  the 
several  state  departments,  and  to  assist  with  the  organi- 
zation of  programs  of  direct  concern  to  physicians  and 
the  public  alike.  It  should  give  the  Medical  Society  a 
voice  in  the  determination  of  policies  which  are  con- 
sistent with  good  medical  practice  and  in  the  best 
interest  of  public  health. 

The  Plan  and  Scope  Committee  has  presented  its 
recommendations  to  the  IMS  Committee  on  Articles  of 
Incorporation  and  By-Laws,  and  the  necessary  amend- 
ments to  these  documents  will  have  to  be  approved 


by  the  House  of  Delegates,  if  this  plan  is  to  be  imple- 
mented. 

The  Plan  and  Scope  Committee  is  studying  the  de- 
sirability of  limiting  the  terms  of  office  of  all  IMS 
committee  members,  but  is  not  prepared  at  this  time  to 
offer  such  a recommendation.  If  the  Committee  on 
State  Departments  is  successful,  perhaps  the  concept 
can  be  broadened  next  year,  and  other  appropriate 
recommendations  can  be  presented,  simultaneously. 

Respectfully  submitted, 

O.  N.  Glesne,  M.D.,  Chairman 

G.  H.  Scanlon,  M.D. 

C.  V.  Edwards,  Sr.,  M.D. 

S.  P.  Leinbach,  M.D. 

C.  E.  Radcliffe,  M.D. 

H.  E.  Wichern,  M.D. 

J.  G.  Thomsen,  M.D. 

G.  G.  Young,  M.D. 

R.  F.  Birge,  M.D. 

Under  Memorials  and  Communications,  a brief  re- 
port was  presented  on  a permanent  memorial  that  is 
being  developed  in  memory  of  the  late  Dr.  Walter  L. 
Bierring.  Also,  a letter  from  the  chairman  of  the 
Council  on  Medical  Service  of  the  AMA  was  read  to 
the  House  of  Delegates,  expressing  appreciation  for 
the  work  of  Dr.  Donald  C.  Conzett,  of  Dubuque,  Iowa, 
who  serves  on  the  Committee  on  Federal  Medical 
Services  of  the  AMA. 

Resolutions 

POCAHONTAS  COUNTY  MEDICAL  SOCIETY 

NO.  1.  ADOPTION  AND  IMPLEMENTATION  OF  THE  PRINCIPLE 
OF  INDIVIDUAL  RESPONSIBILITY  IN  GOVERNMENT  AND  PRIVATE 
HEALTH  CARE  PROGRAMS 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the  re- 
port of  the  reference  committee.) 

Whereas,  Medicine  needs  a workable  mechanism  by  which 
it  can  unite  its  members  to  reverse  socializing  trends  and  pre- 
serve the  free  enterprise  system  permanently,  and 

Whereas,  Under  the  present  “vendor  concept”  of  state  and 
federal  programs,  government  has  assumed  collective  re- 
sponsibility for  those  covered,  but  has  legislated  that  vendors 
assume  responsibility  at  an  administrative  and  financial  dis- 
count, while  recipients  have  little  or  no  responsibility,  and 

Whereas,  Acceptance  of  financial  remuneration  from  the 
government  constitutes  de  facto  employment  and  control  of 
physicians  by  these  agencies  and  bureaus,  and 

Whereas,  Private  agencies  such  as  health  insurance  com- 
panies and  Blue  Shield  are  able  to  process  simple,  standard 
physician-supplied  forms  incorporating  the  individual  re- 
sponsibility principle,  be  it  therefore 

Resolved,  That  the  Iowa  Medical  Society  reappraise  its 
policy  regarding  third  party  intervention  between  the  doctor 
and  the  patient,  and  adopt  and  implement  the  philosophy  of 
individual  responsibility  between  these  two  parties,  and  be  it 
further 

Resolved,  That  the  Iowa  Medical  Society  press  for  abolish- 
ment of  the  vendor  concept  in  favor  of  the  recipient  concept 
in  all  government  medical  programs,  and  be  it  further 

Resolved,  That  the  Iowa  Medical  Society  take  steps  to  for- 
mulate a working  plan  incorporating  standardized  forms  to 
implement  a state-wide  Individual  Responsibility  Plan. 

FAYETTE  COUNTY  MEDICAL  SOCIETY 

NO.  2.  APPROVAL  OF  FEE  SCHEDULES  BY  COUNTY 
MEDICAL  SOCIETIES 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 
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Resolved,  That  all  fee  schedules,  relative  value  schedules, 
unit  fee  indexes  and  any  other  such  schedules  are  subject  to 
the  primary  jurisdiction  of  each  county  medical  society. 

NO.  3.  LIBERTY  AMENDMENT 

(Referred  to  the  Reference  Committee  on  Legislation 
and  Public  Relations  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Resolved,  That  the  Iowa  Medical  Society  favors  the  adop- 
tion of  the  Liberty  Amendment  to  the  Constitution  of  the 
United  States  of  America,  as  follows: 

“Section  1.  The  government  of  the  United  States  shall  not 
engage  in  any  business,  professional,  commercial,  financial  or 
industrial  enterprise  except  as  specified  in  the  Constitution. 

“Section  2.  The  constitution  or  laws  of  any  state,  or  the 
laws  of  the  United  States  shall  not  be  subject  to  the  terms  of 
any  foreign  or  domestic  agreement  which  would  abrogate  this 
amendment. 

“Section  3.  The  activities  of  the  United  States  government 
which  violate  the  intent  and  purposes  of  this  amendment 
shall,  within  a period  of  three  years  from  the  date  of  the 
ratification  of  this  amendment,  be  liquidated  and  the  proper- 
ties and  facilities  affected  shall  be  sold. 

“Section  4.  Three  years  after  the  ratification  of  this  amend- 
ment the  sixteenth  article  of  amendments  to  the  Constitution 
of  the  United  States  shall  stand  repealed,  and  thereafter  the 
Congress  shall  not  levy  taxes  on  personal  incomes,  estates, 
and/or  gifts.” 


DAVIS  COUNTY  MEDICAL  SOCIETY 

NO.  4.  PROTECTION  OF  EMPLOYEE’S  FREE  CHOICE 
OF  PHYSICIAN  IN  COMPENSATION  CASES 

(Referred  to  the  Reference  Committee  on  Legislation 
and  Public  Relations  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  Section  85.27  of  the  Iowa  Code  of  1937  states  as 
follows:  “The  employer,  with  notice  or  knowledge  of  injury 
shall  furnish  reasonable  surgical,  medical,  osteopathic,  chiro- 
practic, chiropodial,  nursing  and  hospital  services  and  sup- 
plies therefore,”  and 

Whereas,  The  Iowa  Code  of  1937,  Section  85.27  has  been 
interpreted  to  exclude  the  right  of  free  choice  of  surgical, 
medical,  osteopathic,  chiropractic,  chiropodial,  nursing  and 
hospital  services,  and 

Whereas,  The  Iowa  State  Medical  Society  is  opposed  to  the 
corporate  practice  of  medicine  and  favors  the  free  choice  of 
surgical,  medical  and  hospital  services,  be  it  therefore 

Resolved,  That  Section  85.27  of  the  Iowa  Code  (1937)  be 
amended  bv  the  addition  of  the  following  sentence:  “The 
employee  shall  have  the  right  of  free  choice  of  surgical, 
medical,  osteopathic,  chiropractic,  chiropodial,  nursing  and 
hospital  services.” 

BLACK  HAWK  COUNTY  MEDICAL  SOCIETY' 

NO.  5.  REGULATION  OF  HEALTH  STUDIOS, 

REDUCING  SALONS,  ET  CETERA 

(Referred  to  the  Reference  Committee  on  Legislation 
and  Public  Relations  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  Certain  “health  studios,”  “reducing  salons,”  etc. 
are  bilking  patients  by  (1)  publishing  false  and  misleading 
advertisements  and  claims;  (2)  using  promotion  gimmicks 
such  as  a reduced  rate  for  the  first  100  women  who  join  a 
plan,  and  telling  each  prospective  customer  that  she  is  num- 
ber 99  and  must  sign  at  once  if  she  is  to  get  the  special  rate; 
(3)  requiring  that  the  customer  sign  a card  that  is  not 
merely  an  enrollment  but  is  actually  a promissory  note  to  a 
finance  company;  (4)  employing  untrained  and  unqualified 
help;  (5)  giving  unwise  and  sometimes  contradictory  advice; 

(6)  making  collections  in  advance  without  providing  surety 
that  the  firm  will  actually  render  the  proffered  services;  and 

(7)  advising  clients  to  quit  taking  medicines  prescribed  for 
them  by  their  doctors,  and  urging  them,  instead,  to  buy  their 
diet  pills,  protein  pills,  etc.  at  exorbitant  prices,  and 

Whereas,  These  same  concerns  have  falsely  claimed  that 
doctors  of  medicine  are  cooperating  with  them  and  have 
referred  patients  to  them,  when  actually  the  physicians 
named  have  previously  been  unaware  of  the  firms’  existence, 
and 

Whereas,  In  California  and  other  states  recent  exposures 
have  revealed  shocking  practices  to  exist  in  the  field  of  mar- 
riage and  family  counseling,  and 


Whereas,  At  the  present  time  there  are  no  controls  over 
such  firms,  agencies  or  practitioners  in  the  State  of  Iowa,  and 
Whereas,  Such  standards,  controls  or  licensing  would  serve 
to  protect  the  health  as  well  as  the  economic  interests  of  the 
general  public,  now  therefore  be  it 
Resolved,  That  the  Iowa  Medical  Society  formulate  and 
endeavor  to  secure  the  enactment  by  the  General  Assembly 
of  a law  for  the  control  of  such  firms,  agencies  and  so-called 
experts,  and  that  such  a measure  should  include  the  require- 
ment that  each  such  individual  or  firm  post  a surety  bond 
to  guarantee  fulfillment  of  contracts. 

FAYETTE  COUNTY  MEDICAL  SOCIETY 

NO.  6.  REPUDIATION  OF  RELATIVE  VALUE  SCHEDULES 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  The  members  of  the  Fayette  County  Medical 
Society  can  informally  visit  each  other  during  hospital 
rounds,  staff  meetings,  county  meetings,  etc.,  and 

Whereas,  Said  members  can  discuss  among  themselves  the 
economic  phase  of  medical  practice,  including  the  relative 
values  of  various  procedures  under  various  individual  cir- 
cumstances and  conditions,  and 
Whereas,  The  members  of  the  Fayette  County  Medical 
Society  do  not  feel  that  they  are  qualified  as  a group  to 
determine,  prior  to  the  performance  of  the  service,  the  rela- 
tive value  of  the  individual  service  rendered  by  any  of  the 
individual  physician  members,  but  rather  said  Fayette  Coun- 
ty Medical  Society  members  do  feel  that  each  individual 
physician  should  be  allowed,  yea  required,  to  set  his  own 
value  to  his  own  patient  for  his  own  services,  without  inter- 
ference by  organized  medicine  unless  the  physician’s  fee 
appears  to  be  grossly  unreasonable  to  either  the  patient  or 
the  physician,  and 

Whereas,  The  members  of  the  Fayette  County  Medical 
Society  do  not  feel  that  any  other  group  of  mortals,  no  mat- 
ter how  well-intentioned  nor  how  well-devoted  to  their  task, 
can  ever  arrive  at  a decision  concerning  a schedule  of  rela- 
tive values  that  would  be  fitting  and  proper  for  all  members 
of  the  Fayette  County  Medical  Society  at  all  times,  and 
Whereas,  The  Iowa  Medical  Society  in  the  past  has  pub- 
lished a Relative  Value  Schedule  and  a Unit  Fee  Index  where- 
in certain  values  are  attached  to  certain  procedures,  but  no- 
where has  any  publication  of  said  Iowa  Medical  Society  ever 
specified  exactly  what  constitutes  the  performance  of  each 
of  those  procedures,  nor  what  level  of  skill,  competence, 
judgment  and  care  are  necessary  in  said  performance  to 
merit  the  scheduled  value  attached  to  it,  and 

Whereas,  The  true  history  of  relative  value  schedules  and 
unit  fee  indexes  in  the  State  of  Iowa  has  clearly  shown  that 
these  schedules  are  not  purely  voluntary,  as  they  were  in- 
tended to  be,  but  rather  are  expropriated  by  various  organiza- 
tions, notably  Blue  Shield  and  the  State  Department  of  Social 
Welfare,  and  set  up  by  them  as  exact  and  dogmatic  fee  sched- 
ules which  are  used  and  applied  against  all  physicians  in  the 
state,  regardless  of  skill,  competence,  judgment,  care  or  even 
interest  in  the  case,  and 

Whereas,  The  members  of  the  Fayette  Countv  Medical  So- 
ciety can  see  no  need  for  a relative  value  schedule,  which  at 
the  same  time  they  do  see  a real  and  present  danger  of 
regimentation  and  socialization  of  the  nhysician,  with  the 
destruction  of  private  practice  as  a direct  result  of  the 
implementation  of  such  a schedule,  now  therefore  be  it 

Resolved,  That  the  Fayette  County  Medical  Society  hereby 
repudiates  and  disavows  any  connection  or  association  with 
any  and  all  relative  value  schedules,  unit  fee  indexes  or  other 
such  schedules  by  whatever  name  called,  and  the  members 
of  the  Fayette  County  Medical  Society  are  hereby  declared 
free  of  any  encumbrances  which  might  be  imposed  by  any 
such  schedules. 

Adopted  September  11,  1962. 


JEFFERSON  COUNTY  MEDICAL  SOCIETY 

NO.  7.  REPUDIATION  OF  ALL  FEE  SCHEDULES  AND  INDEXES 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

(In  support  of  the  Fayette  County  Medical  Society’s 
resolution  concerning  the  repudiation  of  relative  value 
schedules.) 

Whereas,  Members  of  the  Jefferson  County  Medical  Society 
have  met  informally  and  also  as  a formal  Society  to  discuss 
relative  value  schedules  and  unit  fee  indexes  which  have 
been  forced  upon  them  in  the  last  few  years  by  the  State 
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Department  of  Social  Welfare,  Blue  Shield  and  other  insur- 
ance companies,  and 

Whereas,  Members  of  the  Jefferson  County  Medical  Soci- 
ety feel  that  these  organizations  have  unjustly  expropriated 
these  various  relative  value  schedules  and  unit  fee  indexes 
which  had  been  set  up  by  our  State  Medical  Society  from 
such  information  as  it  had  obtained  from  doctors  elsewhere 
(though  the  Jefferson  County  Medical  Society  has  never 
contributed  any  of  it) , and 

Whereas,  Such  relative  value  schedules  and  unit  fees  were 
intended  to  have  the  status  of  minimum  or  average  indexes 
or  schedules,  various  organizations — notably  Blue  Shield  and 
the  State  Department  of  Social  Welfare — have  chosen  to 
regard  them  as  maximum  fee  schedules,  and 

Whereas,  Any  organization  or  medical  society  other  than 
the  Jefferson  County  Medical  Society  has  no  reason  or  right 
to  receive  information  concerning  the  fees  or  relative  values 
of  various  procedures  used  by  the  members  of  the  Jefferson 
County  Medical  Society,  now  therefore  be  it 

Resolved , That  the  Jefferson  County  Medical  Society  sup- 
ports the  Fayette  County  Medical  Society  in  the  resolution 
it  adopted  on  September  11,  1962,  and  its  introduction  at  the 
Iowa  Medical  Society  meeting  in  the  spring  of  1963, 

FAYETTE  COUNTY  MEDICAL  SOCIETY 

NO.  8.  LIBERTY  AMENDMENT 

(Referred  to  the  Reference  Committee  on  Legislation 
and  Public  Relations  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  The  Iowa  Medical  Society  is  opposed  to  creeping 
inflation  and  the  increasing  power  of  the  bureaucracy  of 
the  federal  government,  and 

Whereas,  The  proposed  Liberty  Amendment  appears  to  be 
a possible  answer  to  the  problem  of  how  to  restore  individual 
liberty  to  the  American  people,  now  therefore  be  it 

Resolved,  That  the  Iowa  Medical  Society  favors  a program 
of  education  for  its  members  concerning  the  content  and 
meaning  of  the  proposed  Liberty  Amendment  to  the  Consti- 
tution of  the  United  States,  and  the  officers  of  the  Iowa 
Medical  Society  are  hereby  empowered  to  take  whatever 
steps  are  necessary  to  carry  out  such  an  educational  program. 

Adopted  September  11,  1962. 


NO.  9.  FEDERAL  SUBSIDIES 

(Referred  to  the  Reference  Committee  on  Legislation 
and  Public  Relations  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  The  Fayette  County  Medical  Society  recognizes 
that  deDendence  upon  federal  government  subsidies  under- 
mines the  economic  and  political  independence  of  the  State 
of  Iowa,  and 

Whereas,  The  motto  of  the  State  of  Iowa  is:  “Our  Liberties 
We  Prize  and  Our  Rights  We  Will  Maintain,”  and 

Whereas,  The  Tenth  Amendment  to  the  Constitution  of  the 
United  States  of  America  says:  “The  powers  not  delegated 
to  the  United  States  by  the  Constitution,  nor  prohibited  by  it 
to  the  states,  are  reserved  to  the  states  respectively,  or  to  the 
people.”  now  therefore  be  it 

Resolved,  By  the  Fayette  County  Medical  Society  that  the 
best  interests  of  the  citizens  of  the  State  of  Iowa  will  be 
served  by  a bold  program  of  independent  action  by  the  peo- 
ple of  Iowa  to  take  care  of  their  own  problems,  without 
shifting  responsibility  to  the  federal  government,  and  withowt 
asking  for  federal  subsidy  or  dole. 

Adopted  September  11,  1962. 


NO.  10.  INDIVIDUAL  RESPONSIBILITY  PLAN 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  The  Fayette  County  Medical  Society  believes  in 
the  principle  of  individual  responsibility,  and 

Whereas,  The  Fayette  County  Medical  Society  believes  that 
the  physician  can  serve  his  patient  best  when  the  physician 
is  free  from  outside  control  or  determining  influence  over 
his  economic  relationship  with  his  patient,  now  therefore  be 
it 

Resolved,  That  the  Fayette  County  Medical  Society  approves 


and  supports  the  resolution  of  the  Pocahontas  County  Medical 
Society,  which  was  introduced  as  Resolution  No.  21  at  the 
annual  meeting  of  the  Iowa  Medical  Society  in  May,  1962, 
calling  for  the  adoption  of  a state-wide  individual  responsi- 
bility plan,  with  the  abolition  of  the  vendor  concept  in  all 
government  medical  programs. 

Adopted  September  11,  1962. 

MARION  COUNTY  MEDICAL  SOCIETY 

NO.  11  VEXATIOUS  LITIGATION 

(Referred  to  the  Reference  Committee  on  Legislation 
and  Public  Relations  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  The  Iowa  Medical  Society  at  its  1962  annual  meet- 
ing approved  the  Marion  County  resolution,  proposing  legis- 
lation to  deter  Vexatious  Litigation  and  also  that  the  resolu- 
tion be  sent  on  to  the  American  Medical  Association  as  a 
memorandum,  and 

Whereas,  The  intent  of  the  Marion  County  delegate  was 
that  the  resolution  be  sent  on  to  the  AMA  delegates  for  their 
approval,  so  that  any  other  state,  through  their  own  legisla- 
ture, by  the  enactment  of  the  proposed  law  could  deter 
Vexatious  Litigation,  and 

Whereas,  For  the  information  of  the  new  delegates,  the 
object  of  the  Marion  County  resolution  was  to  deter  Vex- 
atious Litigation,  or  Nuisance  Suits,  by  a change  in  our  state 
law,  whereby  the  losing  party  in  a law  suit  would  pay  all 
expenses,  including  the  fees  of  the  winning  party's  attorney, 
and  in  this  proposed  legislation  there  would  be  a provision 
so  that  the  poor  man  could  sue  if  he  had  a legitimate  case, 
and  there  would  also  be  some  regulation  of  the  winning  par- 
ty’s attorney  fee  ( although  the  winning  party’s  attorney 
could  charge  his  client  an  additional  fee) . Such  a law  is  in 
effect  in  most  civil  countries  in  Europe,  and  in  a few  in- 
stances under  certain  conditions,  in  our  state  and  federal 
laws,  and 

Whereas,  To  properly  write  a bill  to  introduce  such  legis- 
lation in  a state  would  require  some  research  by  those,  who 
have  no  conflict  of  interest  even  though  indirectly,  with  the 
proposed  leg;slation,  and 

Whereas,  The  proposed  legislation  if  enacted  in  any  state 
would  cut  down  Vexatious  Litigation  or  Nuisance  Suits  im- 
mensely, not  only  against  the  medical  profession,  but  against 
all  the  people,  therefore  be  it 

Resolved,  That  the  Iowa  Medical  Society  forward  a similar 
resolution  on  Vexatious  Litigation,  as  was  approved  by  the 
Iowa  Medical  Society  delegates  in  1962,  to  the  AMA  delegates 
for  their  aonroval,  and  be  it  further 

Resolved.  Tf  this  resolution  is  approved  by  the  AMA  dele- 
gates, that  they  request  the  president  of  the  AMA  to  appoint 
a committee,  whose  interest  is  not  in  conflict  with  the  pro- 
posed legislation,  to  write  a model  bill  for  this  proposed 
legislation,  which  any  state  medical  society,  another  state 
organization  or  even  an  individual  of  any  state  could  intro- 
duce as  a bill  for  their  state  legislature  to  act  upon. 

CERRO  GORDO  COUNTY  MEDICAL  SOCIETY 

NO.  12  IMPLEMENTATION  OF  MEDICAL  AID 
TO  THE  AGED  IN  IOWA 

(Referred  to  the  Reference  Committee  on  Legislation 
and  Public  Relations  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Resolved,  That  if  a vendor  payment  type  program,  with  or 
without  a fiscal  agent,  evolves  in  the  development  of  the 
medical  aid  to  the  aged  program  in  the  State  of  Iowa,  the 
Iowa  Medical  Society  recommends  to  its  members  that  they 
not  accent  fees  from  a state  department  for  professional  serv- 
ices rendered  to  patients  who  are  receiving  medical  aid  under 
this  program. 

POCAHONTAS  COUNTY  MEDICAL  SOCIETY 

NO.  13  IOWA  MEDICAL  SOCIETY-BLUE  SHIELD  RELATIONS 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  The  close  relationship  between  the  Iowa  Medical 
Society  and  its  offspring.  Blue  Shield,  has  shown  some  signs 
of  deterioration,  and 

Whereas,  Certain  actions  of  Blue  Shield  indicate  a failure 
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to  understand  and/or  be  guided  by  the  decisions  of  the  pol- 
icy-making bodies  of  IMS,  and 

Whereas,  The  impression  is  created  by  some  Blue  Cross- 
Blue  Shield  enrollment  representatives  that  they  do  not  al- 
ways fully  appreciate  and  understand  the  reasons  for  and 
necessity  of  a close  relationship  between  Blue  Shield  and  the 
practicing  physician,  and 

Whereas,  The  Pocahontas  County  Medical  Society  has  de- 
fended and  supported  Blue  Shield  for  many  years,  and  there- 
fore deplores  the  above-named  tendencies,  be  it  therefore 
Resolved,  That  the  Iowa  Medical  Society  and  Blue  Shield 
rededicate  themselves  to  their  mutual  aims,  and  that  Blue 
Shield  respect  the  decisions  of  the  policy-making  bodies  of 
the  IMS  in  regard  to  all  new  contracts  and  changes  in  old 
contracts,  and  be  it  further 

Resolved,  That  Blue  Shield  improve  its  liaison  with  the 
practicing  physician,  whether  participating  or  non-participat- 
ing, and  be  it  further 

Resolved,  That  Blue  Shield  give  cognizance  to  the  fact  that 
the  full  service  principle  will  be  tolerated  by  physicians  only 
when  there  is  parity  between  fees  and  full  service  income 
levels. 

Adopted  March  28,  1963. 

SCOTT  COUNTY  MEDICAL  SOCIETY 

NO.  14  BLUE  SHIELD  (BLUE  CHIP) 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  The  Iowa  Medical  Service  has  for  several  years 
offered,  and  at  present  still  offers,  a policy  which  it  calls 
“Blue  Chip,”  and 

Whereas,  This  so-called  “Blue  Chip”  policy  is  advertised  as 
having  “no  limitation  on  payment  when  charges  are  locally 
usual,  customary  and  reasonable,”  and 

Whereas,  In  actual  fact  the  Iowa  Medical  Service  has  con- 
sistently rejected  charges  which  are  locally  usual,  customary 
and  reasonable,  and  substituted  for  it  the  same  fee  schedule 
used  for  its  other  policies  but  based  on  a $5.00  unit,  and 
Whereas,  Such  misdirection  is  not  fitting  to  the  medical 
profession,  and  has  no  place  in  the  Iowa  Medical  Society, 
therefore  be  it 

Resolved,  That  the  Iowa  Medical  Society  ask  the  Iowa 
Medical  Service  to  cease  calling  this  policy  “Blue  Chip”  and 
to  cease  renresenting  it  as  a policy  in  which  there  is  no 
limitation  of  payment  (even  when  qualified  by  the  statement 
“when  charges  are  locally  usual,  customary  and  reasonable” ) . 

SCOTT  COUNTY  MEDICAL  SOCIETY 

NO.  15  DEDUCTIBLE  AND  CO-INSURANCE  PROPOSAL 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  It  is  our  opinion  that  most  present  sickness  in- 
surance coverage  operates  in  such  a manner  as  to  encourage 
unnecessary  use  of  hospital  facilities  and  thereby  constantly 
increases  the  cost  of  premiums,  and 
Whereas,  It  is  our  opinion  that  the  present  Blue  Shield 
policies  offering  full  coverage  of  professional  fees  can  only 
operate  soundly  with  a degree  of  rigid  control  of  the  partici- 
pating physician  which  is  repugnant  to  the  individual  prac- 
titioner, and 

Whereas,  We  do  not  believe  the  great  majority  of  the 
public  wish  “free”  medical  care  but  rather  wish  to  give  a 
reasonable  degree  of  predictability  to  their  medical  require- 
ment, and 

Whereas,  One  of  the  major  original  purposes  of  Blue 
Shield  was  to  be  operated  in  the  area  of  medical  services  not 
covered  by  companies  operating  for  profit,  and 

Whereas,  The  organization  of  Blue  Shield  is  admirably 
suited  to  experimentation  and  pioneer  endeavors  in  the  field 
of  sickness  insurance,  therefore  be  it 

Resolved,  That  the  Iowa  Medical  Society  request  the  Iowa 
Medical  Service  and  the  Iowa  Hospital  Service  to  develop  a 
policy  embodying  the  following  principles: 

1.  $50.00  deductible  per  family  per  policy  year. 

2.  20  per  cent  co-insurance  of  the  next  $1,000.00  per  family 
per  policy  year,  with  80  per  cent  coverage  of  all  hospital 
expense  and  80  per  cent  coverage  of  an  average  and  usual 
fee,  after  satisfaction  of  the  deductible  amount;  such  cover- 
age to  apply  to  diagnostic  laboratory,  radiologic  procedures, 
and  professional  services  in  the  physician's  office  as  well  as  in 
the  hospital. 

3.  Complete  coverage  after  satisfaction  of  the  principles 
embodied  in  number  two  (2)  above;  thus  leaving  a maximum 
predictable  expense  of  $250.00  per  family  per  policy  year, 
in  addition  to  the  premium. 


SCOTT  COUNTY  MEDICAL  SOCIETY 


NO.  16  BLUE  CROSS-BLUE  SHIELD  COVERAGE  FOR 
WIDOWS  AND  ORPHANS  OF  DOCTORS 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  The  doctors  have  always  attempted  to  care  for 
their  loved  ones  medically  as  well  as  financially,  and 

Whereas,  It  is  humane  that  all  doctors’  widows  and  orphans 
should  be  privileged  to  continue  to  receive  good  medical  and 
hospital  coverage,  be  it 

Resolved,  That  the  Iowa  Medical  Society  insist  that  Blue 
Shield  and  Blue  Cross  extend  their  insurance  coverage  to 
the  widows  and  orphans  of  doctors  in  the  Iowa  Medical 
Society  program. 


FAYETTE  COUNTY  MEDICAL  SOCIETY 


NO.  17  METHOD  OF  NOMINATING  AND  ELECTING 

BLUE  SHIELD  BOARD  MEMBERS  1 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  Blue  Shield  in  Iowa  came  into  being  nearly  20 
years  ago  as  “the  doctors’  plan”  only  after  the  endorsement 
and  sponsorship  of  the  House  of  Delegates  of  the  Iowa 
Medical  Society,  and 

Whereas,  Blue  Shield  has  been  repeatedly  advertised  to 
the  general  public  as  “the  doctors'  plan,”  and 

Whereas,  The  vast  majority  of  the  eligible  physicians  in 
Iowa  are  members  of  the  Iowa  Medical  Society  and  the  vast 
majority  of  these  are  participating  physicians  in  Blue  Shield 
and  continue  to  endorse,  sponsor  and,  in  effect,  subsidize  Blue 
Shield,  and 

Whereas.  In  view  of  the  above  the  physicians  of  Iowa  both 
as  members  of  the  sponsoring  Iowa  Medical  Society  and  as 
participating  physicians  in  Blue  Shield  have  every  right  to 
expect  the  affairs  of  Blue  Shield  to  be  conducted  in  a demo- 
cratic fashion  in  accordance  with  the  wishes  of  the  sponsor-1 
ing  medical  profession,  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Iowa  Medical 
Society  go  on  record  as  firmly  recommending  that  the  method 
of  nominating  and  electing  members  of  the  Blue  Shield 
Board  of  Directors  be  changed  so  as  to  enable  the  doctors  of 
Iowa  to  have  a greater  democratic  and  direct  voice  and  vote 
in  said  nominating  and  election  processes  than  at  present 
and  that,  specifically,  Blue  Shield  be  urged  to  adopt  a sim- 
ilar or  identical  process  as  utilized  by  the  Iowa  Medical  So- 
ciety in  its  nomination  and  election  of  officers,  and  be  it  fur- 
ther 

Resolved,  That  unless  there  be  speedy  indications  that  a 
proper  relationship  between  the  sponsoring  Iowa  Medical 
Society  and  Blue  Shield  can  be  and  will  be  established  and 
maintained  this  House  of  Delegates  go  on  record  as  firmly 
recommending  appropriate  action  to  change  the  “full  service” 
concept  of  Blue  Shield  to  the  “indemnity  contract”  concept. 

Adopted  by  Fayette  County  Medical  Society,  March 
27,  1963. 

POLK  COUNTY  MEDICAL  SOCIETY 


NO.  18  RELATIVE  VALUE  PUBLICATIONS 

(Referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service  for  study  and  recommendation. 
For  final  action  by  the  House  of  Delegates,  see  the 
report  of  the  reference  committee.) 

Whereas,  The  Iowa  Medical  Society  presently  has  three 
books  in  use  as  fee  schedules  or  relative  value  schedules: 
(1)  green  book — Iowa  Relative  Value  Index,  (2)  grey  book. — 
Iowa  Unit  Fee  Index,  (3)  red  book — Iowa  Relative  Value 
Schedule;  and  Iowa  Medical  Service  publishes  one  book — 
yellow  book. — Schedule  of  Service  Benefits;  and 

Whereas,  These  books  are  all  used  by  various  organizations 
in  various  ways;  i.e.,  green  book  is  presently  used  only  by 
doctors;  grey  book  is  used  by  the  State  Welfare  and  by  cer- 
tain Blue  Shield  plans;  red  book  is  used  by  certain  Blue 
Shield  plans  and  the  yellow  book  by  still  other  Blue  Shield 
plans.  Different  ones  are  used  by  other  insurance  companies 
as  guides  to  determine  fees  in  Iowa;  and 
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Whereas,  The  relative  values  in  these  different  books  are 
often  the  same — especially  in  the  field  of  surgery  but  there  is 
great  variation  in  other  areas — especially  in  medical  areas; 
and 

Whereas,  The  State  Welfare  Board  has  answered  com- 
plaints of  low  fees  of  certain  medical  procedures  by  stating 
that  first  the  Iowa  Medical  Society  must  change  the  unit  fee 
index.  Particular  attention  was  paid  to  house  calls  in  this 
matter,  now,  therefore,  be  it 

Resolved,  That  to  avoid  so  much  confusion  the  Iowa  Med- 
ical Society  adopt  one  of  these  four  books  preferably  the 
most  recent  green  book  and  acknowledge  this  book  alone  and 
refuse  to  acknowledge  the  other  fee  schedules;  and  be  it 
further 

Resolved,  That  all  insurance  companies  in  Iowa,  the  various 
welfare  boards  and  other  agencies  interested  in  third  party 
medicine  be  notified  that  the  Iowa  Medical  Society  has  adopt- 
ed and  will  acknowledge  only  the  Iowa  Relative  Value  Index 
(green  book). 


WEBSTER  COUNTY  MEDICAL  SOCIETY 


NO.  19  qualifications  for  nursing  instructors 

(Referred  to  the  Reference  Committee  on  Miscel- 
laneous Business  for  study  and  recommendation.  For 
final  action  by  the  House  of  Delegates,  see  the  report 
of  the  reference  committee.) 

Whereas,  Difficulty  is  being  experienced  by  certain  excel- 
lent Iowa  schools  of  nursing  in  obtaining  adequate  numbers 
of  faculty  members,  and 

Whereas,  At  least  a part  of  this  difficulty  is  a result  of 
arbitrary  standards  now  required  for  these  positions,  and 

Whereas,  certain  otherwise  well-qualified  nursing  instruc- 
tors are  now  excluded  from  these  positions,  now  therefore 
be  it 

Resolved,  That  the  House  of  Delegates  of  the  Iowa  Medical 
Society  request  the  Iowa  Nursing  Association  and  appropriate 
regulatory  agencies  of  the  Government  of  the  State  of  Iowa 
to  take  appropriate  action  to  make  the  formal  qualifications 
for  nursing  instructors  sufficiently  elastic  to  provide  adequate 
numbers  of  well-qualified  instructors  for  nursing  schools  in 
this  State. 


LIFE  AND  ASSOCIATE  MEMBERSHIPS 


LIFE  membership  recommended  on  the  basis  of 
50  years’  practice  and  30  years’  membership 


Benton  County 
Black  Hawk  County 


Buena  Vista  County 
Cerro  Gordo  County 
Lee  County 
Pottawattamie  County 

Wapello  County 

Wayne  County 
Wright  County 


Clyde  E.  Thomas,  Keystone 
Carl  L.  Bradley,  Newhall 
Albert  J.  Joynt,  Waterloo 
Ralph  E.  Russell,  Waterloo 
Thomas  F.  Thornton,  Sr.,  Waterloo 
Thomas  R.  Campbell,  Sioux  Rapids 
Ezra  L.  Wurtzer,  Clear  Lake 
Jesse  L.  Saar,  Donnellson 
William  E.  Ash,  Council  Bluffs 
Gerald  V.  Caughlan,  Council  Bluffs 
Harold  A.  Spilman,  Ottumwa 
Thomas  L.  Vineyard,  Ottumwa 
David  R.  Ingraham,  Sewal 
John  R.  Christensen,  Eagle  Grove 


ASSOCIATE  MEMBERSHIP  RECOMMENDED  ON  THE  BASIS 
OF  RETIREMENT  OR  INCAPACITATION 

Buena  Vista  County  Harold  E.  Farnsworth,  Storm  Lake 

Polk  County  Harold  C.  Black,  Des  Moines 

Neils  M.  Hanson,  Des  Moines 
I Sarah  U.  Wykoff,  Des  Moines 

A nomination  for  the  outstanding  Iowa  General 
Practitioner  of  the  Year  Award  was  received. 

It  was  announced  that  reference  committees  would 
begin  their  hearings  30  minutes  following  adjournment 
of  the  House  of  Delegates,  which  established  the  time 
of  4: 00  p.m. 

Reference  committee  chairmen  were  invited  to  meet 
with  the  speaker  immediately  following  adjournment 
of  the  House  to  receive  their  final  instructions. 

Delegates  were  informed  that  the  House  of  Delegates 
would  convene  Wednesday  morning,  April  10,  at  8:00 
a.m.,  in  the  Grand  Ballroom  of  the  Savery  Hotel.  They 
were  asked  to  report  promptly. 

The  House  was  adjourned  at  3:  25  p.m. 


WEDNESDAY  SESSION,  APRIL  10,  1963 

The  Wednesday  session  of  the  House  of  Delegates 
was  called  to  order  at  8: 00  a.m.  The  House  approved 
the  taking  of  attendance  by  registration  cards.  There 
were  110  delegates,  12  voting  alternates  and  14  ex- 
officio  members  present. 


County 

Adair 

Delegate 

Alternate 

Adams 

J.  C.  Nolan 

Allamakee 

R.  H.  Palmer 

Appanoose 

Audubon 

E.  A.  Larsen 

Benton 

J.  E.  Blumgren 

Black  Hawk 

R.  C.  Miller 

F.  G.  Loomis 

G.  D.  Phelps 
C.  D.  Ellyson 
T.  L.  Trunnell 

Boone 

E.  E.  Linder 

Bremer 

V.  H.  Carstensen 

Buchanan 

R.  L.  Knipfer 

Buena  Vista 

P.  W.  Brecher 

Butler 

F.  A.  Rolfs 

Calhoun 

Carroll 

C.  R.  Wilson 

H.  L.  Skinner 

Cass 

J.  D.  Weresh 

Cedar 

Cerro  Gordo 

G.  J.  Sartor 

L.  J.  Kirkham 

Cherokee 

J.  F.  Paulson 

D.  C.  Koser 

Chickasaw 

D.  L.  Trefz 

Clarke 

G.  I.  Armitage 

Clay 

Clayton 

D.  H.  King 

Clinton 

Crawford 

H.  A.  Amesbury 
M.  E.  Barrent 

Dallas-Guthrie 

W.  A.  Castles 
R.  J.  Peterson 

Davis 

J.  R.  Scheibe 

Decatur 

E.  E.  Garnet 

Delaware 

R.  E.  Clark 

Des  Moines 

F.  G.  Ober 

Dickinson 

J.  L.  Saar 

R.  J.  Coble 

Dubuque 

D.  F.  Ward 
K.  K.  Hazlet 
D.  A.  Howell 

Emmet 

J.  P.  Clark 

Fayette 

R.  S.  Jaggard 

Floyd 

Franklin 

Fremont 

R.  M.  Nielsen 

Greene 

Grundy 

G.  A.  Paschal 

H.  V.  Kahler 

Hamilton 

Hancock- Winnebago 

J.  R.  Camp 
J.  T.  Mangan 

Hardin 

J.  J.  Shurts 

Harrison 

Henry 

J.  W.  Barnes 

Howard 

P.  A.  Nierling 

Humboldt 

Ida 

I.  T.  Schultz 

Iowa 

Jackson 

D.  F.  Miller 

Jasper 

Jefferson 

J.  W.  Billingsley 

K.  H.  Strong 

Johnson 

C.  P.  Goplerud 

J.  M.  Layton 
C.  E.  Schrock 

C.  E.  Radcliffe 

K.  R.  Cross 

C.  R.  Eicher 
K.  J.  Judiesch 

G.  W.  Howe 

Jones 

L.  D.  Caraway 

Keokuk 

R.  G.  Gillett 

Kossuth 

M.  G.  Bourne 

Lee 

L.  C.  Pumphrey 
J.  W.  Saar 

Linn 

Louisa 

J.  J.  Redmond 
J.  J.  Keith 
R.  M.  Chapman 

Lucas 

T.  C.  White 

Lyon 

G.  D.  Bullock 

Madison 

J.  E.  Evans 

Mahaska 

G.  S.  Atkinson 

Marion 

Peter  Van  Zante 

Marshall 

O.  D.  Wolfe 
L.  O.  Goodman 

Mills 

Mitchell 

Monona 

Monroe 

M.  L.  Scheffel 
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Delegate 

County  Alternate 

Montgomery 

Oscar  Alden 

Muscatine 

C.  P.  Phillips 

O’Brien 

Osceola 

J.  C.  Peterson 

Page 

Palo  Alto 

G.  H.  Powers 

Plymouth 

Pocahontas 

J.  M.  Rhodes 

Polk 

J.  T.  Bakody 
E.  T.  Burke 

D.  F.  Crowley,  Jr. 
C.  W.  Losh,  Jr. 

N.  W.  Irving,  Jr. 
M.  T.  Bates 
A.  N.  Smith 
R.  B.  Stickler 
P.  K.  Hughes 
J.  T.  McMillan 
J.  H.  Kelley 
H.  E.  Wichern 

Pottawattamie 

C.  V.  Edwards,  Jr. 
F.  E.  Marsh,  Jr. 

F.  N.  Weber 

Poweshiek 

Ringgold 

D.  E.  Mitchell 

Sac 

John  Hubiak 

Scott 

Erling  Larson 
J.  H.  Sunderbruch 

J.  F.  Bishop 
W.  S.  Pheteplace 

Shelby 

J.  H.  Spearing 

Sioux 

M.  O.  Larson 

Story 

G.  E.  Montgomery 
J.  D.  Conner 

Tama 

A.  J.  Havlik 

Union-Taylor 

D.  L.  York 
R.  W.  Boulden 

Van  Buren 

Wapello 

K.  E.  Lister 

P.  W.  Scott 

Warren 

Amalgamated  with  Polk  County 

Washington 

G.  J.  Nemmers 

Wayne 

C.  N.  Hyatt 

Webster 

P.  M.  Kersten 

J.  F.  Kelly 

Winneshiek 

R.  M.  Dahlquist 

Woodbury 

J.  A.  McFarlane 
P.  M.  Cmeyla 
R.  C.  Larimer 
C.  L.  Beye 

Worth 

W.  G.  McAllister 

Wright 

C.  P.  Hawkins 

LIAISON  DELEGATES 

H.  W. 

Mathiasen  J.  W.  Billingsley 

OFFICERS  PRESENT  AS  EX-OFFICIO 

MEMBERS  OF  THE  HOUSE 

G.  H.  Scanlon 

S.  P.  Leinbach  E.  M.  Smith 

C.  V.  Edwards, 

Sr.  C.  W.  Seibert  Fred  Sternagel 

G.  E.  McFarland  J.  W.  Ferguson  W.  D.  Abbott 

R.  F.  Birge 

L.  W.  Swanson  O.  N.  Glesne 

L.  J.  Halpin 

H.  J.  Smith 

Minutes  of  the  April  7 meeting  of  the  House  of 
Delegates  were  read  and  approved.  The  election  of 
officers  followed,  and  the  following  physicians  were 
chosen: 


President-Elect 

Vice-President 

Trustee 

Speaker  of  the  House 
Vice  Speaker  of  the  House 
Secretary 
Treasurer 

Councilor,  3rd  District 
Councilor,  5th  District 

Councilor,  8th  District 

Councilor,  10th  District 
AMA  Delegate 
AMA  Alternate  Delegate 
Liaison  Delegates  to  IMS  (2) 


O.  D.  Wolfe,  M.D.,  Marshalltown 
Oscar  Alden,  M.D.,  Red  Oak 
J.  H.  Sunderbruch,  M.D., 
Davenport 

*L.  J.  Halpin,  M.D.,  Cedar  Rapids 
*P.  M.  Kersten,  M.D.,  Fort  Dodge 
*R.  F.  Birge,  M.D.,  Des  Moines 
V.  L.  Schlaser,  M.D.,  Des  Moines 
J.  L.  Powers,  M.D.,  Estherville 
N.  W.  Irving,  Jr.,  M.D., 

Des  Moines 

*J.  H.  Sunderbruch,  M.D., 
Davenport 

*E.  E.  Garnet,  M.D.,  Lamoni 
*D.  F.  Ward,  M.D.,  Dubuque 
*E.  M.  Smith,  M.D.,  Eagle  Grove 
C.  P.  Hawkins,  M.D.,  Clarion 
R.  C.  Larimer,  M.D.,  Sioux  City 


(The  AMA  delegate  and  alternate  start  their  new  terms 
in  January,  1964.) 


* Reelected. 


Reference  Committee  Reports 

The  following  reference  committee  reports  were 
approved  by  the  House  of  Delegates. 

INSURANCE  AND  MEDICAL  SERVICE 

Your  Reference  Committee  on  Insurance  and  Med- 
ical Service  was  given  the  responsibility  of  considering 
the  following  items  referred  to  it  by  the  House  of 
Delegates.  Your  Reference  Committee  met  in  open 
session  on  Sunday  afternoon  to  hear  opinions  on 
these  several  items  from  all  interested  parties. 

1.  Resolutions  1 and  10,  introduced  by  Pocahontas 
County  Medical  Society  and  Fayette  County  Medical 
Society,  on  the  subject  of  Individual  Responsibility. 
Your  Reference  Committee  feels  strongly  that  this 
plan  probably  has  some  merit  and  recommends  to  the 
House  that  these  Resolutions  be  referred  to  the  Sub- 
committee on  Prepayment  Medical  Care  for  further 
evaluation  on  how  this  plan  has  been  working  in  other 
parts  of  the  country  and  suggests  it  report  back  to  the 
House  at  the  spring  meeting  of  the  IMS  in  1964. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

2.  Resolutions  2,  6 and  7,  introduced  by  Fayette 
County  Medical  Society  and  Jefferson  County  Medical 
Society,  on  the  subject  of  Relative  Value  Schedules. 
Your  Reference  Committee  believes  it  is  inherent  in 
the  structure  of  the  Medical  Society  that  any  county 
society  or  individual  physician  may  accept  or  reject 
a relative  value  schedule  approved  by  the  State  Med- 
ical Society.  In  truth,  the  Relative  Value  Index  states 
with  clarity  that  it  is  not  a fee  schedule  and  physician 
compliance  is  optional.  Therefore,  no  action  is  neces- 
sary on  these  three  Resolutions. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

3.  Resolution  18,  introduced  by  Polk  County  Medical 
Society,  regarding  relative  value  schedules.  Your  Ref- 
erence Committee  heartily  endorses  Resolution  18  and 
recommends  that  all  insurance  companies  in  Iowa,  the 
various  welfare  boards  and  other  agencies  concerned 
with  third  party  medicine,  be  notified  that  the  Iowa 
Medical  Society  has  adopted  and  will  acknowledge 
only  the  Iowa  Relative  Value  Index  (Green  Book). 
Your  Reference  Committee  recommends  that  the  latest 
Iowa  Relative  Value  Index  (Green  Book)  should  be 
implemented  as  rapidly  as  possible  in  its  entirety. 

This  action,  if  adopted  by  the  House  of  Delegates, 
automatically  rescinds  any  previous  Relative  Value 
Indexes. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

4.  Resolution  14,  introduced  by  Scott  County  Med- 
ical Society,  on  the  subject  of  Blue  Shield  (Blue  Chip). 
Your  Reference  Committee  recommends  no  action 
since  the  Blue  Chip  Program  will  be  taken  up  in  sub- 
sequent recommendations. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

5.  Resolution  15,  introduced  by  Scott  County  Medical 
Society,  on  the  subject  of  Deductible  and  Co-Insurance. 
Your  Reference  Committee  endorses  in  theory  the 
principle  of  co-insurance  and/or  deductible  in  com- 
bination as  a measure  to  reduce  abuses  of  overutiliza- 
tion and  recommends  that  the  Scott  County  Resolution 
be  referred  to  the  Subcommittee  on  Prepayment  Med- 
ical Care  to  study  the  feasibility  of  this  type  of  plan. 
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Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

6.  Resolution  16,  introduced  by  Scott  County  Medical 
Society,  concerning  Blue  Cross-Blue  Shield  Coverage 
for  Widows  and  Orphans  of  Doctors.  Your  Reference 
Committee  favors  the  Resolution  and  suggests  that 
this  matter  be  referred  to  the  Committee  on  Group 
Insurance  for  study  and  any  necessary  action. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

7.  Resolution  13,  introduced  by  Pocahontas  County 
Medical  Society,  on  the  subject  of  Iowa  Medical  So- 
ciety-Blue Shield  Relations.  Your  Reference  Commit- 
tee feels  the  subject  matter  of  this  Resolution  is  cov- 
ered by  the  Board  of  Trustees  Supplemental  Report 
“D”  and  therefore  recommends  no  action. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

8.  Resolution  17,  introduced  by  Fayette  County  Med- 
ical Society,  concerning  the  Method  of  Nominating  and 
Electing  Blue  Shield  Board  members.  Your  Reference 
Committee  feels  this  Resolution  should  be  rejected  as 
we  believe  the  doctors  of  Iowa  do  have  a democratic 
and  direct  vote  in  electing  members  of  the  Blue  Shield 
Board,  both  from  their  own  district  and  for  the  mem- 
bers at  large  if  the  right  is  exercised.  In  addition,  rela- 
tionships between  the  IMS  and  Blue  Shield  are  being 
given  increasing  attention  as  stated  in  Supplemental 
Report  “D”  of  the  Board  of  Trustees. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

9.  Supplemental  Report  of  the  IMS  Policy-Evaluation 
Committee.  In  considering  the  report  of  the  Policy- 
Evaluation  Committee,  your  Reference  Committee  rec- 
ommends acceptance  of  the  report  and  further  that  the 
suggestions  of  the  Policy-Evaluation  Committee  be 
carried  out  as  follows:  Your  Reference  Committee 
recommends  that  the  membership  be  given  a year  to 
consider  its  findings  and  that  the  members  of  the 
House  discuss  the  facts  contained  in  this  report  with 
their  county  constituents.  In  addition,  the  Reference 
Committee  recommends  that  special  meetings  be  ar- 
ranged by  each  county  society  with  Iowa  Medical  So- 
ciety and  Blue  Shield  representatives  for  the  purpose 
of  discussing  all  aspects  of  Blue  Shield  as  contained  in 
the  Policy-Evaluation  Committee  Report.  A twelve- 
month  period  should  be  ample  for  all  members  to  offer 
their  comments.  It  is  recommended  that  opinions  and 
actions  be  channeled  through  the  Policy-Evaluation 
Committee  so  that  it  may  have  the  benefit  of  the 
members’  thinking  when  its  final  report  is  assembled 
for  presentation  to  the  House  of  Delegates  next  year. 
Comments  should  be  solicited  from  participating  physi- 
cians, but  we  also  urge  non-participating  physicians  to 
respond.  Your  Reference  Committee  recommends  that 
the  Policy-Evaluation  Committee  come  up  with  firm 
recommendations  regarding  Blue  Shield  offerings  to 
present  to  the  1964  session  of  the  House  of  Delegates. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

Your  Reference  Committee  wishes  to  comment  fur- 
ther on  one  portion  of  the  Policy-Evaluation  Committee 
Report.  That  section  of  the  report  concerning  contracts 
B300G  and  B450  for  Federal  Employees  and  National 
Accounts  suggests  that  this  program  could  replace  the 
existing  B300  and  B400  contracts.  We  understand  that 
at  the  present  time,  the  B300G  and  B450  contracts  are 
not  being  promoted  for  sale  to  individuals.  Your  Refer- 
ence Committee  is  of  the  opinion  that  the  House  of 


Delegates,  when  it  approved  in  1961  the  higher  income 
levels  which  permitted  the  development  of  these  con- 
tracts, intended  that  this  sale  be  limited  to  federal 
employees  and  national  accounts.  It  has  been  pointed 
out  that  legally  the  sale  of  any  contract  cannot  be  lim- 
ited and  although  the  B300G  and  B450  contracts  are 
not  at  present  being  promoted  publicly,  they  are  avail- 
able to  other  than  national  accounts  and  federal  em- 
ployees. Your  Reference  Committee  recommends  that 
this  policy  of  no  public  promotion  be  maintained  until 
a year’s  study  at  the  county  level  on  the  relationship 
of  these  four  Blue  Shield  policies — B300,  B300G,  B400 
and  B450 — is  completed. 

Mr.  Speaker,  I recommend  adoption  of  this  portion 
of  the  report. 

10.  Supplemental  Report  “D”  of  the  Board  of  Trus- 
tees. Your  Reference  Committee  agrees  with  the  tenor 
of  the  report  by  the  Board  of  Trustees  and  recom- 
mends adoption  of  the  following  specific  points: 

(1)  Because  of  the  innovations  that  have  taken 
place  since  the  Blue  Chip  Plan  was  originally  author- 
ized, the  Reference  Committee  feels  that  members  of 
the  House  of  Delegates  and  the  full  membership 
should  be  apprised  of  any  contract  modifications  or 
interpretations.  Your  Reference  Committee  points  out 
that  this  will  occur  if  the  recommendations  regarding 
the  Policy-Evaluation  Committee  are  adopted. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

(2)  In  the  interest  of  mutual  relations,  we  recom- 
mend that  when  it  becomes  necessary  to  alter  a Blue 
Shield  program  to  conform  to  insurance  regulations  or 
legal  requirements  after  it  has  been  approved  by  a 
policy-making  body  of  the  Medical  Society,  either  the 
House  of  Delegates  or  Executive  Council  should  be 
provided  opportunity  to  reconsider  the  effect  these 
modifications  or  interpretations  will  have  on  the  indi- 
vidual physician’s  practice  before  a new  plan  is  offered 
to  the  public. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

(3)  That  in  the  future,  Medical  Society  and  Blue 
Shield  representatives  make  every  effort  to  confer 
jointly  with  appropriate  state  insurance  officials  to 
ascertain  requirements  involving  specific  plans  before 
they  are  submitted  to  a policy-making  body  for  ap- 
proval. We  feel  it  is  essential  that  the  membership 
have  the  benefit  of  full  information  on  any  proposed 
program  at  the  time  action  is  required. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

(4)  We  recommend  that  regular  meetings  be  sched- 
uled, at  least  on  a quarterly  basis  between  the  Board 
of  Trustees  of  the  IMS,  and  appropriate  Blue  Shield 
representatives.  It  is  the  feeling  of  the  Reference  Com- 
mittee that  if  these  sessions,  which  have  been  held 
during  1962-1963,  had  occurred  in  previous  years,  pres- 
ent misunderstandings  would  have  been  less  likely  to 
occur. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

Your  Reference  Committee  would  like  to  commend 
the  Policy-Evaluation  Committee  and  the  Board  of 
Trustees  for  the  manner  in  which  their  respective 
directives  have  been  carried  out  and  the  informative 
reports  submitted  to  the  House  of  Delegates. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 
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Mr.  Speaker,  I move  adoption  of  this  report  as  a 
whole  as  amended. 

Respectfully  submitted, 

C.  E.  Radcliffe,  M.D.,  Chairman 
L.  D.  Caraway,  M.D. 

A.  J.  Havlik,  M.D. 

C.  N.  Hyatt,  M.D. 

R.  H.  Palmer,  M.D. 

LEGISLATION  AND  PUBLIC  RELATIONS 

Your  Reference  Committee  on  Legislation  and  Pub- 
lic Relations  held  open  hearings  on  Sunday,  April  7. 
Further  deliberations  took  place  in  executive  session, 
with  the  Committee  referring  to  reports  and  additional 
information  supplied  by  previous  committees  and  legal 
counsel.  The  following  items  were  referred  to  this 
Committee  by  the  House  of  Delegates: 

Resolutions  3,  4,  5,  8,  9,  11  and  12 

Supplemental  Reports  of: 

Committee  on  Industrial  Health 
Osteopathic  and  MD/DO  Liaison  Committees 
Committee  on  Legislation 

Committee  considerations  of  the  various  resolutions 
and  reports  are  presented  in  this  report  in  the  same 
order  in  which  they  were  discussed  in  open  hearing 
and  executive  session. 

RESOLUTION  5 FROM  BLACK  HAWK  COUNTY 

It  appeared  to  the  Reference  Committee  that  the 
complaint  regarding  health  studios,  salons,  etc.,  is  to  a 
great  extent  a matter  of  business  ethics  rather  than 
of  medical  practice.  Control  of  such  practices  should 
be  sought  through  the  efforts  of  the  business  commu- 
nity in  which  they  occur.  Local  county  societies  having 
such  difficulties  would  do  well  to  secure  the  fullest 
cooperation  of  the  business  community  in  resolving 
the  problem.  Your  Reference  Committee  recommends 
that  no  action  be  taken  on  this  resolution. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

RESOLUTION  11  FROM  MARION  COUNTY 

After  considerable  study  and  discussion,  it  was  felt 
that  the  substance  of  the  resolution  on  vexatious  litiga- 
tion had  been  approved  by  the  1962  House  of  Dele- 
gates, but  that  the  resolution  did  not  carry  out  the 
intent  of  the  sponsors.  Therefore,  to  clarify  this  intent, 
the  Reference  Committee  recommends  the  amendment 
of  the  last  two  paragraphs  of  the  resolution  as  follows: 

Resolved,  That  the  Iowa  Medical  Society  forward  a resolu- 
tion on  vexatious  litigation,  stating  the  substance  of  the  reso- 
lution approved  by  the  Iowa  Medical  Society  House  of  Dele- 
gates in  1962,  to  the  next  meeting  of  the  AMA  House  of  Dele- 
gates for  its  action,  and  be  it  further 

Resolved,  If  this  resolution  is  approved  by  the  House  of 
Delegates  of  the  AMA,  that  the  president  of  the  AMA  be 
requested  to  appoint  a committee  to  study  and  write  a bill 
for  this  proposed  legislation  which  may  serve  as  a model  for 
any  state  medical  society  wishing  to  enact  this  type  of  legis- 
lation. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

RESOLUTION  12  FROM  CERRO  GORDO  COUNTY 

In  view  of  past  commitments  and  pending  legislation 
on  the  implementation  of  MAA  in  Iowa,  no  action 
should  be  taken  on  this  resolution  at  this  time. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 


RESOLUTION  4 FROM  DAVIS  COUNTY 

The  Reference  Committee  studied  this  resolution  on 
free  choice  of  physician  in  compensation  cases  in  con- 
duction with  the  Supplemental  Report  of  the  Commit- 
tee on  Industrial  Health.  In  view  of  the  subsequent  ap- 
proval of  that  Supplemental  Report,  the  Reference 
Committee  felt  that  no  action  should  be  taken  on  Reso- 
lution 4 at  this  time.  It  urges  the  Committee  on  In- 
dustrial Health  to  encourage  voluntary  procedures 
which  would  facilitate  the  free  choice  of  physician. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

RESOLUTIONS  3,  8 AND  9 FROM  FAYETTE  COUNTY 

These  three  resolutions,  being  similar  in  content, 
were  considered  together.  Your  Reference  Committee 
recommends  approval  of  Resolution  8 — which  provides 
for  a program  of  education  for  Society  members  on 
the  meaning  and  content  of  the  Liberty  Amendment — 
with  the  understanding  that  the  responsibility  for 
carrying  out  the  program  shall  remain  with  the  Fa- 
yette County  Medical  Society  and  shall  be  implemented 
in  the  name  of  the  Fayette  County  Medical  Society 
with  whatever  assistance  the  IMS  Board  of  Trustees 
may  deem  reasonable  and  appropriate.  The  Reference 
Committee  feels  that  until  the  members  of  the  Society 
are  well  versed  in  the  meaning  of  this  amendment,  no 
action  should  be  taken  on  Resolutions  3 and  9. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

SUPPLEMENTAL  REPORT  OF  THE  OSTEOPATHIC  AND 
MD/DO  LIAISON  COMMITTEES 

Your  Reference  Committee  notes  that  page  one  of 
the  report  was  amended  by  Dr.  Rhodes,  chairman  of 
these  Committees. 

Your  Committee,  noting  the  request  for  advice  and 
direction  from  the  House  of  Delegates  on  page  three 
of  the  report,  heard  considerable  discussion  in  the  open 
hearings  on  the  evaluation  program  and  the  continu- 
ation of  the  MD/DO  Liaison  Committee.  Comments 
indicated  that  there  was  near  unanimity  of  opinion 
that  the  evaluation  program  (modified,  if  indicated), 
as  well  as  the  MD/DO  Liaison  Committee,  should  be 
continued  as  long  as  the  Society  feels  that  the  purposes 
of  the  program  and  the  Committee  are  fulfilled. 

Special  commendation  is  hereby  given  to  the  men 
who  have  worked  long  and  unselfishly  on  these  com- 
mittees, and  to  Dr.  Rhodes,  who  has  given  unstintingly 
of  his  time  as  chairman. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

SUPPLEMENTAL  REPORT  OF  THE  COMMITTEE  ON  LEGISLATION 

This  report  was  considered  in  parts.  The  first  part — 
on  national  legislation — had  been  submitted  for  infor- 
mation only.  The  second  part — on  state  legislation — 
was  discussed  section  by  section.  Except  for  the  items 
herein  specified,  no  comment  was  required. 

Composite  Board.  This  section  was  discussed  previ- 
ously in  discussion  of  the  Supplemental  Report  of  the 
Osteopathic  and  MD/DO  Liaison  Committees  and  re- 
quires no  further  comment. 

Nurses  Practice  Act.  In  consideration  of  this  section, 
your  Reference  Committee  recognizes  the  dilemma  of 
the  Committee  on  Legislation  regarding  IMS  policy  on 
the  licensing  of  paramedical  groups  as  to  whether  or 
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not  it  applies  to  nurses.  We  concur  with  the  Commit- 
tee’s suggestion  that  the  question  be  referred  to  the 
appropriate  IMS  committee  for  research. 

Radiation  Control.  This  Reference  Committee  takes 
cognizance  of  the  importance  of  this  section  and  urges 
the  fullest  support  possible  for  this  vital  piece  of  legis- 
lation. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

Mr.  Speaker,  I move  the  adoption  of  this  report  as  a 
whole. 

In  conclusion,  your  Reference  Committee  commends 
those  who  appeared  before  it  in  open  hearing,  and 
recognizes  their  sincere  effort.  This  interest  and  effort 
has  been  of  great  value  in  aiding  the  Reference  Com- 
mittee in  its  deliberations. 

Respectfully  submitted, 

E.  E.  Gamet,  M.D.,  Chairman 
N.  W.  Irving,  Jr.,  M.D. 

J.  F.  Kelly,  M.D. 

R.  J.  Coble,  M.D. 

MISCELLANEOUS  BUSINESS 

Mr.  Speaker,  your  Reference  Committee  on  Miscel- 
laneous Business  met  and  considered  the  following 
subjects: 

1.  A report  from  the  Preceptorship  Committee  and 
your  Reference  Committee  emphatically  recommends 
that  a preceptorship  should  continue  to  be  a require- 
ment for  graduation. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

2.  Your  Reference  Committee  considered  the  hand- 
book Report  of  the  Subcommittee  on  Medical  Practice 
in  Hospitals  and  Nursing  Homes.  Your  Reference  Com- 
mittee approves  this  report  as  a whole  with  the  excep- 
tion of  recommendation  No.  2 on  page  78  in  the  hand- 
book report,  the  substance  of  this  paragraph  being 
referred  to  the  Reference  Committee  on  Insurance  and 
Medical  Service. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

3.  Your  Reference  Committee  considered  the  Sup- 
plemental Report  of  the  Subcommittee  on  Medical 
Practice  in  Hospitals  and  Nursing  Homes.  Your  Refer- 
ence Committee  recommends  approval  of  the  Supple- 
mental Report  as  it  defines  the  responsibilities  and 
privileges  of  both  the  governing  board  of  a private 
hospital  and  a physician  of  that  hospital  staff. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

4.  Your  Reference  Committee  studied  the  Supple- 
mental Report  of  the  Subcommittee  on  Rehabilitation 
and,  since  this  report  was  for  informational  purposes 
only,  your  Reference  Committee  has  no  recommenda- 
tion except  to  approve  the  Supplemental  Report  as 
presented. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

5.  Your  Reference  Committee  heard  lengthy  testi- 
mony and  considered  carefully  the  Supplemental  Re- 
port of  the  Committee  on  Medical  Education  and 
Hospitals. 

Your  Reference  Committee  recommends  wholeheart- 
ed support  of  Dean  Hardin  by  the  medical  profession 
in  Iowa. 

Your  Reference  Committee  believes  the  vision,  atti- 


tudes, achievements  and  cooperation  of  Dean  Hardin 
with  the  Iowa  Medical  Society  are  excellent. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

Your  Committee  feels  it  is  essential  to  perpetuate  the 
training  of  physicians  in  general  practice;  general  in- 
ternships are  of  greater  importance  than  straight  in- 
ternships; intern  training  programs  should  be  centered 
in  community  hospitals  rather  than,  or  in  addition  to, 
University  Hospitals;  intern  and  resident  programs 
should  be  based  on  the  number  of  general  practitioners 
and  specialists  who  will  need  to  be  replaced  in  coming 
years;  and,  it  would  be  advisable  to  develop  a master 
plan  for  medical  education  in  Iowa. 

Further,  your  Reference  Committee  believes  the 
AMA  Council  on  Medical  Education  and  Hospitals  does 
not  reflect  clearly  the  current  problems  in  medical 
education  and  patient  care,  and  the  IMS  should  sup- 
port resolutions  recommending  an  equitable  represen- 
tation of  physicians  in  private  practice  and  medical 
educators  on  the  AMA  Council  on  Medical  Education 
and  Hospitals,  in  an  effort  to  assure  physicians  not  in 
academic  medicine  a more  powerful  voice  in  establish- 
ing policies  and  programs. 

Your  Reference  Committee  recommends  that  at  least 
one  IMS  AMA  Delegate  and  other  available  members 
present  the  above  views  before  the  AMA  Council  on 
Medical  Education  and  Hospitals  Reference  Committee 
hearings  which  will  be  held  during  the  1963  Annual 
Meeting  of  the  AMA  in  Atlantic  City,  June  16-20. 

Mr.  Speaker,  I move  adoption  of  this  portion  of  the 
report. 

Your  Reference  Committee  considered  resolution 
No.  19  introduced  by  the  Webster  County  Medical  So- 
ciety regarding  the  formal  qualifications  for  nursing 
instructors.  Your  Reference  Committee  recommends 
the  resolution  be  referred  to  the  IMS  Special  Commit- 
tee on  Nursing  Education  and  Service  for  further 
study. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

Mr.  Speaker,  I move  the  adoption  of  the  report  as  a 
whole. 

Respectfully  submitted, 

J.  J.  Redmond,  M.D.,  Chairman 

J.  P.  Clark,  M.D. 

R.  E.  Clark,  M.D. 

E.  E.  Linder,  M.D. 

F.  A.  Rolfs,  M.D. 

REPORTS  OF  OFFICERS 

The  Committee  met  in  open  session,  with  members 
of  the  Board  of  Trustees  and  other  interested  officers 
present.  It  considered  Supplemental  Reports  A,  B,  and 
C of  the  Board  of  Trustees. 

Regarding  Supplemental  Report  A:  Supplemental 
Report  A,  presented  by  Dr.  S.  P.  Leinbach,  was  con- 
sidered, and  your  Reference  Committee  supports  the 
activities  of  the  Trustees  as  they  have  carried  them 
out  in  behalf  of  the  members. 

In  the  interest  of  economy,  comfort,  and  convenience, 
the  Committee  supports  the  Board  of  Trustees  in  selec- 
ting a Des  Moines  hotel  as  a meeting  place,  and  the 
Committee  would  be  in  accord  with  the  Board  of  Trus- 
tees to  arrange  the  1964  convention  on  the  same  basis 
as  this  year.  Your  Reference  Committee  feels  the  pres- 
ent format  of  the  program  strikes  a balance  between 
the  economic  and  the  scientific — and  feels  the  Program 
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Committee  is  to  be  commended  for  the  excellent  pro- 
gram this  year. 

Your  Reference  Committee  believes  that  a warm 
relationship  exists  at  the  present  time  between  the 
Iowa  Medical  Society  and  the  State  University  of  Iowa 
Medical  School,  under  the  new  dean,  Dr.  Robert  C. 
Hardin. 

Your  Reference  Committee  concurs  with  the  remain- 
der of  the  report. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

Regarding  Supplemental  Report  B:  In  regard  to  Sec- 
tion I (finances),  the  decrease  of  income,  although 
important,  is  not  regarded  as  serious  at  the  present 
time.  The  moving  of  the  annual  meeting  place  has 
been  one  means  of  accomplishing  reduction  of  expenses. 
The  Committee  has  no  specific  recommendations  for  a 
means  of  increasing  revenue,  and  the  Committee  does 
not  feel  the  Society’s  fiscal  situation  is  sufficiently  crit- 
ical to  warrant  a recommendation  for  dues  increase  at 
this  time. 

In  regard  to  Section  II  (building  program),  your 
Committee  feels  the  existing  facilities  of  the  State 
Society  building  are  presently  inadequate  to  accommo- 
date the  ever-increasing  demands.  According  to  a man- 
date of  the  previous  House  of  Delegates,  the  Board  of 
Trustees  has  pursued  an  active  course  in  acquiring  a 
new  site,  and  has  purchased  a three-acre  tract  in  West 
Des  Moines.  In  our  opinion,  the  Board  of  Trustees 
exercised  sound  judgment  in  the  selection  of  a build- 
ing site,  and  is  to  be  commended  for  this  property 
acquisition.  The  records  presented  to  the  Committee 
confirm  the  fact  that  the  Board  made  this  purchase 
only  after  thorough  investigation,  and  advice  from 
appropriate  professional  consultants.  The  next  con- 
sideration is  a future  building  upon  this  site.  This  Com- 
mittee recommends  reaffirming  the  mandate  of  the 
previous  House  of  Delegates,  and  proposes  that  the 
Board  of  Trustees  actively  pursue  architectural  con- 
sultation and  methods  of  financing  this  structure, 
for  presentation  at  a future  House  of  Delegates  meet- 
ing. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

Regarding  Supplemental  Report  C:  The  Reference 
Committee  agrees  with  the  thinking  of  the  Board  of 
Trustees,  and  it  is  recommended  that  the  Educational 
and  Scientific  Trust  of  the  Iowa  State  Medical  Society 
be  dissolved,  and  further,  that  the  articles  of  the  Iowa 
State  Medical  Society  Educational  Fund,  Inc.,  be  mod- 
ernized and  amended,  with  the  name  changed  to  Iowa 
Medical  Foundation,  in  order  that  this  Foundation  may 
not  only  carry  on  the  worthwhile  activities  of  the  past 
but  may  branch  out  into  additional  areas  of  charitable, 
educational  and  scientific  significance. 

Therefore,  Be  It  Resolved,  That  this  House  of  Delegates 
request  the  members  of  the  “Educational  and  Scientific 
Trust  of  the  Iowa  State  Medical  Society’’  to  dissolve  the 
corporation  and  distribute  any  assets  to  the  Iowa  State  Med- 
ical Society  Educational  Fund,  Inc.; 

Be  It  Further  Resolved,  That  this  House  of  Delegates  re- 
quest the  members  and  directors  of  Iowa  State  Medical  So- 
ciety Educational  Fund,  Inc.,  to  amend  its  articles  of  in- 
corporation to  change  the  name  of  the  foundation  to  “Iowa 
Medical  Foundation,”  to  make  any  further  changes  that  are 
necessary  or  desirable  to  permit  an  expanded  program  of 
charitable,  scientific  and  educational  activity  and  to  provide 
for  a Board  of  Directors  of  nine  persons,  three  of  whom  will 
be  the  incumbent  Trustees  of  the  Iowa  Medical  Society,  and 
two  Past  Presidents  of  the  Iowa  Medical  Society,  with  four 
additional  directors  to  be  selected  by  these  five,  the  four 
additional  directors  to  include  if  desired  the  Executive  Direc- 
tor of  the  Iowa  Medical  Society  and  one  other  non-medical 
person,  and  two  members  of  the  Iowa  Medical  Society. 


Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

Your  Reference  Committee  also  wishes  to  take  this 
opportunity  to  commend  the  Board  of  Trustees  for  its 
accomplishments  and  for  the  many  hours  the  members 
have  taken  from  their  private  practices  in  the  interest 
of  the  conduct  of  the  business  affairs  of  the  Society. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  report. 

Mr.  Speaker,  I move  the  adoption  of  the  report  as  a 
whole. 

Respectfully  submitted, 

M.  O.  Larson,  M.D.,  Chairman 
L.  O.  Goodman,  M.D. 

Erling  Larson,  M.D. 

H.  E.  Rudersdorf,  M.D. 

P.  A.  Nierling,  M.D. 

ARTICLES  OF  INCORPORATION  AND 
BY-LAWS 

(The  House  of  Delegates  considered  and  rejected  two 
proposals  that  the  Standing  Committee  on  Articles  of 
Incorporation  and  By-Laws  had  made  and  the  Refer- 
ence Committee  on  Articles  of  Incorporation  and  By- 
Laws  had  approved,  viz.,  (1)  to  make  the  alternate 
AMA  delegate  and  the  immediate  past-president  of  the 
Society  voting  members  of  the  IMS  Executive  Council; 
and  (2)  to  accord  officer  status  in  the  IMS  to  the  alter- 
nate delegate  to  the  AMA.  Instead,  the  House  of  Dele- 
gates approved  the  following  change  in  the  Articles 
of  Incorporation. 

Resolved,  That  Article  IV,  Section  16,  of  the  Amended  and 
Substituted  Articles  of  Incorporation  and  By-Laws,  as 
amended,  be  and  hereby  is  amended  by  striking  the  whole 
of  the  second  sentence  thereof,  and  substituting  in  lieu  there- 
of the  following:  “The  Alternate  Delegate  to  the  American 
Medical  Association  and  the  Immediate  Past  President  of  this 
Society  shall  be  non- noting  members  of  the  Executive  Coun- 
cil.”) 

The  third  and  last  proposal  made  by  the  Standing 
Committee  in  its  Supplemental  Report  was  designed  to 
implement  a request  from  the  Plan  and  Scope  Com- 
mittee, that  a Committee  on  State  Departments  be 
substituted  for  the  present  Committee  on  Public 
Health.  In  support  of  that  change,  the  Plan  and  Scope 
Committee  had  pointed  out  in  its  Supplemental  Report 
that  a Committee  on  State  Departments  could  estab- 
lish continuing  liaison  with  various  governmental  bod- 
ies such  as  the  State  Boards  of  Health  and  Social  Wel- 
fare, the  Board  of  Control  and  the  Department  of  Pub- 
lic Safety,  for  the  discussion  of  any  of  their  functions 
that  affect  the  practice  of  medicine  and/or  the  health 
of  the  people  of  Iowa. 

To  accomplish  this  purpose,  the  Reference  Commit- 
tee recommends  the  adoption  of  the  following  proposal 
formulated  by  the  Standing  Committee  on  Articles  of 
Incorporation  and  By-Laws: 

Resolved,  That  the  By-Laws  of  Iowa  Medical  Society,  as 
amended,  be  and  hereby  are  amended  by  deleting  from  Chap- 
ter V,  Section  1 thereof,  and  Chapter  V,  Section  15,  thereof, 
the  words  “committee  on  public  health,”  and  wherever  else 
such  words  may  appear  in  said  Amended  and  Sustituted  By- 
Laws  of  Iowa  Medical  Society,  as  amended,  and  substituting 
in  lieu  of  such  words  the  words  “committee  on  state  depart- 
ments.” 

Be  It  Further  Resolved,  That  Section  15,  Chapter  V of  the 
Amended  and  Substituted  By-Laws  of  Iowa  Medical  Society, 
as  amended,  be  further  amended  as  follows: 

1.  By  striking  the  period  (.)  at  the  end  of  the  second  sen- 
tence thereof  and  inserting  in  lieu  thereof  the  following: 

“,  with  particular  reference  to  the  programs  of  state  de- 
partments or  agencies.” 

2.  By  striking  all  after  the  word  “Trustees"  in  the  last 
sentence  thereof  and  inserting  in  lieu  thereof  the  following: 
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",  Executive  Council  and  the  House  of  Delegates,  and,  as 
a whole  or  through  appropriate  sub-committees,  to  estab- 
lish liaison  with,  and  to  represent  the  society  and  its  poli- 
cies before,  the  various  state  departments  or  agencies  which 
are  concerned  with  activities  relating  to  the  practice  of- 
medicine  or  the  public  health.” 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  Reference  Committee’s  report. 

The  Reference  Committee  further  proposes  the  fol- 
lowing: 

Be  It  Further  Resolved,  That  the  Chairman  of  the  Board  of 
Trustees  and  the  Secretary  of  Iowa  Medical  Society  be  and 
they  hereby  are  authorized  and  directed  to  sign,  acknowledge 
and  publish  the  foregoing  Amendments  as  the  Eighth  Amend- 
ments to  the  Articles  of  Incorporation  and  to  the  By-Laws  of 
Iowa  Medical  Society,  as  amended,  and  to  do  all  other  things 
required  by  law  or  otherwise  to  execute,  complete  and  place 
in  lawful  effect  such  Amendments. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of 
the  Reference  Committee’s  report. 

Mr.  Speaker,  I move  the  adoption  of  the  Reference 
Committee’s  report  as  a whole,  as  amended. 

Respectfully  submitted, 

P.  W.  Brecher,  M.D.,  Chairman 
T.  C.  White,  M.D. 

G.  H.  Powers,  M.D. 

J.  L.  Saar,  Jr.,  M.D. 

M.  G.  Bourne,  M.D. 

GENERAL  PRACTITIONER  OF  THE 
YEAR  AWARD 

The  Reference  Committee  on  General  Practitioner 
Award  met  on  Sunday,  April  7,  following  adjournment 
of  the  first  session  of  the  House  of  Delegates. 

After  thorough  discussion,  the  Committee  elected 
not  to  designate  a recipient  for  Iowa’s  Outstanding 
General  Practitioner  Award  for  the  year  1963. 

The  Committee  noted  that  during  the  past  several 
years,  the  number  of  candidates  presented  for  this 
award  has  been  decreasing  and  this  year  there  was 
only  one  candidate,  which  prevented  the  Committee 
from  making  any  comparisons.  This  indicated  to  the 
committee  a lack  of  interest  on  behalf  of  county  soci- 
eties and  individual  members  regarding  a General 
Practitioner  Award. 

The  Committee  further  agreed  that  in  view  of  the 
fact  that  the  American  Medical  Association  has  dis- 
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continued  the  presentation  of  a national  general  prac- 
titioner of  the  year  award,  the  Iowa  Medical  Society 
should  discontinue  recognition  of  an  Iowa  general 
practitioner  in  conformity  with  the  AMA  action. 

The  Committee  recommends  that  the  discontinuation 
of  an  Iowa  General  Practitioner  Award  be  considered 
by  the  IMS  Executive  Council,  and  a report  of  the 
Council’s  action  be  disseminated  to  the  membership  in 
advance  of  the  1964  Annual  Meeting. 

Mr.  Speaker,  I move  the  adoption  of  this  report  as  a 
whole. 

Respectfully  submitted, 

W.  A.  Castles,  M.D.,  Chairman 
F.  G.  Loomis,  M.D. 

F.  N.  Weber,  M.D. 

K.  K.  Hazlet,  M.D. 

K.  E.  Lister,  M.D. 

The  following  resolutions  were  then  adopted  by  the 
House  of  Delegates: 

Resolved,  That  a digest  of  the  deliberations  and  conclusions 
of  the  Executive  Council  of  the  IMS  be  published  in  the 
journal  of  the  xowA  medical  society,  to  be  read  by  all  inter- 
ested members  of  the  Society. 

Resolved,  That  this  House  expresses  its  appreciation  to  the 
management  of  Hotel  Fort  Des  Moines  and  to  the  Convention 
Bureau  of  the  Des  Moines  Chamber  of  Commerce  for  their 
excellent  cooperation  with  the  officers  of  the  IMS  in  staging 
this  annual  meeting. 

Resolved,  That  the  actions  of  the  Board  of  Trustees  of  the 
Iowa  Medical  Society  from  the  date  of  the  last  annual  meet- 
ing to  date  be  and  they  hereby  are  approved,  ratified  and 
confirmed. 

Resolved,  That  the  House  of  Delegates  authorize  the  Board 
of  Trustees  to  prepare  a suitable  testimonial  to  be  presented 
to  Dr.  George  H.  Scanlon  in  recognition  of  his  outstanding 
service  as  president  of  the  Society. 

Resolved,  That  the  House  of  Delegates  accept  the  invitation 
of  the  Polk  County  Medical  Society  to  hold  the  IMS  annual 
meeting  in  Des  Moines  in  1965. 

The  Speaker  thanked  the  field  secretaries  of  the 
Iowa  Medical  Society  for  their  service  as  sergeants  at 
arms,  and  announced  that  the  organizational  meetings 
of  the  Board  of  Trustees  and  the  Judicial  Council 
would  take  place  immediately  following  the  adjourn- 
ment of  the  House. 

The  House  of  Delegates  was  adjourned  by  the  speak- 
er at  12: 30  p.m. 
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Allen,  Hoyt  H.,  Fort  Dodge 
Allen,  Marion  B.,  Fort  Dodge 
Allen,  Richard  L.,  Bloomfield 
Allen,  Robert  B.,  Burlington 
Allender,  Robert  B.,  Des  Moines 
Allison,  Monroe  P.,  Northwood 
Alt,  Louis  P.,  Dubuque 
Altman,  Samuel  J.,  Davenport 
Ambery,  Sebastian,  Keokuk 
Amesbury,  Harry  A.,  Clinton 
Amick.  Perry  P.,  Des  Moines 
Amlie,  Paul  J.,  Blairstown 
Andersen,  Bruce  V.,  Greene 
Andersen,  Holger  M.,  Strawberry  Point 
Andersen,  Ingeborg,  Des  Moines 
Andersen,  Kenneth  N.,  Center  Point 
Anderson,  Carl  F.,  Iowa  City 
Anderson,  Clifton  L.,  Iowa  City 
Anderson,  DeWayne  C.,  Stanhope 
Anderson,  Edward  E.,  Davenport 
Anderson,  Evlyn  M.,  Des  Moines 
Anderson,  George  S.,  Iowa  City 
* Anderson,  Glenn  J.,  Winterset 
Anderson,  Harold  N.,  Des  Moines 
Anderson,  J.  Donald,  Des  Moines 
Anderson,  N.  Boyd,  Springdale,  Arkan- 
sas (A.M.) 

Anderson,  Robert  E.,  Chariton 
Anderson,  Robert  W.,  Des  Moines 
Andre,  Gaylord  R..  Lisbon  (A.M.) 
Andrews,  Earl  V.,  Maquoketa 
Angel,  Jose  Vincente  G.,  Carson 
Anneberg,  A.  Reas,  Carroll 
Anneberg,  Allen  D.,  Carroll 
Anneberg,  Paul  D.,  Carroll 
Anneberg,  Walter  A.,  Carroll 
Anspach,  Ellen  E.  Ferengul,  Des  Moines 
Anspach,  Royal  S.,  Des  Moines 
Anthony,  Sherman  L.,  Vinton 
Archibald,  Miles  H.,  Fort  Madison 
Arent,  Asa  S.,  Humboldt 
Armitage,  George  I.,  Osceola 
Armstrong,  William  S.,  Marion 
Arnold,  Dorothy  J.,  Coralville 
Arnold,  Keith  E.,  Sioux  City 
Arnott,  Gordon  M.,  Knoxville 
Aronson,  Abraham,  Cedar  Rapids 
Aschoff,  Carl  R.,  Cedar  Rapids 
Ash,  Wallace  H.,  DeWitt 
Ash,  William  E.,  Council  Bluffs  (L.M.) 
Ashler,  Frederic  M.,  Hamburg 
Ashline,  George  H.,  Keokuk 
Asthalter,  Robert  W..  Muscatine 
Atkinson,  George  S.,  Oskaloosa 
Audeh.  William  A.,  Carroll 
Auer,  George  G.,  Guttenberg 
Augspurger,  Byron  B.,  Des  Moines 
Augspurger,  Roger  L.,  Sigourney 
Austin,  Arthur  T.,  Ottumwa 
Aydt,  Victor  A.,  Remsen 
Ayers,  Emmet  V.,  Charles  City 
Ayers,  LeRoy  J.,  Sioux  City 

Bacon,  John  F.,  Ames 
Bailey,  Jesse  L.,  Des  Moines 
Bailey,  John  L.,  Anamosa 
Bailey,  Robert  O.,  Waterloo 
Bain,  C.  Lorimer,  Corning 
Baird,  William  A.,  Ames 
Bairnson,  George  A.,  Cedar  Falls 
Baker,  Charles  J.,  Fort  Dodge 
Baker,  Glenn  H.,  Waterloo 
Baker,  John  M.,  Mason  City 
Baker,  John  N.,  Cedar  Falls 
Bakody,  John  T.,  Des  Moines 
Baldwin,  Leon  A.,  Riverton  (L.M.) 
Baltzell,  Raimer  L.,  Anthon 
Baltzell,  Winston  C.,  Charles  City 
Balzer,  Walter  J.,  Davenport 
Banton,  Oscar  H.,  Charles  City  (L.M.) 
Barbieri,  Angelo  B.,  Garwin 
Barg,  Egmont  H.,  Mason  City 
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Barga,  Jack  L.,  Waterloo 
Baridon,  David,  Jr.,  Des  Moines 
Barnes,  John  W.,  Missouri  Valley 
Barnes,  Marian  L.,  Cedar  Rapids 
Barnes,  Milford  E.,  Iowa  City  (L.M.) 
Barnes,  Milford  E.,  Jr.,  Des  Moines 
Barnett,  Jerry  A.,  Des  Moines 
Barnett,  Sylvester  W.,  Cedar  Falls 
Barnett,  William  H.,  Ames 
Barrent,  Milton  E.,  Clinton 
Barrett,  Sterling  A.,  Waterloo 
Barthel,  John  P.,  Cedar  Rapids 
Bartlett,  George  E.,  New  Sharon  (L.M.) 
Bartley,  Richard  L.,  Audubon 
Barton,  Helen  Brockman,  Independence 
Barton,  Robert  L.,  Dubuque 
Bascom,  Lewis  A.,  Nora  Springs 
Basinger,  Byron  L.,  Goldfield 
Basler,  William  R.,  Cedar  Rapids 
Bastron,  Harold  C.,  Red  Oak 
Bates,  Maurice  T.,  Des  Moines 
Bates,  Plenny  J.,  Cedar  Rapids 
Baughman,  Donald  R.,  Dubuque 
Baumann,  James  G.,  Charles  City 
Bausch,  Richard  G.,  Cedar  Rapids 
Beal,  Arline  M.,  Davenport 
Bealka,  Richard  J.,  Independence 
Bean,  Elmer  O.,  Council  Bluffs 
Bean,  William  B.,  Iowa  City 
Beardsley,  Ralph  W.,  Des  Moines 
Beasley,  Oscar  C.,  Jr.,  Iowa  City 
Beattie,  John  L.,  Creston 
Beatty,  Howard  G.,  Creston 
Beaumont,  Fred  H.,  Council  Bluffs 
Beckman,  Charles  W.,  Kalona 
Bedell.  George  N.,  Iowa  City 
Bees,  Louis  E.,  Bennett 
Bell,  Robert  S.,  Burlington 
Bell,  William  E.,  Iowa  City 
Benda,  Thomas  J.,  Dubuaue 
Bender,  Henry  A.,  Waterloo 
Bendixen,  Frederick  C.,  LeMars 
Benfer,  Merrill  M.,  Davenport 
Benge,  Donald  K.,  Hampton 
Bennett,  Geoffrey  W.,  Oskaloosa 
Bennett,  F.  William,  Marion 
Berge,  Richard  D.,  Aurelia 
Bergen,  Charles  T.,  Northwood 
Berger,  Raymond  A.,  Davenport 
Bergstrom,  Albin  C.,  Missouri  Valley 
Berkstresser,  Charles  F.,  Sioux  City 
Berndt,  Allen  E.,  Cedar  Rapids 
Berry,  A.  Erwin,  Oelwein 
Bessmer,  William  G.,  Davenport 
Best,  Gorden  N.,  Council  Bluffs 
Bettler,  Philip  L.,  Sioux  City 
Beye,  Cyrus  L.,  Sioux  City 
Bezman,  Harry  S.,  Traer 
Bickel,  Earl  Y.,  Cedar  Rapids 
Bierman,  Martyn  H.,  Jr.,  Council  Bluffs 
Biersborn,  Byron  M.,  State  Center 
Billingsley,  John  W.,  Newton 
Bird,  Raymond  G.,  Tarzana,  California 
Birdsall,  Charles  J.,  Ames 
Birge,  Richard  F.,  Des  Moines 
Bisgard,  Carl  V.,  Harlan 
Bishop,  James  F.,  Davenport 
Bishop,  John  J.,  Davenport 
Black,  Harold  C.,  Des  Moines  (A.M.) 
Black,  James  E.,  Sioux  City 
Blackstone,  Martin  A.,  Sioux  City 
Blaha,  George  A.,  Whitten 
Blair,  Donald  W.,  Des  Moines 
Blair,  James  B.,  Cherokee 
Blanchard,  Russell  W.,  Waterloo 
Blenderman,  Albert  D.,  Jr.,  Sioux  City 
Bliss,  William  R.,  Ames 
Block,  Charles  E.,  Davenport 
Block,  Lawrence  A.,  Davenport 
Block,  Walter  M.,  Cedar  Rapids 
Blodi,  Frederick  C.,  Iowa  City 
Blome,  Arthur  L.,  Ottumwa 
Blome,  Glenn  C.,  Ottumwa 
★Blome,  Robert  A.,  Rantoul,  Illinois 
Blong,  Theodore  E.,  Stacyville 
Bloom,  Melvin  H.,  Des  Moines 
Blosen,  Rosemarie,  Waterloo 
Blount,  Henry  C.,  Jr.,  Des  Moines 
Blue,  E.  Robert,  Cedar  Falls 
Bluhm,  Samuel,  Muscatine 
Blum,  Aloysius  A.,  Wall  Lake 
Blume,  Donald  B , Sioux  City 
Blumgren,  John  E.,  Vinton 
Board,  Thomas  P.,  Waterloo 
Bock,  Don  G.,  Fort  Dodge 
Bockoven,  William  A.,  Ames 
Boden,  Worthey  C.,  Sioux  City 
Boe,  Henry,  Sioux  City 
Boggs,  Leonard  H.,  Sioux  City 
Boice,  Clyde  A.,  Washington  (L.M.) 
Boiler,  Galen  C.,  Waterloo 
Bomkamp,  Donald  F.,  Cedar  Rapids 
Bond,  John  T.,  Independence 
Bond,  Thomas  A.,  Des  Moines 
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Bone.  Harold  C.,  Des  Moines 
Bonfiglio,  Michael,  Iowa  City 
Boone,  Alex  W.,  Davenport 
Borgen,  Donald  L.,  Gowrie 
Borts,  Irving  H.,  Iowa  City 
Bos,  Howard  C.,  Oskaloosa 
Bose,  Richard  P.,  Estherville 
Bossingham,  Earl  N.,  Clarinda 
Boston,  Burr  C.,  Waterloo 
Boulden,  Roger  W.,  Lenox 
Boulware,  Lois,  Iowa  City 
Bourne,  Melvin  G.,  Algona 
Bovenmyer,  Dan  A.,  Davenport 
Bovenmyer,  DeVoe  O.,  Ottumwa 
Bowers,  Arthur  S.,  Orient  (L.M.) 
Bowers,  Clifford  V.,  Sioux  City 
Bowie,  Louis  L.,  Zearing  (L.M.) 

Boysen,  James  F.,  Sioux  City 
Bozek,  Thaddeus  T.,  Iowa  City 
Bradford,  Clyde  R.,  Des  Moines 
Bradley,  Carl  L.,  Newhall  (L.M.) 

Brady,  Gerald  L.,  Mason  City 
Braley,  Alson  E.,  Iowa  City 
Brauer,  William  W.,  Iowa  City 
Braunlich,  George,  Davenport 
Bray,  Daniel  L.,  Algona 
Bray,  Louis  B.,  Waukon 
Brecher,  Paul  W.,  Storm  Lake 
Bremner,  Robert  N.,  Cedar  Falls 
Brendel,  Alfred,  Central  City 
Brenton,  Harold  L.,  Mason  City 
Brereton,  Harold  L.,  Emmetsburg 
Brindley,  Robert  W.,  Mason  City 
Brinegar,  Willard  C.,  Cherokee 
Brink,  Raymond  J.,  Emmetsburg 
Brinkman,  William  F.,  Pocahontas 
Brintnall,  Edgar  S.,  Iowa  City 
Bristow,  George  B.,  Osceola 
Broderick,  Clarence  E.,  Cherokee 
Brody,  Sidney,  Ottumwa 
Broers,  Merlin  U.,  Schleswig 
Broman,  John  A.,  Maquoketa 
Brown,  Addison  W.,  Des  Moines 
Brown,  Arthur  C.,  Council  Bluffs 
Brown,  Bernice  E.,  Topeka,  Kansas 
Brown,  Carroll  A.,  Sioux  City 
Brown,  Douglas  H.,  Forest  City 
Brown,  Eugene  F.,  Webster  City 
Brown,  Gerald  F.,  Anamosa 
Brown,  Ivan  E.,  Hartley 
Brown,  James  M.,  Sioux  City 
Brown,  John  W.,  Jr.,  Newton 
Brown,  Joseph  D.,  Iowa  City 
Brown,  Kenneth  R.,  Leon 
Brown,  Marcus  F.,  Independence 
Brown,  Merle  J.,  Davenport 
Brown,  Paul  F.,  Maquoketa 
Brown,  Robert  C.,  Mason  City 
Brown,  Wayne  B.,  Mount  Pleasant 
Brownstone,  Manuel,  Clear  Lake 
Brownstone,  Sidney,  Salem,  Oregon 
Brubaker,  Carl  F.,  Corydon  (A.M.) 
"Bruce,  James  H.,  Fort  Dodge  (L.M.) 
Brugger,  Ralph  M.,  Ames 
Brummitt,  Charles  F.,  Centerville 
Bruner,  Julian  M.,  Des  Moines 
Brunk.  Amos  W.,  Prescott 
Brunkhorst,  John  B.,  Waverly 
Brush,  Frederick  C..  Mason  City 
Buchanan,  John  J.,  Milford 
Buckles,  Robert  D.,  Waterloo 
Buckwalter,  Joseph  A.,  Iowa  City 
Budd,  Marjorie  E.,  Indianola 
Bullard,  James  A.,  Decorah 
Bullock,  Grant  D.,  Inwood 
Bullock,  William  E.,  Lake  Park  (L.M.) 
Bunge,  Raymond  G.,  Iowa  Citv 
Burbank,  Dean  S.,  Pleasantville  (L.M.) 
Burcham,  Thomas  A.,  Des  Moines  (L.M.) 
Burcham,  Thomas  A.,  Jr.,  Des  Moines 
Buresh,  Abner,  Lime  Springs 
Burgeson,  Floyd  M.,  Des  Moines 
Burian,  Hermann  M.,  Iowa  City 
Burke,  Edmund  T.,  Des  Moines 
Burke,  Robert  W.,  Jefferson 
Burke,  Thomas  A.,  Mason  City 
Burns,  Harry,  Des  Moines 
Burr,  Charles  L , Des  Moines 
Burroughs,  Charles  R.,  Knoxville 
Burroughs,  Hubert  H.,  Sioux  City 
Bushmer,  Alexander,  Orange  City 
Button,  Glendon  D.,  Conrad 
Buxton,  Otho  C.,  Jr.,  Webster  City 
Byers,  John  F.,  Council  Bluffs 
Byers,  Joseph  R.,  Des  Moines 
Byram,  Burns  M.,  Marengo 
Byrnes,  Clemmet  W.,  Dunlap 
Byrum,  Robert  J.,  Davenport 

Caes,  Henry  J.,  Sioux  City 

Caffrey,  John  A.,  Iowa  City 

Cahill,  James  P.,  Preston 

Cahn,  Philipp,  Oakdale 

Calbreath,  Lloyd  B.,  Humeston  (A.M.) 
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Callaghan,  Ambrose  J.,  Jr.,  Sioux  City 
Callahan,  George  D.,  Iowa  City 
Camel,  Louise  M.,  Council  Bluffs 
Camp,  John  R.,  Britt 
Campbell,  Donald  K.,  Oskaloosa 
Campbell,  Nathan,  Yarmouth  (A.M.) 
Campbell,  Thomas  R.,  Sioux  Rapids 
(L.M.) 

^Campbell,  Walter  V.,  Oskaloosa 
Canady,  George  F.,  Jefferson 
Cannon,  William  M.,  Waterloo 
Cantwell,  John  D.,  Davenport  (L.M.) 
Caplan,  Richard  M.,  Iowa  City 
Caramela,  Calvin  M.,  Cedar  Rapids 
Caraway,  Lynn  D.,  Monticello 
Carey,  Edward  T.,  Jr.,  Clinton 
Carlile,  Amos  W.,  Manning  (L.M.) 
Carlson,  Elmer  H.,  Muscatine 
Carlson,  Frank  G.,  Mason  City  (L.M.) 
Carney,  Robert  G.,  Iowa  City 
Carpenter,  Fred  E.,  Newton 
Carpenter,  Ralph  C.,  Marshalltown 
Carrigg,  Lawrence  G.,  Cedar  Rapids 
Carroll,  Thomas  J.,  Sibley 
Carson,  Raymond  W.,  Winterset 
Carstensen,  Albert  B.,  Linn  Grove 
Carstensen,  Vincent  H.,  Waverly 
Carter,  Robert  E.,  Des  Moines 
Carver,  David  C.,  Rockwell  City 
Cary,  Walter,  Panorama  City,  California 
(A.M.) 

Cash,  Paul  T.,  Des  Moines 
*Cashman,  Chester  F.,  Hartley  (A.M.) 
Castell,  John  W.,  Fairfield 
Castles,  William  A.,  Dallas  Center 
Catalona,  William  E.,  Muscatine 
Catlin,  Karl  A.,  Clarinda 
Catterson,  Leroy  F.,  Oskaloosa 
Caudill,  George  G.,  Des  Moines 
*Caughlan,  Gerald  V.,  Council  Bluffs 
(L.M.) 

Caulfield,  John  D.,  New  Hampton 
Cawley,  Paul  T.,  Carroll 
Ceilley,  Edward  H.,  Cedar  Falls 
Chalian,  Garo  A.,  Clinton 
Chambers,  James  W.,  Des  Moines 
Chan,  Pak-Chue,  Kowloon,  Hong  Kong, 
China 

Chang,  Luke,  Mason  City 
Chapter,  Keith  M.,  Dexter 
Chapman,  John  S.,  Dubuque 
Chapman,  Robert  M.,  Cedar  Rapids 
Chase,  Walter  E.,  Rippey 
Chase,  William  B.,  Jr.,  Des  Moines 
Chase,  William  B.,  Sr.,  Des  Moines 
(L.M.) 

Cherwitz,  Gordon,  Davenport 
Chesnut,  Paul  F.,  Winterset 
Chesnutt,  John  C.,  Cherokee 
Chester,  Walter  S.,  Albia  (A.M.) 

Chittum,  John  H.,  Wapello  (L.M.) 

Chong,  Arnold  Y.,  Iowa  City 
Christensen,  Dale  L.,  Lake  City 
Christensen,  Eunice  M.,  Spencer 
Christensen,  Everett  D.,  Spencer 
Christensen,  Floyd  D.,  Remsen 
Christensen,  John  R.,  Palo  Alto,  Cali- 
fornia (L.M.) 

Christiansen,  Charles  C.,  Grand  Mound 
Christiansen,  John  E.,  Durant 
Christopherson,  Joseph  E.,  Mason  City 
Chun,  Newton,  Dubuque 
Clancy,  John,  Iowa  City 
Clapsaddle,  Dean  W.,  Clear  Lake 
Clapsaddle,  John  G.,  Burt  (L.M.) 

Clark,  Clayton  W.,  Nashua 
Clark,  Donald  R.,  Waterloo 
Clark,  George  H.,  Oskaloosa  (A.M.) 

Clark,  Gilbert  R.,  Waterloo 
Clark,  James  P.,  Estherville 
Clark,  Richardson  E.,  Manchester 
Clark,  Thomas  D.,  Knoxville 
Clary,  William  H.,  Longmont,  Colorado 
(L.M.) 

Clasen,  Henry  W.,  Littleton,  Colorado 
(L.M.) 

Clemens,  Albert  L.,  Des  Moines 
Clifton,  James  A.,  Iowa  City 
Closson,  Charles  L.,  Walker  (L.M.) 

Cloud,  Arthur  B.,  Marshalltown 
Cmeyla,  Patrick  M.,  Sioux  City 
Cobb,  Elliott  A.,  Cedar  Rapids 
Coble,  Rollo  J.,  Lake  Park 
Cochrane,  Allen  M.,  Perry 
Coddington,  James  H.,  Humboldt 
Cody,  William  E.,  Deerfield  Beach,  Flor- 
ida (L.M.) 

Coffey,  James  L.,  Emmetsburg 
Coffman,  Eugene  W.,  Dubuque 
Cogley,  John  P.,  Council  Bluffs 
Cohen,  Sidney  A.,  Council  Bluffs 
Colbert.  Lawrence  D.,  Royal 
Cole,  Elmer  J.,  Woodbine  (L.M.) 

Cole,  Fern  N.,  Iowa  Falls 
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Coleman,  Francis  C.,  Des  Moines 
Collignon,  Urban  J.,  Council  Bluffs 
Collins,  Alice  J.,  Des  Moines 
Collins,  John  F.,  Davenport 
Collins,  Loren  E.,  Sioux  City 
Collins,  Robert  E.,  Sioux  City 
Collins,  Robert  M.,  Council  Bluffs 
Collison,  Robert  M.,  Oskaloosa 
Comeau,  Adeline  E.,  Clarinda 
Compton,  John  D.,  Edgewood 
Conklin,  Eugene  V.,  Dubuque 
Conkling,  Russell  W.,  Newton 
Conley,  Rollin  M.,  Perry 
Conlon,  James  B.,  Council  Bluffs 
Conmey,  Roy  M.,  Sergeant  Bluff  (L.M.) 
Connell,  John,  Des  Moines  (A.M.) 
Connelly,  Edgar  J.,  Dubuque 
Conner,  John  D.,  Nevada 
Conner,  Julius  S.,  Des  Moines 
Connor,  William  E.,  Iowa  City 
Conzett,  Donald  C.,  Dubuque 
Cook,  Kenneth  G.,  Fairfield 
Cook,  Stuart  H.,  Rock  Rapids 
Cooper,  Clark  N.,  Waterloo 
Cooper,  Dean  C.,  Fort  Dodge 
Cooper,  Gladys  A.,  Lansing,  Michigan 
(L.M.) 

Cooper,  Raymond  E.,  Keokuk 
Cooper,  Reginald  R.,  Iowa  City 
Cooper,  Wayne  K.,  Cedar  Rapids 
Coppoc,  Loran  E.,  Ottumwa 
Corcoran,  Thomas  E.,  Des  Moines 
Coriden,  Thomas  L.,  Sioux  City 
Corn,  Henry  H.,  Des  Moines 
Cornish,  James  A.,  Storm  Lake 
Cornish,  Lawrence  R.,  Indianola 
Corton,  Richard  V.  M.,  Waterloo 
Couchman,  Mary  Pucci.  Mount  Pleasant 
Couchman,  Phillip  G..  Mount  Pleasant 
Coughlan,  Charles  H.,  Fort  Dodge 
Coughlan,  Daniel  W.,  Des  Moines 
Coulson,  Forest  H.,  Burlington 
Cox.  Russell  L.,  Estherville 
Crabb,  Dayrle  N.,  Denison 
Crandall,  jack  S.,  Marshalltown 
Crane,  David  D.,  Shelby 
Crawford,  Robert  H.,  Burlington 
Crawford,  W.  McCulloch.  Burlington 
Crawford,  William  A.,  Iowa  City 
*Cressler,  Frank  E.,  Churdan  (L.M.) 
Cretzmeyer,  Francis  X.,  Emmetsburg 
(L.M.) 

Crew,  Arthur  E.,  Marion  (L.M.) 

Crew,  Philip  I.,  Cedar  Rapids 
Croker,  Mary  Ann,  Manchester 
Cromwell,  James  O.,  Des  Moines 
Cronkleton,  Thomas  E.,  Davenport 
Cross,  Donald  L.,  Boone 
Cross,  Kenneth  R.,  Iowa  City 
Crossley,  J.  Wesley,  Osage 
Crow,  George  B.,  Burlington  (L.M.) 
Crowley,  Daniel  F.,  Jr.,  Des  Moines 
Crowley,  Paul  J.,  Davenport 
Croxdale,  Edward  L.,  Villisca 
Culp,  David  A.,  Iowa  City 
Cunnick,  Paul  C.,  Davenport 
Cunningham,  Glenn  D.,  Davenport 
Cunningham,  Melvin  B.,  Norwalk 
Curtis,  Dean,  Chariton 
Cusack,  Patrick  J.,  Newton 
Cusick,  George  W.,  Davenport 

Dagle,  Charles  L.,  Fort  Dodge 
Dahl,  Harry  W.,  Des  Moines 
Dahlbo,  John  E.,  Sutherland 
Dahlquist,  Ralph  M.,  Decorah 
Dalager,  Robert  D.,  Ottumwa 
Dalbey,  Glenn  M.,  Traer 
Danielson,  May,  Clinton 
Dankle,  Willis  K.,  Clear  Lake 
Dannenbring,  Forrest  G.,  Fort  Dodge 
Daut,  Richard  V.,  Davenport 
Davey,  William  P.,  Sioux  City 
Davidson,  Thorald  E.,  Mason  City 
Davis,  John  R.,  Iowa  City 
Dawson,  Emerson  B.,  Fort  Dodge 
Dawson,  Orville  L.,  Burlington 
Dawson,  Robert  J.,  Graettinger 
Day,  Philip  M.,  Oskaloosa  (L.M.) 

Deakins,  Martin  L.,  Logan 
Dean,  Abbott  M.,  Council  Bluffs 
*Dean,  William  F.,  Osceola  (L.M.) 

Deaton,  Helen  J.,  Iowa  City 
DeBacker,  Leo  J.,  Jr.,  Iowa  City 
Decker,  Charles  E.,  Davenport 
Decker,  Henry  G.,  Des  Moines 
Decker,  Jay  C.,  Sioux  City  (L.M.) 
DeGowin,  Elmer  L.,  Iowa  City 
deGravelles,  William  D.,  Jr.,  Des  Moines 
De  Kraay,  Warren  H.,  Ottumwa 
DeLashmutt,  Edward  J.,  Fort  Madison 
Demaree,  Chester,  Lacona  (L.M.) 

De  Meulenaere,  John  C.,  Grinnell 
Dempewolf,  Robert  D.,  Bellevue 
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Dennert,  Walter  G.,  Boone 
Denser,  Clarence  H.,  Jr.,  Des  Moines 
Deranleau,  Robert  F.,  Perry 
DeShaw,  Earl  H.,  Monticello 
Des  Marias,  Varina,  Grundy  Center 
Devine,  Arthur  W.,  Waterloo 
Dewees,  Fxank  L.,  Newton  Square,  Penn- 
sylvania 

DeYoung,  Ward  A.,  Glenwood 
Diamond,  Bernard,  Waterloo 
Dick,  Fred.  Jr.,  Waterloo 
Dickens,  James  H.,  Des  Moines 
Diddy,  Keith  W.,  Perry 
Dieckmann,  Merwin  R..  Waterloo 
Dierker,  LeRoy  J.,  Fort  Madison 
Diment,  Merle  M.,  Des  Moines 
Dimsdale,  Lewis  J.,  Sioux  City 
Ditto,  Boyd  L.,  Burlington  (L.M.) 

Dixon,  John  B.,  Mason  City 
Doane,  Grace  O.,  Des  Moines  (A.M.) 
Dolan,  Albert  M.,  Evansdale 
Dolan,  Kenneth  D.,  Ottumwa 
Dolan,  Thomas  R.,  Decorah 
Donahue,  James  C.,  Jr.,  Davenport 
Donaldson,  James  A.,  Iowa  City 
Donlin,  Robert  E.,  Harlan 
Donnelly,  Madelene  M.,  Des  Moines 
Donohue,  Edmund  S.,  Sioux  City 
Doolittle,  Russell  C.,  Clearwater  Beach, 
Florida  (L.M.) 

Doran,  John  R.,  Ames 
Dorner,  Ralph  A.,  Des  Moines 
Dorsey,  Thomas  J.,  Fort  Dodge  (L.M.) 
Doss,  W.  Norman,  Leon 
Douglas,  Clarence  E.,  Belle  Plaine 
Down,  Howard  I.,  Sioux  City 
Downey,  Eugene  M.,  Guttenberg 
Downing,  Arthur  H.,  Des  Moines 
Downing,  John  S.,  Cedar  Rapids 
Downing,  Leroy  M.,  Cedar  Rapids  (L.M.) 
Downing,  Wendell  L.,  LeMars 
Downs,  Vernon  S.,  Ottumwa  (A.M.) 
Dressier,  John  B.,  Ida  Grove 
Drevets,  Curtis  C.,  Wichita,  Kansas 
Drew,  Edward  J.,  Des  Moines 
Drier,  William  C.,  Waterloo 
Driver,  Richard  W.,  Waterloo 
Drown,  Roger  E.,  Fort  Dodge 
Dubansky,  Marvin  H.,  Des  Moines 
Dulin,  Evelyn  H.,  Iowa  City  (A.M.) 

Dulin,  John  W.,  Iowa  City 
Duncan,  Ellis,  Fremont 
Dunlay,  Robert  W.,  Iowa  Falls 
Dunlevy,  James  H.,  Fairfield 
Dunn,  Dale  E.,  Estherville 
Dunn,  Francis  C.,  Cedar  Rapids 
Dunn,  Leo  J.,  Iowa  City 
Dunn,  Robert  C.,  Fort  Dodge 
Dunner,  Ada,  Des  Moines 
Dusdieker,  Stanley  W.,  Des  Moines 
Dutton,  Dean  A.,  Van  Horne 
Dwyer,  Robert  E.,  Clinton 
Dyson,  James  E.,  Phoenix,  Arizona 
(A.M.) 

Dyson,  Ralph  E.,  Des  Moines 

Eastburn,  Harvey  B.,  Burlington 
Eaton,  Robert  C.,  Clarion 
Ebinger,  Edward  W.,  Ottumwa 
Echternacht,  Arthur  P.,  Fort  Dodge 
Eckart,  Emile  P.,  Fort  Dodge 
Eckberg,  Richard  A.,  Waterloo 
Eckstein,  John  W.,  Iowa  City 
Edgerton,  Winfield  D.,  Davenport 
Edington,  Frank  D.,  Spencer 
Edwards,  Charles  V.,  Council  Bluffs 
Edwards,  Charles  V.,  Jr.,  Council  Bluffs 
Edwards,  John  F.,  Clinton 
Edwards,  Ralph  R.,  Centerville 
Egan.  Thomas  J.,  Bancroft 
Egbert,  Daniel  S.,  Fort  Dodge 
Eggert,  Delmer  C.,  Iowa  City 
Egermayer,  George  W.,  Elliott  (L.M.) 
Eggert,  Delmar  C.,  Iowa  City 
Eggleston,  Alfred  A.,  Burlington 
Egli,  Gene  E.,  Fairfield 
Ehrenhaft,  Johann  L.,  Iowa  City 
Eicher,  Charles  R.,  Iowa  City 
Eiel,  John  O.,  Osage 
Eisenach,  John  R.,  Shenandoah 
Ekart,  Paul  I.,  Ottumwa 
Eklund,  Harold  E.,  Des  Moines 
Eller,  Lancelot  W.,  Kanawha 
Elliott,  Olin  A.,  Des  Moines 
Ellis,  Howard  G.,  Des  Moines 
Ellison,  George  M.,  Clinton 
Ellsworth.  H.  Charles,  Cherokee 
Ellyson,  Craig  D.,  Waterloo 
Elmer,  Norman  J.,  Sumner 
Ely,  Lawrence  O.,  Des  Moines 
Emanuel,  Dennis  G.,  Ottumwa 
Emerson,  Donald  D.,  Ottumwa 
Emmons.  Marcus  B.,  Clinton 
Emmons.  Margaret  S.,  Clinton 
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Emmons,  Richard  O.,  Clinton 
Emond,  Leonard  D.,  Dubuque 
Eneboe,  Edward  M.,  Hawarden 
Engelmann,  Andrew  T.,  Sioux  City 
England,  William  J.,  Griswold 
Enna,  Melchior  D.,  Dumont 
Ennis,  Harry  H.,  Manchester  (L.M.) 
Entringer,  Albert  J,,  Dubuque 
Entz,  F.  Harold,  Waterloo 
Erickson,  Ernest  D.,  Sioux  City 
Ericsson,  Martin  G.,  Cedar  Falls 
Erikson,  Roland  E.,  Davenport 
Erps,  William  E.,  Stoxm  Lake 
Esders,  Martin  S.,  DeWitt 
Estes,  Maurice,  Cedar  Rapids 
Evans,  John  E.,  Winterset 
Evans,  William  I.,  Iowa  City 
Evers,  Alvin  E.,  Pella 
Everson,  Dale  M.,  Shell  Rock 

Faber,  Luke  A.,  Dubuque 
Faber,  Luke  C.,  Iowa  City 
Fail,  Charles  S.,  Adel 
Fangman,  Charles  A.,  Carroll 
Farago,  Denes  S.,  Arnolds  Park 
Farlow,  Charles  T.,  Farnhamville  (L.M.) 
Farnsworth,  Harold  E.,  Storm  Lake 
(A.M.) 

Farrage,  Edward  R.,  Council  Bluffs 
Fatland,  John  L.,  Des  Moines 
Faust,  John  H.,  Manson 
Fawcett,  Kennedy  C.,  Ames 
Fee,  Charles  H.,  Denison 
Feightner,  Robert  L.,  Fort  Madison 
Feldick,  Harley  G.,  Buffalo  Center 
Fellows,  Joseph  G.,  Ames 
Felter,  Allan  G.,  Van  Meter 
Fenton,  Charles  D.,  Bloomfield 
Fenton,  Robert  L.,  Centerville 
Ferengul,  Ellen  E.,  Des  Moines 
Ferguson,  Edward  C.,  Ill,  Iowa  City 
Ferguson,  John  W.,  Newton 
Ferguson,  R.  Paul,  Lake  City 
Ferlic,  Rudolph  J.,  Carroll 
Fesenmeyer,  Charles  R.,  Davenport 
Fickel,  Jack  D.,  Red  Oak 
Field,  Grace  E.  W.,  Juneau,  Alaska 
Fieseler,  Walter  R.,  Okoboji 
Fieselmann,  George  F.,  Spencer 
Fillenwarth,  Floyd  H.,  Charles  City 
Fincham,  Richard,  Iowa  City 
Fisch,  Roman  J.,  Le  Mars 
Fischer,  Harry  W.,  Iowa  City 
Fisher,  June  M.,  Iowa  City 
Fisher,  William  A.,  Creston 
Fishman,  Harlow  J.,  Cherokee 
Fisk,  Charlotte,  Des  Moines 
Fitz,  Annette  E.,  Coralville 
Flannery,  Francis  E.,  Cedar  Rapids 
Flater,  Norman  C.,  Floyd 
Flatt,  Adrian  E.,  Iowa  City 
Fletcher,  Fred  W.,  Iowa  City 
Flocks,  Rubin  H.,  Iowa  City 
Floersch,  Eugene  B.,  Council  Bluffs 
Flood,  James  L.,  Denison 
Flynn,  Charles  H.,  Cheyenne,  Wyoming 
Flynn,  Gordon  A.,  Davenport 
Flynn,  James  R.,  Jr.,  Cedar  Rapids 
Foley,  Robert  J.,  Davenport 
Foley,  Walter  E.,  Davenport 
Foley,  Walter  E.,  Jr.,  Davenport 
Fomon,  Samuel  J.,  Iowa  City 
Fordyce,  Frank  W.,  Des  Moines  (A.M.) 
Forsythe,  Dorothy  C.,  Newton 
Forsythe,  Frank  E.,  Newton 
Foss,  Robert  H.,  Des  Moines 
Foster,  Morgan  J.,  Cedar  Rapids 
Foster,  Warren  H.,  Clinton 
Foster,  Wayne  J.,  Cedar  Rapids 
Fowler,  Willis  M.,  Iowa  City 
*Fox,  Charles  I.,  Port  Isabel,  Texas  (L.M.) 
Fox,  Ray  A.,  Charles  City 
Fox,  Stephan,  Ottumwa 
Franchere,  Chetwynd  M.,  Mason  City 
Franey,  William  E.,  Cedar  Rapids 
Frank,  Louis  J.,  Sioux  City  (A.M.) 

Frank,  Owen  L.,  Maquoketa 
Fransco,  Peter  P.,  Ruthven 
Fraser,  James  B.,  Des  Moines 
Fraser,  John  H.,  Monticello 
Freeh,  Raymond  F.,  Newton 
Freed,  David  A.,  West  Union 
^French,  Royal  F.,  Marshalltown  (L.M.) 
French,  Valient  D.,  Cedar  Falls  (A.M.) 
French,  Vera  V.,  Bettendorf 
Frenkel,  Hans  S.,  Clarinda 
Friday,  Walter  C.,  Burlington 
Frink,  Lyle  F.,  Spencer 
From,  Paul,  Des  Moines 
Frost,  John  F.,  Iowa  City 
Frost,  Loraine  H.,  Iowa  City 
Fry,  Gerald  A.,  Vinton 
Fuerste,  Frederick,  Jr.,  Dubuque 
★Fuller,  Dale  E.,  Minot,  North  Dakota 


Fuller,  Lyle  R.,  Garner 
Funk,  David  C.,  Iowa  City 
Furumoto,  Kiyoshi,  Keosauqua 

Galbraith.  William  B.,  Iowa  City 
Galinsky,  Leon  J.,  Des  Moines 
Gallagher,  John  P.,  Oelwein 
Garnet,  Elmo  E.,  Lamoni 
Gangeness,  Leonard  G.,  Des  Moines 
Gann,  Edward  R.,  Sigourney 
Gannon,  James,  Laurens 
Gantz,  A.  Jay,  Greenfield 
Ganzhorn,  Harold  L.,  Mapleton 
Ganzhorn,  Jack  L.,  Mapleton 
Garber,  Keith  A.,  Corydon 
Gardner,  Harold  O.,  Waterloo 
Gardner,  James  I.,  Iowa  City 
Gardner,  John  R.,  Lisbon  (L.M.) 
Garland.  John  C.,  Marshalltown 
Garred,  John  L.,  Whiting 
Garred,  William  P.,  Onawa 
Garry,  Patrick  E.,  Dyersville 
Gartin,  Thomas  D.,  Ames 
Garvy,  Andrew  C.,  Iowa  City 
Gatzke,  Laurence  D.,  Muscatine 
Gauchat,  Robert  D.,  Iowa  City 
Gauger,  John  W.,  Early 
Gaukel,  Leo  A.,  Onawa 
Gault,  James  B.,  Creston 
Gearhart,  George  W.,  Springville  (L.M.) 
Gee,  Kenneth  J.,  Shenandoah 
Gehring,  John  V.,  Cherokee 
Gelfand,  Arthur  B.,  Sioux  City 
Gelman,  Webster  B.,  Iowa  City 
Geoghegan,  Brian  P.,  Des  Moines 
George,  Louis  A.,  Remsen 
Gerard,  Russell  S.,  II,  Waterloo 
Gerken,  James  F.,  Cedar  Falls 
German,  Robert  G.,  Marshalltown 
Gernsey,  Merritt  N.,  Long  Beach, 
California  (L.M.) 

Gerstman,  Herbert,  Marion 
Gessford.  Howard  H.,  George 
Getty,  Everett  B.,  Primghar 
Ghrist,  Thomas  D.,  Des  Moines 
Gibbs,  George  M.,  Burlington 
Gibson,  Chelsea  D.,  Sac  City 
Gibson,  Douglas  N.,  Des  Moines 
Gibson,  Paul  E.,  Des  Moines 
Gibson,  Preston  E.,  Davenport 
Giegerich,  Walter  F.,  Atlantic 
Gildea,  Dorothy  J.,  Davenport 
Giles,  Francis  E.,  Fort  Dodge 
Giles,  W.  Clark,  Council  Bluffs 
Gilfillan,  Earl  E.,  Bloomfield 
Gilfillan,  Edwin  O.,  Bloomfield 
Gilfillan,  Homer  J.,  Jr.,  Bloomfield 
Gillett,  Francis  A.,  Oskaloosa  (L.M.) 
Gillett,  R.  Giles,  Sigourney 
Gillies,  Carl  L.,  Iowa  City 
Gilloon,  James  R.,  Dubuque 
Gingles,  Earl  E.,  Onawa 
Ginzberg,  Fanny  T.,  Cherokee 
Gittins,  Thomas  R.,  Sioux  City 
Gittler,  Ludwig,  Fairfield 
Gius,  John  A.,  Iowa  City 
Glenn,  David  H.,  Eldora 
Glesne,  Otto  N.,  Fort  Dodge 
Glissman,  Jean  B.,  Des  Moines 
Glomset.  Daniel  A.,  Des  Moines 
Goad,  Robley  R.,  Muscatine 
Godbey,  Maunis  E.,  Cedar  Rapids 
Goddard,  Chester  R.,  Iowa  City 
Godfrey,  James  T.,  Jr.,  Cherokee 
Goebel,  Clarence  J.,  Sioux  City 
Goebel,  Kenneth  E.,  Council  Bluffs 
Goen,  Edwin  J.,  Charles  City 
Goenne,  Richard  E.,  Davenport 
Goenne,  William  C.,  Sr.,  Davenport 
(L.M.) 

Goerlich,  Berthold,  Elkins,  West  Virginia 
Goggin,  John  G.,  Ossian 
Goldberg,  J.  Eugene,  Waterloo 
Goldberg,  Louis,  Des  Moines 
Goldman,  Bernard  R.,  Davenport 
Gonlubol,  Fethi,  Council  Bluffs 
Goodenow,  Sidney  B.,  Colo.  (L.M.) 
Goodman,  Lawrence  O.,  Marshalltown 
Gopelerud,  Clifford  P.,  Iowa  City 
Gordon,  Arnold  M.,  Des  Moines 
Gorrell,  Ralph  L.,  Clarion 
Goswitz,  Helen  V.,  Iowa  City 
Gottsch,  Edwin  J.,  Shenandoah 
Gould,  James  P.,  Des  Moines 
Gower,  Walter  E.,  Fort  Dodge 
Graether,  John  M.,  Marshalltown 
Graham,  James  W.,  Sioux  City 
Graham,  Thomas  C.,  Iowa  Falls 
Grahek,  Lawrence  J.,  Oskaloosa 
Grandinetti,  Arthur  F.,  Oelwein 
Grandon,  Eugene  L.,  Cedar  Rapids 
Grant,  John  A.,  Ames 
Grant,  John  G.,  Ames 
Grau,  Amandus  H.,  Denison 


Graves,  John  P.,  Dubuque 
Gray,  Gordon  W.,  Davenport 
Gray,  John  F.,  Melcher  (L.M.) 

Gray,  Ralph  E.,  Eldora 
Gray,  Lawrence  R.,  Ankeny 
Greco,  Louis  R.,  Jr.,  Boone 
Green,  David,  Iowa  City 
Green,  Don  C.,  Des  Moines 
Green,  John  W.,  Jr.,  Des  Moines 
Greenblatt,  Jerald,  Cedar  Rapids 
Greenhill,  Solomon,  Des  Moines 
Greenleaf,  John  S.,  Iowa  City 
Greteman,  Theodore  J.,  Dubuque 
Griesy,  Carl  V.,  Rock  Rapids 
Griffin,  Charles  C.,  Dyersville 
Griffin,  Robert  E.,  Sheldon 
Griffith,  William  O.,  Council  Bluffs 
Griffith,  Wylie  H.,  Clinton 
Grimmer,  Billy,  Grinnell 
Groben,  Elmer  S.,  Columbus  Junction 
Grossman,  Milton  D.,  Sioux  City 
Grossman,  Raymond  S.,  Marshalltown 
Grossmann,  Edward  B.,  Orange  City 
Grubb,  Merrill  W.,  Galva 
Grundberg,  Gerhard,  Maquoketa 
Gude,  Herbert  E.,  Iowa  Falls 
Guggenheim,  Paul,  Council  Bluffs 
Gugle,  Lloyd  J.,  Ottumwa 
Guiang,  Sixto  F.,  Burlington 
Gurau,  Henry  H.,  Des  Moines 
Gustafson,  John  E.,  Des  Moines 
Gutch,  Roy  C.,  Chariton  (L.M.) 
Gutenkauf,  Charles  H.,  Des  Moines 

Hach,  Felix  T.,  Ankeny 
Hadlund,  Ralph  L.,  Waterloo 
Hagen,  Edward  F.,  Decorah 
Hagen,  Edward  J.,  Sioux  City 
Haines,  Diedrich  J.,  Des  Moines 
Hake,  Dexter  H.,  Palo  Alto,  California 
Hale,  Albert  E.,  Mason  City 
Hall,  Bonnybel  A.,  Maynard 
Hall,  Cluley  C.,  Maynard 
Hall,  William  E.,  Des  Moines 
Hallam,  F.  Tulley,  Des  Moines 
Hallberg,  Harold  C.,  Oelwein 
Halpin,  Lawrence  J.,  Cedar  Rapids 
Hamilton,  Ben  C.,  Jefferson  (L.M.) 
Hamilton,  Cecil  V.,  Ames 
Hamilton,  Henry  E.,  Iowa  City 
Hamilton,  William  K.,  Iowa  City 
Hammer,  Richard  W.,  Des  Moines 
Hansell,  William  W.,  Des  Moines 
Hansen,  David  M.,  Cedar  Falls 
Hansen,  Fred  A.,  Red  Oak 
Hansen,  Niels  M.,  Mercer  Island,  Wash- 
ington (A.M.) 

Hansen,  Robert  R.,  Marshalltown  (L.M.) 
Hansen,  Russell  R.,  Storm  Lake 
Hanson,  Carl  A.,  Waterloo 
Hanson,  Henry  M.,  Waverly 
Hanson,  Walter  N.,  Mason  City 
Hanssmann,  Irving  J.,  Council  Bluffs 
Hardin,  John  F.,  Bedford 
Hardin,  Robert  C.,  Iowa  City 
Harding,  Dale  A.,  Eagle  Grove 
Hardwig,  Oswald  C.,  Waverly 
Harken,  Conreid  R.,  Osceola  (L.M.) 
Harms.  George  E.,  Norway 
Harned,  Lewis  B.,  Waterloo 
Harper,  George  E.,  Fort  Madison 
Harper,  Harry  D.,  Fort  Madison 
Harper,  William  H.,  Jr.,  Keokuk 
Harpring,  Alice  J.,  Davenport 
Harris,  Herbert  H.,  Sioux  City 
Harris,  Ray  R.,  Dubuque  (L.M.) 

Harten,  James  N.,  Cherokee 
Hartley,  Byron  D.,  Mount  Pleasant 
Hartman,  Frank  T.,  Waterloo  (L.M.) 
Hartman,  Howard  J.,  Waterloo 
Hartunian,  Edick,  Mount  Pleasant 
Harvey,  Glen  W.,  Cedar  Rapids 
Harwood,  Arthur  M.,  Waverly 
Hassebroek,  Roy  J.,  Orange  City 
Hastings,  Philip  R.,  Waterloo 
Hastings,  Richard  A.,  Ottumwa 
Hathaway,  Robert  G.,  Waterloo 
Haufe,  W.  David,  Bloomfield 
Haugland,  Stanley  M.,  Lake  Mills 
Hausheer,  Myron  R.,  Oakland 
Havlik,  A1  J.,  Tama 
Hawkins,  Charles  P.,  Clarion 
Hayden,  Milford  D.,  Cherokee 
Hayes,  William  P.,  Cedar  Rapids 
Hayne,  Robert  A.,  Des  Moines 
Hayne,  Willard  W.,  Des  Moines 
Hazlet,  Kenneth  K.,  Dubuque 
Healy,  James  D.,  Mason  City 
Heeren,  Ralph  H.,  Des  Moines 
Heffernan,  Chauncey  E.,  Sioux  City 
Hege.  John  H.,  Anamosa 
Hegg,  Lester  R.,  Rock  Valley 
Hegstrom,  George  J.,  Ames 
Heidenreich,  William  F.,  Dubuque 
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Heimann,  Verne  R.,  Sioux  City 
Heine,  George  W.,  Cedar  Falls 
Heise,  Carl  A.,  Jr.,  Jewell 
Heise,  Harris  R..  Marshalltown 
Heise,  Robert  H.,  Story  City 
Heitzman,  Paul  O.,  Cedar  Rapids 
Helling,  Harry  B.,  Fort  Madison 
Helseth,  Carleton  T.,  Des  Moines 
Henderson,  Walker  B.,  Oelwein 
Hendricks,  Atlee  B.,  Davenport 
Hendricks,  Clifford  A.,  Cedar  Rapids 
Hendricks,  James  Y.,  Clear  Lake 
Hendrickson,  Alvin  H.,  Sioux  City 
Henkin,  John  H.,  Sioux  City 
Henn,  Samuel  C.,  Cedar  Falls 
Hennes,  Raphael  J.,  Oxford 
Hennessey,  John  M.,  Manilla 
Hennessy,  J.  Donald,  Council  Bluffs 
Henning,  Roger  E.,  Des  Moines 
Henningsen,  Artemus  B.,  Clinton 
Henstorf,  Harold  R.,  Shenandoah 
Heppelwhite,  James  W.,  Des  Moines 
Herlitzka,  Alfred  J.,  Mason  City 
Herman,  John  C.,  Boone 
Herrick,  Walter  E.,  Ottumwa 
Herrmann,  Christian  H.,  Middle 
Hersey,  Nelson  L.,  Independence 
Hertko,  Edward  H.,  Des  Moines 
Hess,  John,  Jr.,  Des  Moines 
Hess,  John  F.,  Dyersville 
Heuermann,  Dorothy  J.,  Latimer 
Heusinkveld,  Henry  J.,  Clinton  (A.M.) 
Hickenlooper,  Carl  B.,  Winterset  (L.M.) 
Hickman,  Charles  S.,  Centerville  (L.M.) 
Hicks,  Wayland  K.,  Sioux  City 
Hierschbiel,  Ernst  A.,  Iowa  City 
Hildebrand,  Howard  H.,  Ames 
Hill,  Julia  Ford,  Santa  Barbara,  Cali- 
fornia (L.M.) 

Hill,  Lee  F.,  Des  Moines 
Hines,  Ralph  E.,  Des  Moines 
Hirleman,  Hal  R.,  Cedar  Rapids 
Hirsch,  Harry  N.,  Sioux  City 
Hirsch,  Michael  R.,  Des  Moines 
Hirst,  Donald  V.,  Council  Bluffs 
Hoak,  John  C.,  Iowa  City 
Hodges,  Robert  E.,  Iowa  City 
Hoffman,  Paul  M.,  Tipton  (L.M.) 

★Hoffman,  Robert  M.,  Jacksonville,  Flor- 
ida 

Hoffman,  Robert  W.,  Des  Moines 
Hogenson,  George  B.,  Eagle  Grove 
Hollander,  Werner  M.,  Davenport 
Hollis,  Edward  L.,  Marengo  (L.M.) 
Holman,  David  O.,  Ottumwa 
Holzworth,  Paul  R.,  Des  Moines 
Hommel,  Placido  R.  V.,  Elkader 
Honke,  Edward  M.,  Sioux  City 
Hooley,  John  S.,  Sigourney 
Hoover,  Ralph  S.,  Waterloo 
Hopkins,  David  H.,  Des  Moines  (A.M.) 
Hopp,  Ralph  L.,  Council  Bluffs 
Hornaday,  William  R.,  Des  Moines 
Hornaday,  William  R.,  Jr.,  Des  Moines 
Hornberger,  John  R.,  Manning 
Horsley,  Arthur  W.,  Sioux  City 
Horst,  Arthur  W.,  Sioux  City 
Hosford,  Horace  F.,  Burlington 
Hostetter,  John  I.,  Des  Moines 
Hostetter,  Mary  S.,  West  Des  Moines 
Houlahan,  Jay  E.,  Mason  City 
Houser,  Cass  T.,  Cedar  Rapids  (L.M.) 
Housholder,  Harold  A.,  Winthrop  (L.M.) 
Howar,  Bruce  F.,  Webster  City 
Howard,  Dwayne  E.,  Sioux  City 
Howard,  Lloyd  G.,  Council  Bluffs 
Howard,  William  F.,  Iowa  City 
Howe,  Gerald  W.,  Iowa  City 
Howell,  David  A.,  Dubuque 
Howell.  Elias  B.,  Ottumwa  (L.M.) 

Hoyt,  John  L.,  Creston 
Hruska,  Glen  J.,  Belmond 
Huber,  Robert  A.,  Charter  Oak 
Hubiak,  John,  Odebolt 
Hudek,  Joseph  W.,  Garnavillo  (L.M.) 
Huey,  John  R.,  Cedar  Rapids 
Huffman,  William  C.,  Iowa  City 
Hughes.  Parker  K.,  Des  Moines 
Hull,  Charles  N.,  Des  Moines 
Hull,  Gene  I.,  Des  Moines 
Hunt,  Van  W.,  Mason  City 
Hunting,  Ralph  D.,  Cedar  Rapids 
Huntley,  Charles  C.,  Avoca 
Hurevitz,  Hyman  M.,  Davenport 
Huston,  Daniel  F.,  Burlington 
Huston,  John,  Jr.,  Cedar  Rapids 
Huston,  K.  Garth,  Des  Moines 
Huston,  Marshall  D.,  Cedar  Falls 
Huston,  Paul  E.,  Iowa  City 
Hutcheson,  Thomas  S.,  Ida  Grove 
Hutchinson,  Roy  M.,  Fort  Dodge 
Hyatt,  Charles  N.,  Corydon 


*Ihle,  Charles  W.,  Norfolk,  Nebraska 
(L.M.) 

Ingham,  Donald  W.,  Independence 
Ingham,  Paul  G.,  Mapleton 
Ingle,  Newell  G.,  Cedar  Rapids 
Ingraham,  David  R.,  Sewal  (L.M.) 

Ireland,  William  W.,  Ottumwa 
Irish,  Thomas  J.,  Forest  City 
Irving,  Noble  W.,  Jr.,  Des  Moines 
Isham,  Robert  B.,  Osage 

Jack,  Darwin  B.,  Oelwein 
Jackson,  James  M.,  Fort  Bragg,  North 
Carolina  (L.M.) 

Jackson,  James  S.,  Mount  Pleasant 
Jacobi,  Heinz  S.,  New  Hampton 
Jacobs,  Carl  A.,  Sioux  City 
Jacobs,  Edward  L.,  Marshalltown 
Jacobs,  James  P.,  Iowa  City 
Jacobs,  John  P.,  Mason  City 
Jacobs,  Richard  L.,  Iowa  City 
Jacques,  Lewis  H.,  Iowa  City 
Jaenicke,  Kurt,  Clinton  (L.M.) 

Jaggard.  Robert  S.,  Oelwein 
James,  David  W.,  Des  Moines 
James,  Lora  D.,  Fairfield  (L.M.) 

James,  Peter  E.,  Audubon  (L.M.) 

January,  Lewis  E.,  Iowa  City 
Jaquis,  John  R.,  Reinbeck 
Jardine,  George  A.,  New  Virginia  (A.M.) 
Jarvis,  Harry  D.,  Chariton  (L.M.) 
Jaskunas,  Stanley  R.,  Bloomfield 
Jauch,  Karl  E.,  La  Porte  City 
Jebsen,  Robert  H.,  Cedar  Rapids 
Jeffries,  James  H.,  Waterloo 
Jeffries,  Milo  E.,  Marshalltown 
Jeffries,  Roy  R.,  Waukon 
Jenkins,  George  D.,  Burlington 
Jenkins,  Hanley  F.,  Des  Moines 
Jenkins,  Richard  L.,  Iowa  City 
Jenkinson,  Harry  R.,  Iowa  City 
Jenks,  Alonzo  L.,  Jr.,  Des  Moines 
Jensen,  Arno  L.,  Clinton 
Jensen,  Kenneth  V.,  Clarinda 
Jensen,  LeRoy  E.,  Audubon 
Jensen,  Ralph,  Ames 
Jerdee,  Ingebrecht  C.,  Clermont 
Jerome,  Peter,  Davenport 
Johann,  Albert  E.,  Des  Moines  (A.M.) 
Johnson,  Aaron  Q.,  Sioux  City 
Johnson,  Charles  A.,  Sioux  City 
Johnson,  Charles  O.,  Des  Moines 
Johnson,  Clarence  A..  Coon  Rapids 
Johnson,  Eugene  L.,  Spirit  Lake 
Johnson,  G.  Raymond,  Ottumwa 
Johnson,  Harvey  A.,  Atlantic 
Johnson,  Merton  A.,  Nevada 
Johnson,  Norman  M.,  Clarinda 
Johnson,  Richard  M..  Denison 
Johnson,  Robert  J.,  Iowa  Falls 
Johnson,  Robert  M.,  Des  Moines 
Johnson,  Stancil  E.  D..  Cherokee 
Johnston,  C.  Harlan,  Des  Moines 
Johnston,  George  B.,  Estherville 
Johnston,  Harry  L.,  Ames 
Johnston,  Helen,  Columbus  Junction 
(A.M.) 

Johnston,  Wayne  A.,  Dubuque  (A.M.) 
Jones,  Cecil  C.,  Des  Moines  (A.M.) 

Jones,  Clare  C.,  Spencer 
Jones,  G.  William,  Des  Moines 
Jones,  Harold  W..  Sioux  City 
Jones,  Harry  J..  Cedar  Rapids  (L.M.) 
Jones,  Maynard  L.,  Colfax 
Jongewaard,  Albert  J.,  Jefferson 
Jongewaard.  Robert  E.,  Wesley 
Joranson,  Robert  E.,  Council  Bluffs 
Jordan,  John  W.,  Maquoketa 
Jowett,  John  R..  Clinton 
Joyce,  George  T.,  Mason  City 
Joynt,  Albert  J..  Waterloo  (L.M.) 

Joynt,  Michael  F.,  Marcus  (L.M.) 

Joynt,  Robert  J.,  Iowa  City 
Judiesch,  Kenneth  J.,  Iowa  City 
Juel,  Einer  M.,  Atlantic 

Kaack,  Harry  F.,  Jr.,  Clinton 
Kaelber,  William  W.,  Iowa  City 
Kahler,  Hugo  V.,  Reinbeck  (L.M.) 

Kane,  Thomas  E.,  Boone 
Kanealy,  John  F.,  Cedar  Rapids 
Kanis,  Stewart  F..  Pella 
Kapke,  Franklin  W..  Mason  City 
Kaplan,  David  D.,  Sioux  City 
Kaplan,  Robert  M.,  Davenport 
Kapp,  David  F.,  Dubuaue 
Karp,  Leon  M.,  Lake  City 
Kasiske,  Walter  B.,  Keokuk 
*Kassmeyer,  John  C.,  Dubuque  (L.M.) 
Kast,  Donald  H.,  Des  Moines 
Katzmann,  Frederick  S.,  Des  Moines 
Keane,  Kenneth  M.,  Sioux  City 
Keech,  Roy  K.,  Cedar  Rapids  (L.M.) 
Keeney,  George  H.,  Mallard  (L.M.) 


Keettel,  William  C.,  Iowa  City 
Kehoe,  Joseph  L.,  Davenport 
★Keil,  Philip  G.,  Washington.  D.  C. 

Keith,  John  J.,  Marion 
Kelberg,  Melvin  R.,  Sioux  City 
Keller,  Erwin  F.,  Davenport 
Keller,  John  T.,  Iowa  City 
Kelley,  John  H.,  Des  Moines 
Kelley,  Newell  R.,  Des  Moines 
Kelly,  Alma  C.  B..  Des  Moines 
Kelly,  Anthony  H.,  Sioux  City 
Kelly,  Clarkson  L.,  Jr.,  Charles  City 
Kelly,  Dennis  H.,  Des  Moines  (A.M.) 
Kelly,  Dennis  H.,  Jr.,  Des  Moines 
Kelly,  John  F.,  Sioux  City 
Kelly,  John  F.,  Fort  Dodge 
★Kelly,  Thomas  W.,  Anchorage,  Alaska 
Kelly,  William  J.,  Dubuque 
Kelsey,  James  E.,  Des  Moines 
Kemp.  Robert  R.,  Keokuk 
Kenefick,  John  N.,  Algona 
Kennedy,  Edwin  D.,  Mason  City 
Kennedy,  Elizabeth  S.,  Oelwein  (L.M.) 
Kenney,  Bernard  E.,  Council  Bluffs 
Kent,  Robert  W.,  Oakdale 
Kent,  Thomas  H.,  Iowa  City 
Keohen,  Gerald  F.,  Dubuque 
Kepros,  Peter  F.,  Cresco 
Kern,  George  A.,  Des  Moines 
Kern,  Lester  C.,  Waverly  (L.M.) 
Kershner,  Frank  O.,  Clinton  (A.M.) 
Kersten,  Herbert  H.,  Fort  Dodge 
Kersten,  John  R.,  Fort  Dodge 
Kersten,  Paul  M.,  Fort  Dodge 
Kestel,  John  L.,  Waterloo 
Kettelkamp,  Enoch  G.,  Monona 
Kettelkamp,  William  E.,  Cedar  Rapids 
Keyser,  Earl  L.,  Marshalltown 
Keyser,  Ralph  E.,  Marshalltown  (L.M.) 
Kieck,  Ernest  G.,  Etowah,  North  Caro- 
lina (A.M.) 

Kiernan,  Thomas  E..  Sioux  Center 
Kiesau,  Milton  F.,  Postville 
Kiesling,  Harry  F.,  Lehigh 
Kilgore,  Ben  F.,  Des  Moines 
Kimball,  Glenn  J.,  Des  Moines 
Kimball,  John  E.,  West  Liberty  (L.M.) 
Kimberly,  Lester  W.,  Davenport 
*King,  Dean  H.,  Spencer 
King,  Jack  A.,  Ames 
King,  Ross  C.,  Clinton 
Kingsbury,  Kenneth  R.,  Ottumwa 
Kinney,  Max  W.,  Council  Bluffs 
Kirch,  Walter  A.,  Des  Moines 
Kirchheim,  Dieter,  Baltimore,  Maryland 
Kirkegaard,  Rodger  S.,  Iowa  City 
Kirkegaard,  Virgil  G.,  Waterloo 
Kirkendall,  Walter  M.,  Iowa  City 
Kirkham,  Lindsay  J..  Mason  City 
Kirlin,  Maurice  W.,  Spirit  Lake 
Kivlighn,  Donald  D.,  Sioux  City 
Klein,  John  L.,  Jr..  Muscatine 
Klein,  Robert  F.,  Muscatine 
Kleinberg,  Henry  E.,  Des  Moines  (A.M.) 
Klingle,  Francis  L.,  Cresco 
Klocksiem,  Harold  L.,  Des  Moines 
Klocksiem,  Roy  G..  Rockwell  City 
Klok,  George  J.,  Council  Bluffs 
Kluever,  Herman  C.,  Fort  Dodge 
Knaack,  Harvey  E.,  Des  Moines 
Knight,  Benjamin  L.,  Cedar  Rapids 
Knight,  Edson  C.,  Marshalltown 
Knight,  Russell  A.,  Rockford 
Knipfer,  Robert  L.,  Jesup 
Knosp,  Alton  A.,  Jefferson 
Knosp,  Norman  C.,  Belle  Plaine 
Knott,  James  L.,  Council  Bluffs 
Knott,  Peirce  D.,  Sioux  City 
Knox,  Robert  M.,  Des  Moines 
Koch,  John  S.,  Cedar  Rapids 
Koelling,  Lloyd  H.,  Newton 
Koenig,  Frank  J.,  Des  Moines 
Kohrs,  Edward  F.,  Davenport 
Koob,  Dean  F.,  Algona 
Koons,  Claude  H.,  Des  Moines 
Kopecky,  Edward  F.,  Cedar  Rapids 
Kopsa,  Walter  J.,  Tipton 
Kordecki,  Frank  A.,  Independence 
Korner,  Harold.  Waterloo 
Korns,  Horace  M.,  Iowa  City 
Korson,  Selig  M.,  Independence 
Kos,  Clair  M.,  Iowa  City 
Koser,  Donald  C.,  Cherokee 
Kosieradzki,  Henry,  Marshalltown 
Kraushaar,  Maurice  E.,  Fort  Dodge 
Krehl,  Willard  A.,  Iowa  City 
Kretzschmar,  Robert  M.,  Iowa  City 
Krettek,  John  E.,  Council  Bluffs 
Krigsten,  Joe  M.,  Sioux  City 
Krigsten.  William  M.,  Sioux  City 
Kroack,  Kalman  J..  Buffalo  Center 
Kruckenberg,  William  G.,  Cedar  Rapids 
Krueger,  Norman  L.,  Casey 
Kruml,  Joseph  G.,  Council  Bluffs 


518 


Kruse,  Otto  E.,  Tipton 
Kruse,  Rolf  F.,  Waterloo 
Kruse,  Rufus  H.,  Marshalltown 
Kruse,  Steven  G.,  Slater 
Kuehn,  Willard  G.,  Clarinda 
Kugel,  Robert  B.,  Iowa  City 
Kuhl,  Augustus  B.,  Jr.,  Davenport 
Kuhl,  Robert  H.,  Creston 
Kuker,  Leo  H.,  Carroll 
Kurtz,  Cecilia  M„  Cedar  Rapids 
Kyer,  Donald  L.,  Dubuque 
Kyle.  Robert  H.,  Cedar  Falls 
Kyle,  William  S.,  Washington  (L.M.) 

Lackore,  Leonard  K.,  St.  Ansgar 
Lagen,  Mansfield  S.,  Dubuque 
Lagoni,  Ralph  P.,  Eldridge 
Lake,  Carlton  B.,  Cedar  Rapids 
LaMar,  John  W.,  Des  Moines 
Lamb,  Harry  H.,  Davenport 
Lambrecht,  Paul  B.,  Des  Moines 
Landhuis,  Leo  R.,  Fort  Dodge 
Landry,  Gerard  R.  F.,  Council  Bluffs 
Langley,  Roland  L.,  Hawarden 
Lanich,  Oscar  K.,  Jr.,  Waterloo 
Lannon,  James  W.,  Mason  City 
LaPorte,  Paul  A.,  Fort  Dodge 
Lardinois,  Clifford  C.,  Burlington 
Larimer,  Robert  C.,  Sioux  City 
Larimer,  Robert  N.,  Sioux  City 
Larsen,  Elmer  A.,  Centerville 
Larsen,  Frank  S.,  Fort  Dodge 
Larsen,  Harold  T.,  Fort  Dodge 
Larsen,  Lawrence  V.,  Harlan 
Larson,  Andrew  G.,  Dickens  (L.M.) 
Larson,  Carroll  B.,  Iowa  City 
Larson,  Erling,  Jr.,  Davenport 
Larson,  Gerald  E.,  Elk  Horn 
Larson,  Lester  E.,  Decorah 
Larson,  Marvin  O..  Hawarden 
Larson,  Robert  C.,  Des  Moines 
Larson,  Walter  W.,  Ames 
Latchem,  Charles  W.,  Des  Moines 
Latimer,  Milton  J.,  Burlington 
Latourette,  Howard  B.,  Iowa  City 
Laube,  Paul  J.,  Dubuque 
Lauvstad,  Edward  E.,  Osceola 
Lavender,  John  G.,  George 
Lawler,  Matthew  P.,  Jr.,  Des  Moines 
Lawlor,  Jeremiah  F.,  Iowa  City 
Lawrence,  Montague  S.,  Iowa  City 
Lawson,  Frank  D.,  Iowa  City 
Layton,  Jack  M.,  Iowa  City 
Ledogar,  Joseph  A.,  Webster  City 
Lee,  Richard  H.,  Dubuque 
Lee,  Robert  W.,  Fort  Dodge 
Lee.  Wayne  R.,  Burlington 
Leehey,  Paul  J.,  Independence 
Leffert,  Frank  B.,  Centerville 
Lehman,  Emery  W.,  Bluffton,  Indiana 
(L.M.) 

Lehman,  John  D.,  Iowa  City 
Lehr,  Sylvan  M.,  Cedar  Rapids 
Leibel,  Lynn  L.,  Council  Bluffs 
Leinbach,  Samuel  P.,  Belmond 
Leinfelder,  Placidus  J.,  Iowa  City 
Leiter,  Herbert  C.,  Sioux  City 
Lekwa,  Alfred  H.,  Story  City 
Lemke,  Betty  A.  T.,  Des  Moines 
Lemon,  Kenneth  M.,  Oskaloosa 
Lenzmeier,  Albert  J.,  Davenport 
Leonard,  Thurman  K.,  Madrid 
LePoidevin,  Jean  S.,  Waterloo 
Lerner,  Ernest  N.,  Mount  Pleasant 
Lesiak,  John  J.,  Titonka 
Levy,  James  W.,  Sioux  City 
Lewis,  Faye  C.,  Webster  City 
Lewis,  William  B.,  Webster  City 
Lichtenberg,  Robert  P.,  Keokuk 
Liechty,  Richard  D.,  Iowa  City 
Lierle,  Dean  M.,  Iowa  City 
Lierman,  Clifford  E.,  Lake  View 
Light,  Henry  R.,  Grinnell 
Limbert,  Edwin  M.,  Council  Bluffs 
Lindell,  Sherman  E.,  LeMars 
Linder,  Enfred  E.,  Ogden 
Lindholm,  Claire  V.,  Armstrong 
Lindholm,  Hugo  A.,  Armstrong 
Lindley.  Ellsworth  L.,  Cedar  Rapids 
Linge,  Scott,  Fayette 
Linthacum,  Robert  W.,  Dysart 
Liska,  Edward  J.,  Ute 
Lister,  Eugene  E.,  Dallas  Center 
Lister,  Kenneth  E.,  Ottumwa 
Llewellyn,  Neal  N.,  Iowa  City 
Lloyd,  John  M.,  Washington 
Locher,  Robert  C.,  Cedar  Rapids 
Lockhart,  Harold  A.,  Cedar  Rapids 
Locksley,  Herbert  B.,  Iowa  City 
Loeck,  John  F.,  Independence 
Loeffelholz,  Paul  L..  Fort  Dodge 
Loes,  Anthony  M.,  Dubuque  (L.M.) 
Lohman,  Frederick  H.,  Waterloo 
Lohmann,  Carl  J.,  Burlington 
Lohnes,  John  H.,  Cedar  Rapids 
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Lohr,  Frederick  J.,  Sioux  City 
Lohr.  Phillips  E.,  Churdan 
Long,  Draper  L.,  Mason  City 
Longnecker,  Daniel  S.,  Iowa  City 
Longworth,  Wallace  H.,  Boone 
Looker,  Richard  F.,  Cedar  Rapids 
Loomis,  Frederic  G.,  Waterloo 
Lorfeld,  Gerhard  W.,  Davenport 
Losasso,  David  A.,  Davenport 
Losh,  Clifford  W.,  Des  Moines  (L.M.) 
Losh,  Clifford  W.,  Jr.,  Des  Moines 
Lovejoy,  E.  Parish,  Des  Moines 
Lowary,  Eldon  K.,  Webster  City 
Lowry,  Charles  F.,  Council  Bluffs 
Lowry,  Earl  C.,  Des  Moines 
Loxterkamp,  Edward  O.,  Rolfe 
Ludwig,  Clarence  J.,  Waterloo 
Luehrsmann,  Bernard  C.,  Dyersville 
Luhman,  Lowell  A.,  Iowa  City 
Lulu.  Donald  J.,  Des  Moines 
Lynn,  John  R.,  Iowa  City 
Lyons,  Mary  L.,  Des  Moines 

MacGregor,  John  K.,  Mason  City 
MacLeod,  Hugh  G.,  Greene 
MacQueen,  John  C.,  Iowa  City 
McAllister,  William  G.,  Manly 
McBride,  Donald  F.,  Des  Moines 
McBride,  Robert  H.,  Sioux  City 
McCaffrey,  Eugene  H.,  Des  Moines 
(A.M.) 

McCall,  John  H.,  Allerton  (L.M.) 
McCandless,  Robert  G.,  Iowa  City 
McCarroll,  James  G..  Fort  Dodge 
McCarthy,  Frank  D.,  Sioux  City 
McClean,  Earl  D.,  Des  Moines  (L.M.) 
McClellan,  John  W.,  Onawa 
McClung,  Robert  R.,  Knoxville 
McClurg,  Frank  H.,  Fairfield 
McConkie,  Edwin  B.,  Cedar  Rapids 
McConnell,  Robert  W.,  Davenport 
McCool,  Robert  F.,  Clarion 
McCormack,  William  C.,  Ames 
McCoy,  Harold  J..  Des  Moines 
McCoy,  John  T.,  Cedar  Falls 
McCoy,  Robert  E.,  Mason  City 
McCrary,  W.  Ashton,  Lake  City 
McCreedy,  Murry  L.,  Washington 
McCreight,  George  C.,  Carmel  Valley, 
California  (A.M.) 

McCuistion,  Harry  M.,  Sioux  City 
McDonald,  Don  J.,  Cedar  Rapids 
McEleney,  Donald  A.,  Cedar  Rapids 
McElwain,  John  J.,  Burlington 
McFadden,  F.  Ross,  Davenport 
McFarland,  Guy  E.,  Jr.,  Ames 
McFarland,  Julian  E.,  Ames  (A.M.) 
McFarlane,  Donald  J.,  Dubuque 
McFarlane,  John  A.,  Sioux  City 
McGarvey,  Cornelius  J.,  Des  Moines 
McGee,  John  E.,  Fort  Madison 
McGilvra,  Arthur  L.,  Sioux  Center 
McGinnis,  George  C.,  Fort  Madison 
McGrane,  Merle  J.,  New  Hampton  (A.M.) 
McGuire,  Kenneth  L.,  Keota 
McHugh,  Charles  P.,  Sioux  City  (L.M.) 
Mclllece,  Raymond  C.,  Fort  Madison 
McIntosh,  Philip  D.,  Ottumwa 
McIntyre,  Caryl  C.,  Waterloo 
McKay,  Kenneth  H.,  Davenport 
McKay,  Richard  V.,  Jr.,  Dubuque 
McKean,  Frank  F.,  Allison 
McKee,  Albert  P.,  Iowa  City 
McKitterick,  John  C.,  Burlington 
McLaughlin,  Philip  A.,  Coralville 
McMahon,  Arthur  E.,  Jr.,  Mason  City 
McMahon,  John  M.,  Iowa  City 
McMahon,  Thomas,  Clinton  (L.M.) 
McMeans,  Thomas  W.,  Davenport 
McMillan,  George  J.,  Fort  Madison 
McMillan,  James  T.,  Des  Moines 
McMurray,  Edward  A.,  Newton 
McMurray,  Harry  N.,  Burlington 
McNamara,  Robert  J.,  Dubuque 
McNamee,  Jesse  H.,  Des  Moines 
McQuiston,  J.  Stuart,  Cedar  Rapids 
McTaggart,  William  B.,  Fort  Dodge 
McVay,  Melvin  J.,  Lake  City 
Magaret,  Ernest  C.,  Glenwood 
Magee,  Emery  E.,  Waterloo  (L.M.) 

Maher,  Louis  L.,  Des  Moines 
Mahoney,  James  D.,  Council  Bluffs 
Mailliard,  Robert  E.,  Storm  Lake 
Maixner,  Reynold  R.,  Ottumwa 
Maixner,  William  D.,  Ottumwa 
Maland,  Donald  O.,  Cresco 
Maltry,  Emile,  Jr.,  Fort  Dodge 
Manderscheid,  Robert  A.,  Boone 
Mangan,  J.  Thomas,  Forest  City 
Manning,  Ephraim  L.,  Davenport 
Manoles,  Ellias  N.,  Rochester,  Minnesota 
Maplethorpe,  Charles  W.,  Toledo  (L.M.) 
Maplethorpe,  Charles  W.,  Jr.,  Toledo 
Marble,  Edwin  J.,  Marshalltown 
Marble,  Willard  P.,  Marshalltown 
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Margolis,  Irving  B.,  Des  Moines 
Margules,  Maurice  P.,  Council  Bluffs 
Margulies,  Harold,  New  York,  New  York 
Marinos,  Harry  G.,  Mason  City 
Maris,  Cornelius,  Sanborn 
Mark,  Edward  M.,  Clarksville 
Mark,  Milton  S.,  Des  Moines 
Marker,  John  I.,  Davenport 
Markham,  William  S.,  Harlan 
Marme,  George  W.,  DeWitt 
Marquis,  Fred  M.,  Waterloo 
Marquis,  George  S.,  Des  Moines 
Marriott,  Charles  M.,  Sioux  City 
Marsh,  Frederick  E.,  Council  Bluffs 
Marsh,  Frederick  E.,  Jr.,  Council  Bluffs 
Marshall,  Lawrence  L.,  Jefferson 
Martin,  James  W.,  Holstein 
Martin,  Josef  R.,  Carroll 
Marty,  Sophocles  D.,  Mason  City 
Mason,  Edward  E.,  Iowa  City 
Mast,  Truman  M.,  Washington 
Mater,  Dwight  A.,  Knoxville 
Mathiasen,  Aileen,  Council  Bluffs 
Mathiasen,  Emmett  B.,  Council  Bluffs 
Mathiasen,  Henning  W.,  Council  Bluffs 
Mathiasen,  John  W.,  Council  Bluffs 
Matthews,  Alexander,  Mason  City 
Matthey,  Carl  H.,  Davenport 
Matthey,  Walter  A.,  Bettendorf  (L.M.) 
Mattice,  Roger  J.,  Sioux  Rapids 
Maughan,  John  F.,  Baxter 
Maxwell,  Charles  T.,  Sioux  City  (L.M.) 
Maxwell,  John  R.,  Iowa  City 
May,  George  A.,  Forest  Grove,  Oregon 
(A.M.) 

Mayer,  Paul  D.,  Cherokee 
Mazur,  Theodore  T.,  Burlington 
Meffert,  Clyde  B.,  Cedar  Rapids 
Meger,  Robert  F.,  Victor 
Megorden,  William  H.,  Mount  Pleasant 
Mehrl,  William  J.,  Cascade 
Meister,  Philippine,  Des  Moines 
Melampy,  C.  Nelson,  Ottumwa 
Melgaard,  Robert  T.,  Dubuque 
Melichar,  Paul  J.,  Garner 
Mellen,  Robert  G.,  Clinton 
Merchan,  Gloria,  Des  Moines 
Merillat,  Herbert  C.,  Des  Moines 
Merkel,  Byron  M.,  Des  Moines 
Merritt,  Arthur  M.,  Des  Moines  (L.M.) 
Merritt,  F.  Benjamin,  Dubuque 
Merritt,  James  O.,  Fort  Des  Moines 
Merselis,  Harold  K.,  Audubon 
Merulla,  Charles  A.,  Marion 
Meservey,  Maynard  A.,  Jr.,  Des  Moines 
Metzner,  Franz  N.,  Dubuque 
Meyer,  Alfred  K.,  Clinton 
Meyer,  Robert  J.,  Wellsburg 
Meyers,  Frank  W.,  Dubuque  (L.M.) 
Meyers,  Paul  T.,  Bloomfield 
Meyers,  Robert  P.,  Ottumwa 
Michaelson,  Beryl  F.,  Dakota  City 
Michaelson,  Manly,  Bellevue 
Michel,  Gene  E.,  Sac  City 
Michelfelder,  Theodore  J.,  Fort  Dodge 
Middleton.  William  H.,  Cedar  Rapids 
Mikelson,  Clarence  J.,  Waterloo 
Miller,  Chester  I.,  Iowa  City 
Miller,  Donald  F.,  Williamsburg 
Miller,  Enos  D.,  Wellman  (L.M.) 

Miller,  Garfield,  Calmar 
Miller,  Herbert  P.,  Jr.,  Iowa  City 
Miller,  Howard  L.,  Cedar  Rapids 
Miller,  Jay  R.,  Wellman 
Miller,  Keith  E.,  Agency 
Miller,  Lawrence  A.,  North  English 
Miller,  Lawrence  A.,  II,  North  English 
Miller,  Richard  L.,  Waterloo 
Miller,  Robert  C.,  Waterloo 
Miller,  Rodney  H.,  Sac  City 
Miller,  Temple  M.,  Muscatine 
Mills,  Keith  F.,  Lone  Tree 
Miltner,  Leo  J.,  Davenport 
Minassian,  Thaddeus  A.,  Des  Moines 
(L.M.) 

Mincks,  James  R.,  Bloomfield 
Mirick,  Donald  F.,  Clinton 
Mitchell,  Claire  H.,  Cincinnati  (L.M.) 
Mitchell,  Duane  E.,  Mount  Ayr 
Mitchell,  Richard  C.,  Waterloo 
Moberly,  John  W.,  Dubuque 
Mochal,  John  L.,  Independence 
Modaff,  Walter  L.,  Des  Moines 
Moeller,  Jay  A.,  Dubuque 
Moen,  Stanley  T.,  Cedar  Rapids 
Moermond,  James  O.,  Buffalo  Center 
Moershel,  Henry  G.,  Homestead 
Moershel,  William  J.,  Cedar  Rapids 
Moes,  John  R.,  Waterloo 
Moessner,  Harold,  Amana 
Moles,  Marvin  R.,  Newton 
Monahan,  Joseph  L.,  Clinton 
Monnig,  Philip  J.,  Sioux  City 
★Montgomery,  Albert  E.,  New  York,  New 
York 
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Montgomery,  George  E.,  Ames 
Montgomery,  Guy  E.,  Washington 
Montz,  Fred,  Lowden 
Moon,  Barclay  J.,  Scottsdale,  Arizona 
Mooney,  James  C.,  Des  Moines 
Moore,  Carlyle  C.,  Emmetsburg 
Moore,  Edson  E.,  Fort  Dodge 
Moore,  Jesse  C.,  Eldon  (L.M.) 

Moore,  Pauline  V.,  Iowa  City 
Moore,  Richard  M.,  Des  Moines 
Moorehead,  Harold  B.,  Underwood 
Mordaunt,  Richard  H.,  Nevada 
Morgan,  Dale  D.,  Cedar  Rapids 
Morgan,  Harold  W.,  Mason  City 
Morgan,  Jack  N.,  Fairfield 
Morgan,  Paul  W.,  Mason  City 
Morgan,  Rex  L.,  Sioux  City 
Morganthaler,  Otis  P.,  Templeton  (L.M.) 
Moriarty,  Darwin  L.,  Council  Bluffs 
Morrison,  John  R.,  Des  Moines 
Morrison,  Robert  E.,  Waterloo 
Morrison,  Roland  B.,  Carroll 
Morrissey,  George  E.,  Davenport 
Morrissey,  William  J.,  Des  Moines 
Mosher,  Martin  L.,  Jr.,  Iowa  City 
Motto,  Edwin  A.,  Davenport 
Mountain,  George  E.,  Des  Moines 
Moyers,  Jack,  Iowa  City 
Mugan,  Robert  C.,  Sioux  City 
Mulsow,  Frederick  W.,  Cedar  Rapids 
Mumford,  Earl  M.,  Sioux  City 
Munger,  Elbert  E.,  Jr.,  Spencer 
Munns,  Richard  E.,  Hampton 
Murphey,  Arlo  L.,  Fredericksburg 
Murphy,  Cornelius  B.,  Alton 
Murphy,  George  C.,  Waterloo 
Murphy,  Robert  E.,  Fort  Madison 
Murphy,  Thomas  W.,  Mount  Pleasant 
Murray,  Frederick  G.,  Cedar  Rapids 
(L.M.) 

Murray,  Jonathan  H.,  Burlington 
Murtaugh,  James  E.,  New  Hampton 
Myerly,  William  H.,  Des  Moines 
Myers,  Frank  L.,  Charles  City 
Myers,  Hermit  W.,  Sheldon 
Myers,  Robert  W.,  Monticello 

Nafziger,  Ezra  G.,  Battle  Creek 
Nakashima,  Victor  K.,  Dubuque 
Napier,  John  G.,  Iowa  City 
Nash,  Warren,  Waterloo 
Neal,  Emma  J.,  Cedar  Rapids  (L.M.) 
Needles,  Roscoe  M.,  Atlantic 
Neff,  Herbert,  Guthrie  Center 
Neglia,  Fortunato  J.,  Maxwell 
Neligh,  Gordon  L.,  Jr.,  Council  Bluffs 
Nelken,  Leonard,  Clinton 
Nelson,  Arnold  L.,  Des  Moines 
Nelson,  F.  Lawrence,  Ottumwa 
Nelson,  James  W.,  Newton 
Nelson,  Leo  C.,  Jefferson 
Nemec,  Joseph  J.,  Cedar  Rapids 
Nemmers,  Gerald  J.,  Washington 
Nemmers,  Julian  G.,  Dubuque 
Nessa,  Curtis  B.,  Burlington 
Netolicky,  Robert  Y.,  Cedar  Rapids 
Neuzil,  William  J.,  Cedar  Rapids  (L.M.) 
Newland,  Don  O.,  Des  Moines 
Nicoll,  Charles  A.,  Panora 
Nielsen,  Arnold  T.,  Ankeny 
Nielsen,  Glen  E.,  Des  Moines 
Nielsen,  Raymond  M.,  Charles  City 
Nielsen,  Rudolph  F.,  Cedar  Falls 
Nierling,  Paul  A.,  Cresco 
Nitzke,  Everett  A.,  Des  Moines 
Niver,  Edwin  O.,  Clarinda 
Noble,  H.  Dudley,  Davenport 
Noble,  Nelle  S.,  Des  Moines  (L.M.) 

Noble,  Rusl  P.,  Alta 
Nocella,  Reynold  A.,  Independence 
Nolan,  John  C.,  Corning 
Noonan,  James  J.,  Marshalltown 
Nord,  Donald  H.,  Cambridge 
Nordin,  Charles  A.,  Des  Moines 
Nordschow,  Carleton  D.,  Iowa  City 
Norris,  Albert  S.,  Iowa  City 
Norris,  Lewis  D.,  Newton 
Northup,  Maurice,  Humboldt 
Noun,  Louis  J.,  Des  Moines 
Noun,  Maurice  H.,  Des  Moines 
Nyquist,  David  M.,  Eldora 

Ober,  Frank  G.,  Burlington 
O'Brien,  Lyal  J.,  Fort  Dodge 
O'Brien,  Stephen  A.,  Mason  City  (L.M.) 
O'Brien,  Stephen  A.,  Jr.,  Dubuque 
O’Connor,  Edwin  C.,  New  Hampton 
O’Donnell,  Joseph  E.,  Clinton 
Oelrich,  Carl  D.,  Sioux  Center 
Oestreicher,  Harry,  Independence 
Oggel,  Herman  D.,  Waterloo  (L.M.) 
O'Keefe,  Paul  T.,  Waterloo 
O'Leary,  Francis  B.,  Sibley 
Olin,  Elvin  E.,  Dubuque 
Olsen,  Dennis  R.,  New  Hampton 
Olsen,  Martin  I.,  Des  Moines  (L.M.) 


Olsen,  Max  E.,  Minden 
Olson,  Ranald  E.,  Muscatine 
Olson,  Stewart  O.,  Des  Moines 
O’Neal,  Harold  E.,  Tipton 
Onnen,  Dale  R.,  Newton 
Orcutt,  Paul  E.,  Marion 
Orelup,  Don  N..  Albia 
Ortiz,  Rafael  I.,  Des  Moines 
Ortmeyer,  Donald  W.,  San  Rafael,  Cali- 
fornia 

Orton,  Lawrence  C.,  Mason  City 
Orvis,  Roger  C.,  Dubuque 
Osborn,  C.  Robert,  Dexter 
Osincup,  Paul  W.,  Sioux  City 
Osten,  Burdette  H.,  Northwood 
O’Toole,  Laurence  C.,  LeMars 
Ottilie,  Donald  J.,  Oelwein 
Otto,  Paul  C.,  Fort  Dodge 
Overton,  Roy  W.,  Des  Moines 
Owca,  Anthony  S.,  Centerville 
Owen,  William  E.,  St.  Ansgar 
Ozaydin,  Ismail  M.,  Council  Bluffs 

Packard,  Douglas  K.,  Dubuque 
Pahlas,  Henry  M.,  Rockford,  Illinois 
(L.M.) 

Paige,  Ralph  T.,  LaPorte  City 
Palmer,  Carson  W.,  Guttenberg  (A.M.) 
Palmer,  Howard  C.,  West  Liberty 
Palmer,  Russell  H.,  Postville 
Palumbo,  Louis  T.,  Des  Moines 
Pansegrau,  Duane,  Iowa  City 
Paragas,  Modesto  R.,  Creston 
Parish,  John  R.,  Grinnell 
Parish,  Havner  H..  Sioux  City 
Parke,  John,  Cedar  Rapids 
Parker,  Loran  F.,  Iowa  Falls 
Parker,  Robert  L.,  Des  Moines  (L.M.) 
Parks,  Claude  O.,  Iowa  City 
Parks,  John  L.,  Muscatine 
Parson,  Victor  G.,  Des  Moines 
Parsons,  Earl,  Burlington 
Parsons,  John  C.,  Des  Moines 
Paschal,  George  A.,  Webster  City 
Pascoe,  Paul  L.,  Carroll 
Pasterak,  George  E.,  Mount  Pleasant 
Patterson,  Robert  K.,  Conrad 
Patterson,  Roy  A.,  Webster  City 
Paul,  Jed,  Creston 
Paul,  John  D.,  Anamosa 
Paul,  Richard  E.,  Des  Moines 
Paul,  William  D.,  Iowa  City 
Paulsen,  Herbert  B.,  Harris 
Paulson,  Jerome  F.,  Mason  City 
Paulus,  Edward  W.,  Iowa  City 
Pearlman,  Leo  R.,  Des  Moines 
Pearson,  George  J.,  Burlington 
Peart,  John  C.,  Knoxville 
Peasley,  Harold  R.,  Des  Moines 
Pedersen,  Arthur  M.,  Council  Bluffs 
Pedersen,  Paul  D.,  Council  Bluffs 
Peffer,  Peter  A.,  Woodward 
Peisen,  Conan  J.,  Des  Moines 
Pelz,  Werner  P.,  Charles  City 
Penly,  Don  H.,  Cedar  Falls 
Perel.  Ada  R.,  Des  Moines 
Perkins,  Franklyn  C.,  Hedrick 
Perkins,  Rollin  M..  Davenport 
Perley,  Arthur  E.,  Waterloo 
Perrin,  William  D.,  Sumner 
Pester,  George  H.,  Council  Bluffs 
Petersen,  Donal  C.,  Burlington 
Petersen,  Emil  C.,  Atlantic 
Petersen,  Millard  T.,  Atlantic 
Petersen,  Robert  E.,  Dubuque 
Petersen,  Vernon  W.,  Clinton 
Peterson,  Byron  E.,  Mount  Pleasant 
Peterson,  Charles  R.,  Des  Moines 
Peterson,  Elroy  R.,  Ames 
Peterson,  Evan  A.,  Burlington 
Peterson,  Frank  R.,  Cedar  Rapids 
Peterson,  John  C.,  Hartley 
Peterson,  Loren  G.,  Des  Moines 
Peterson,  Magnus,  Cherokee 
Peterson,  Ray  W.,  Clear  Lake 
Peterson,  Richard  E.,  Iowa  City 
Peterson,  Richard  J.,  Panora 
Pettipiece,  Clayton,  Shenandoah 
Pfaff,  Robert  A.,  Dubuque 
Pfeiffer,  Donald  W..  McGregor 
Pfeiffer,  Harry  E.,  Riviera  Beach,  Florida 
(L.M.) 

Pfohl,  Anthony  C.,  Dubuque 
Phelan,  Mary  Patricia,  Altoona 
Phelps,  Gardner  D.,  Waterloo 
Phelps,  Richard  E.  H.,  New  Sharon 
Pheteplace,  Willard  S.,  Davenport 
Phillips,  Allan  B.,  Des  Moines 
Phillips,  Clarence  P.,  Muscatine 
Phillips,  Walter  B.,  Montezuma 
Piburn,  Marvin  F.,  Salisbury,  South 
Rhodesia,  Africa 
Piekenbrock,  Frank  J.,  Dubuque 
Piekenbrock,  Thomas  C.,  Dubuque 
Piercy,  Kenneth  C.,  Ames 


Pierson,  Lawrence  E.,  Sioux  City 
Pietrzak,  Julius,  Cedar  Rapids 
Ping,  Er  Chang,  Woodward 
Pitcher,  Arlo  L.,  Belmond 
Pitluck,  Harry  L.,  Laurens 
Plager,  Vernon  H.,  Waterloo 
Plankers,  Arthur  G.,  Dubuque 
Plott,  Carol  L.,  Algona 
Poepsel,  Frank  L.,  West  Point 
Polit,  Jaime,  Fort  Madison 
Ponseti,  Ignacio  V.,  Iowa  City 
Poore,  Samuel  D.,  Villisca 
Porter,  Lawrence  W.,  Indianola 
Porter,  Philip  M.,  New  Hampton 
Porter.  Richard  C.,  Des  Moines 
Porter,  Robert  J..  Des  Moines 
Porter,  S.  Dale,  Grinnell 
Posner,  Edward  R.,  Jr.,  Des  Moines 
Posner,  Edward  R.,  Sr.,  Des  Moines 
(L.M.) 

Potter,  Paul  H.,  Mason  City 
Powell,  Adrian  R.,  Elkader 
Powell,  Robert  M.,  Mason  City 
Powell,  Robert  V.,  Kingsley 
Powers,  George  H.,  Shenandoah 
Powers,  Henry  R.,  Emmetsburg 
Powers,  Ivan  R.,  Waterloo 
Powers,  John  L.,  Estherville 
Powers,  William  J..  Iowa  City 
Preacher,  Charles  B.,  Davenport 
Preece,  Wade  O.,  Waterloo 
Presbrey,  Richard  B.,  Independence 
Prescott.  Kenneth  H.,  Storm  Lake 
Presnell,  William  H.,  Charlotte 
Prewitt,  Leland  H.,  Ottumwa 
Priestley,  Joseph  B.,  Des  Moines 
Proctor,  Rothwell  D.,  Cedar  Rapids 
Proffitt,  Gail  A.  McClure,  Ames 
Prouty,  James  V.,  Cedar  Rapids 
Province,  William,  Jr.,  Dubuque 
Ptacek,  Joseph  L.,  Webster  City 
Pugh,  Philip  F.  H.,  Sioux  City 
Pumphrey,  Loira  C.,  Keokuk 
Puntenney,  Andrew  W.,  Boone 
Purdy,  William  O.,  Des  Moines 
Purnell,  Glenn  B.,  Des  Moines 

Quetsch,  Richard  M.,  Cedar  Rapids 

Radcliffe,  Christian  E.,  Iowa  City 
Radicia,  Lucy  M.,  Council  Bluffs 
Rahn,  Gordon  E.,  Mount  Vernon 
Rainy,  Curtis  W.,  Elma 
Ralston,  Furman  P.,  Knoxville 
Ramsaran,  James  P.,  Clarinda 
Ramsdell,  Stuart  T.,  Joliet,  Illinois 
Randall,  Ross  G.,  Waterloo 
Randall,  William  L.,  Hampton 
Randolph,  Aaron  P.,  Anamosa 
Rankin,  Isom  A.,  Iowa  City 
Rankin,  John  R.,  Keokuk 
Rankin,  William,  Keokuk  (L.M.) 
Rapagnani,  Joseph  A.,  Indianola 
Rassekh,  Hormoz,  Council  Bluffs 
Rater,  David  L.,  Ottumwa 
Rathe,  Herbert  W.,  Waverly 
Rathe,  James  W.,  Waverly 
Rausch,  Gerald  R.,  Sioux  City 
Ravreby,  Mark  D.,  Des  Moines 
Read,  Charles  H.,  Iowa  City 
Reading,  Donald  S.,  Marshalltown 
Readinger,  Harry  M.,  New  London 
Redfield,  Earl  L.,  Des  Moines 
Redmond,  James  J.,  Cedar  Rapids 
Reed,  Robert  J.,  Des  Moines 
Reeder,  James  E.,  Glendale,  California 
(L.M.) 

Reeder,  James  E.,  Jr.,  Sioux  City 
Reedholm,  Edwin  A.,  Grundy  Center 
Reeves,  Lane  A.,  Albia 
Regnier,  Walter  O.,  Mount  Pleasant 
Reibold,  Frank  W.,  Carroll 
Reimers,  Robert  S.,  Fort  Madison  (L.M.) 
Reinertson,  Jim  W.,  Cedar  Rapids 
Rembolt,  Raymond  R.,  Iowa  City 
Renee,  William  G.,  Mason  City 
Reque,  David  G.,  Cedar  Rapids 
Reuber,  Roy  N.,  Mason  City 
Reuling,  Frank  H.,  Waterloo 
Reyes,  Luis  A.,  Des  Moines 
Rhodes,  John  M.,  Pocahontas 
*Rice,  Floyd  W.,  Des  Moines  (L.M.) 
Richard,  Clysta  A.,  Des  Moines 
Richardson.  Francis  H.,  Council  Bluffs 
Richey,  Granville  L.,  Centerville 
Richmond,  Arthur  C.,  Fort  Madison 
Richmond,  Frank  R.,  Fort  Madison 
Richmond,  Frank  R.,  Jr.,  Fort  Madison 
Richmond,  Paul  C.,  New  Hampton 
Richter,  Harold  J.,  Albia 
Ridenour,  Edward  J.,  Waterloo 
Riecke,  William  C.,  Des  Moines 
Riegelman,  Ralph  H.,  Des  Moines 
Rieniets,  John  H.,  Cedar  Rapids 
Rindskopf,  Wallace,  Des  Moines 
Ringdahl,  Irving,  Elkader 
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Ritter,  Eugene  F.,  Centerville 
Ritter,  John  A.,  Ottumwa 
Robb,  William  J.,  Cedar  Rapids 
Roberts,  C.  Ronald,  Dysart 
Roberts,  Justus  B.,  Ottumwa 
Roberts,  Richard  W.,  Des  Moines 
Robertson,  Treadwell  A.,  West  Liberty 
Robinson,  Beverly,  Des  Moines 
Robinson,  Ray  G.,  State  Center 
Robinson,  Van  C.,  Des  Moines 
Robinson,  Harry  V.,  Sioux  City 
Rock,  J.  Gordon,  Davenport 
Rock.  John  E.,  Bettendorf 
Rock,  William  K.,  Waterloo 
Rockwell,  Maryelda,  Clinton 
Rodabaugh,  Kenneth  D.,  Tabor 
Rodawig,  Don  F.,  Spirit  Lake 
Rodawig,  Donald  F.,  Jr.,  Spirit  Lake 
Roddy,  Harold  J.,  Mason  City 
Rogers.  Claude  B.,  Earlville  (L.M.) 

Rohlf,  Edward  L.,  Jr.,  Waterloo 
Rohrbacher,  William  M.,  Iowa  City 
Rohwer,  Roland  T.,  Sioux  City 
Rolfs,  Floyd  O.,  Parkersburg 
Rolfs,  Fred  A.,  Aplington 
Romano,  Anthony  M.,  Neola 
Rominger,  Clark  R.,  Waukon 
Rooney,  Joseph  M.,  Algona 
Rose,  Alvin  A.,  Story  City  (L.M.) 

Rose,  Joseph  E.,  Grundy  Center 
Rosebrook,  Lee  E.,  Ames 
Rosenberg,  Harlan  K.,  Iowa  City 
Rosendorff,  Charlotte,  Davenport 
Ross,  Arthur  J.,  Jr.,  Perry 
Rossi,  Nicholas,  Iowa  City 
Rost,  Glenn  S.,  Lake  City 
Rotkow,  Maurice  J.,  Des  Moines 
Roudybush,  William  B.,  Muscatine 
Roules,  J.  Frederic,  Mediapolis 
Roverud,  Eleanor,  Carroll 
Rovine,  Byron  W.,  Davenport 
Rowley,  Robert  D.,  Burlington 
Rowley,  William  G.,  Sioux  City  (L.M.) 
Rowney,  George  W.,  Sioux  City 
Royal,  Malcolm  A.,  Des  Moines  (L.M.) 
Rozeboom,  Earl  G.,  Winterset 
Rudersdorf,  Howard  E.,  Sioux  City 
Rusk,  Ross  P.,  Dubuque 
Russell,  Elwood  P..  Burlington 
Russell,  John,  Santa  Barbara,  California 
(L.M.) 

Russell,  Ralph  E.,  Waterloo  (L.M.) 

Rust,  Emery  A.,  Webb  (L.M.) 

Ruth,  Verl  A.,  Des  Moines 
Ryan,  Allen  J.,  Harlan 
Ryan,  James  W.,  Jr.,  Des  Moines 
Ryan,  Robert  A.,  Fairfield 

Saar,  Jesse  L.,  Donnellson  (L.M.) 

Saar,  Jesse  L.,  Jr.,  Burlington 
Saar,  John  W.,  Keokuk 
Salley,  Max  W.,  Forest  City 
Safranek,  Edward  J.,  Fort  Dodge 
Sahs,  Adolph  L.,  Iowa  City 
Samani,  Reuben,  Akron 
Sampson,  Carl  E.,  Creston 
Samter,  Bernhard,  Mount  Pleasant 
Sand,  Bernard  F.,  Waterloo 
Sanders,  Donald  C„  Independence 
Sanders,  George  E.,  Miami,  Florida 
(L.M.) 

Sanders,  Matthew  G..  Fort  Dodge 
Sanders,  William  E.,  Tucson,  Arizona 
(L.M.) 

Sands,  Sidney  L.,  Des  Moines 
Sands,  W.  Wayne,  Philadelphia,  Pennsyl- 
vania 

Sarff,  Floyd  G.,  Logan 
Sartor,  Guido  J.,  Mason  City 
Satrang,  Geraldine,  Sioux  City 
Sattler,  Dwight  G.,  Kalona 
Sauer,  Harold  E.,  Marshalltown 
Saunders,  John  A.,  Des  Moines 
Sautter,  Robert  A.,  Mount  Vernon 
Sawyer,  Thomas  R.,  Cedar  Rapids 
Saxton,  Norval  L.,  Oskaloosa 
Scanlan,  George  C.,  Clinton 
Scanlon,  George  H.,  Iowa  City 
Schacht,  Norman  A.,  Fort  Dodge 
Schaeferle,  Lawrence  G.,  Gladbrook 
Schaeferle,  Martin  J.,  Eagle  Grove 
Schafer,  Leander  H.,  DeWitt 
Schaffner,  Rome  L.,  Cedar  Rapids 
Scharle,  Theodore,  Dubuque  (A.M.) 
Schedl,  Harold  P.,  Iowa  City 
Scheeres,  Jacob  W.,  Des  Moines 
Scheffel,  Melvin  L.,  Malvern 
Scheibe,  John  R.,  Bloomfield 
Schill,  Austin  E.,  Des  Moines 
Schissel,  Donald  J.,  Des  Moines 
Schlaser,  Verne  L.,  Des  Moines 
Schlichtemeier,  Ellis  O.,  Spencer 
Schmiedel,  Edward  E.,  Charles  City 
Schmit,  Germain  L.,  Cedar  Rapids 
Schmitt,  Donald  D.,  Des  Moines 
Schnug,  George  E.,  Dows  (L.M.) 
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Scholl,  Charles  R.,  Cedar  Rapids 
Schoonover,  Richard,  Bloomfield 
Schrier,  Harold  L.,  Fort  Madison 
Schrock,  Christian  E.,  Iowa  City 
Schroeder,  Adrian  J.,  Marshalltown 
Schroeder,  Leslie  V.,  Walcott 
Schropp,  Rutledge  C.,  Des  Moines 
Schuchmann,  John  D.,  Cedar  Rapids 
Schueller,  Charles  J.,  Dubuque 
Schultz,  Ivan  T.,  Humboldt 
Schultz.  Nelle  E.  T.,  Humboldt 
Schulze,  Robert  R.,  West  Union 
Schupp,  Joseph  G.,  Jr..  Des  Moines 
Schutter,  John  M.,  Algona 
Schwaegler,  Robert  R.,  Dubuque 
Schwartz,  Charles,  Cedar  Rapids 
Schwartz,  John  W.,  Sioux  City 
Schwartz,  Louis,  Iowa  City 
★Schwid,  Steven  A.,  Sioux  City 
Sciortino,  Aileen  E.  M.,  Council  Bluffs 
Sciortino,  Arthur  L.,  Council  Bluffs 
Scott,  Paul  W.,  Ottumwa 
Scott,  Phillip  A.,  Spirit  Lake 
Scoville,  Victor  T.,  Sioux  City 
Sear,  John,  Alden 
Sebek,  Roy  O.,  Fort  Dodge 
Sedlacek,  Leo  B..  Cedar  Rapids  (A.M.) 
Sedlacek,  Richard  L.,  Cedar  Rapids 
Sedlacek,  Robert  A.,  Cedar  Rapids 
Seebohm,  Paul  M.,  Iowa  City 
Seely,  Harmon  D.,  Cherokee 
Seibert,  Cecil  W.,  Waterloo 
Seidler,  William  A.,  Jr.,  Jamaica 
Selo,  Rudolph  A.,  Council  Bluffs 
Senft,  Otto  E.,  Monticello 
Senska,  Frank,  Iowa  City  (A.M.) 

Senty,  Elmer  G.,  Davenport 
Severson,  George  J.,  Slater  (L.M.) 
Severson,  Wayne  L.,  Slater 
Shafer,  Arthur  W.,  Davenport 
Shagass,  Charles,  Iowa  City 
Shank,  Raymond  A.,  Cedar  Rapids 
Sharpe,  Donald  C.,  Dubuque 
Shaw,  David  F.,  Britt 
Shaw,  Robert  E.,  Waverly 
Shea,  Thomas  E.,  Storm  Lake 
Sheehan,  Daniel  J.,  Cherokee 
Sheeler,  Ivan  H.,  Marshalltown 
Sheets,  Raymond  F.,  Iowa  City 
Shepherd,  Loyd  K.,  Des  Moines 
Shepherd,  Ralph  H.,  Monona 
Sherman,  Richard  C.,  Los  Angeles,  Cali- 
fornia (L.M.) 

Sherman,  Robert  B.,  McKinney,  Texas 
Shiftier,  H.  Kirby,  Des  Moines 
Shinkle,  William  C.,  Des  Moines 
Shonka,  Thomas  E.,  Clarinda 
Shope,  Charles  D.,  Greenfield 
Shorey,  Joseph  R.,  Davenport 
Shreffler,  James  L.,  Waterloo 
Shulman,  Herbert,  Waterloo 
Shultz,  William  T.,  Marshalltown 
Shurts,  John  J.,  Eldora 
Sibley,  Edward  H.,  Sioux  City 
Sibley,  John  A.,  Ames 
Silk,  Marvin,  Des  Moines 
Simpson,  Roger  A.,  Iowa  City 
Simmons,  RalDh  R.,  Des  Moines  (A.M.) 
Singer,  John  R.,  Newton 
Singer,  Siegmund  F.,  Ottumwa 
Sinn,  Irving  J.,  Williamsburg 
Sinning,  John  E.,  Marshalltown 
Sinning,  John  E.,  Jr.,  Iowa  City 
Sisk,  James  A.,  Iowa  City 
Sitz,  Edward  J.,  Waterloo 
Skallerup,  Glenn  M.,  Red  Oak 
Skelley,  Paul  B.,  Jr.,  Dubuque 
Skinner,  Homer  L.,  Carroll 
Skopec,  Francis  M.,  Cedar  Rapids 
Skorey,  George  R.,  Sioux  City 
Skultety,  F.  Miles,  Iowa  Citv 
Skultetv,  James  A.,  Des  Moines 
Sloan,  Fred  R.,  Waterloo 
Sloan,  Fredric  J.,  Cedar  Rapids 
Sloan,  Morris  G.,  Boone 
Sloan,  Roy  C.,  Mount  Pleasant 
Sloterdyk,  Yme,  Knoxville 
Smazal,  Stanlev  F..  Davenport 
Smead,  Leslie  L..  Newton  (L.M.) 

Smiley,  George  W..  Ottumwa 
Smiley,  Ralph  E.,  Mason  City 
Smith,  Alfred  N..  Des  Moines 
Smith,  Andrew  C.,  Waterloo 
Smith,  Andrew  D..  Primghar 
*Smith,  Cecil  R.,  Wyoming 
Smith,  Clyde  J.,  Gilmore  City 
Smith,  Elmer  M..  Eagle  Grove 
Smith,  Eugene,  Waterloo 
Smith,  Herman  J.,  Des  Moines 
Smith,  Ian  M.,  Iowa  City 
Smith,  J.  Lawrence,  Ames 
Smith,  James  W.,  Iowa  City 
Smith,  J.  Ned,  Iowa  City 
Smith,  Jeanne  M..  Iowa  City 
Smith,  John  E.,  Clarence  (L.M.) 

Smith,  Lawrence  D.,  Des  Moines 
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Smith,  Lloyd  D.,  Council  Bluffs 
Smith,  Richard  T.,  Davenport 
Smith,  Richard  W.,  Clarion 
Smith,  Robert  A.,  Albia 
Smith.  Robert  J.,  Des  Moines 
Smith,  Robert  T.,  Granger 
Smith,  Rodger  B.,  Mason  City 
Smith,  S.  Rodmond,  Red  Oak 
Smith,  Sidney  A.,  Oskaloosa 
Smrha,  James  A.,  Cedar  Rapids 
Smythe,  Arnold  M.,  Des  Moines 
Snyder,  Raleigh  R.,  Des  Moines  (L.M.) 
Socarras,  Alfredo  D.,  Des  Moines 
Sohm,  Herbert  A.,  Des  Moines 
Soiseth,  Robert  P.,  Iowa  City 
Sokol,  Charles  R.,  State  Center 
Sones,  Clement  A.,  Des  Moines 
Soper,  Robert  T.,  Iowa  City 
Sorensen,  Elmer  M.,  Red  Oak 
Sorenson,  Aral  C.,  Davenport 
Sorenson,  Kermit  R.,  Sabula 
Southwick,  William  W.,  Marshalltown 
Spear,  William,  Oakdale 
Spearing,  Joseph  H.,  Harlan 
Speers,  James  F.,  Des  Moines 
Spellman,  Carol  L.,  Des  Moines 
Spellman,  George  G.,  Sioux  City 
Spencer,  John  H.,  Muscatine 
Spencer,  William  A.,  Osage 
Sperry,  Frederick  S.,  Clarinda 
Spevak,  Jack  J.,  Des  Moines 
Spilman,  Harold  A.,  Ottumwa  (L.M.) 
Spohnheimer,  L.  Nelson,  Leon 
Springer,  Floyd  A.,  Des  Moines 
Sprowell,  Robert,  Ames 
Stamler,  Frederic  W.,  Iowa  City 
Stansbury,  John  E.,  Santa  Barbara, 
California  (A.M.) 

Staples,  Lawrence  F.,  Des  Moines 
Stark,  Cal  H.,  Cedar  Rapids 
Stark,  Frederick  M.,  Sioux  City 
Starr,  Charles  F.,  Mason  City  (L.M.) 
Starry,  Allen  C.,  Sioux  City  (A.M.) 
Stauch,  Martin  O.,  Moorhead  (L.M.) 
Stauch.  Omar  A.,  Sioux  City 
Steenrod,  Emerson  J.,  Iowa  Falls 
Steffens,  Lincoln  F.,  Dubuque 
Steffey,  Fred  L.,  Keokuk 
Stegman,  Jacob  J.,  Marshalltown 
Steimel,  Kenneth  P.,  Charles  City 
Steinbeck,  William  H.,  Keystone 
Stephen,  Paul,  Cedar  Rapids 
Stephens,  Ralph  R.,  Des  Moines 
Stepp,  James  K.,  Manchester  (L.M.) 
Sternagel,  Fred,  West  Des  Moines 
Sternhill,  Isaac,  Council  Bluffs 
Stevens,  Clark  W.,  Dubuque 
Steves,  Richard  J.,  Des  Moines 
Stewart,  John  H.,  Ottumwa 
Stewart,  John  K.,  Clinton 
Stickler,  Robert  B.,  Des  Moines 
Stiles,  James  F.,  Des  Moines 
Stimac,  Emil  M.,  Davenport 
Stinard,  Charles  D.,  Glenwood 
Stine,  Earle  J.,  Jr.,  Marcus 
Stinson,  Alice  C.,  Estherville  (L.M.) 

Stitt,  Paul  L.,  Fort  Dodge 
Stoakes,  Charles  S.,  Lime  Springs  (L.M.) 
Stockdale,  John  C.,  Burlington 
Stoikovic,  Joseph  P.,  Burlington 
Stone,  Daniel  B.,  Iowa  City 
Storck,  Robert  D.,  Dubuque 
Strand,  Clarence  M.,  Dubuque 
Stratman,  Clarence  A.,  Sac  City 
Straub,  Joseph  J.,  Dubuque 
Straumanis,  Janis,  Solon 
Straumanis,  John  J.,  Iowa  City 
Strawn,  John  T.,  Vinton  (L.M.) 

Strong,  Kirk  H.,  Fairfield 
Strottmann,  Merlin  P.,  Iowa  City 
Stroy,  Donald  T.,  Council  Bluffs 
Stroy,  Herbert  E.,  Osceola 
Stueland,  Alvin  J.  R.,  Mason  City 
Stuelke,  Richard  G.,  West  Branch 
Stumme,  Ernest  H.,  Denver 
Stumme,  Luther  P.,  Denver 
Sullivan,  Daniel  J.,  Marshalltown 
Sullivan,  John  E.,  Des  Moines 
Sulzbach,  John  F.,  Burlington 
Summers,  Thomas  B.,  Des  Moines 
Sun,  Kuei  shu,  Ames 
Sunderbruch,  John  H.,  Davenport 
Sunner,  Gerald  C.,  Fort  Dodge 
Sutton,  Gerald  H.,  Jr.,  Boone 
Sutton,  James  C.,  Boone 
Svendsen,  Reinert  N.,  Keokuk 
Swanson,  Eric  M.,  Fort  Dodge 
Swanson,  Gerald  W.,  Lamoni 
Swanson,  Keith  R.,  Hull 
Swanson,  Leslie  W.,  Mason  City 
Swayze,  V.  Warren,  Muscatine 
Sweem,  Donald  L.,  Belmond 
Sweeney.  Lloyd  J.,  Sanborn 
★Swenson,  James  D.,  Osage 
Swift,  Frederick  J.,  Jr.,  Maquoketa 
Synhorst,  John  B.,  Des  Moines  (A.M.) 
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Syverud,  John  M.,  Davenport 

Tait,  John  H.,  Des  Moines  (A.M.) 

Talley,  Robert  B.,  Iowa  City 
Tamisiea,  Francis  X.,  Missouri  Valley 
Tammes,  Arnold  R.,  Iowa  City 
*Taylor,  Charles  B.,  Claremont, 

California  (L.M.) 

Taylor,  Donald  E.,  Stuart 
Taylor,  James  H.,  Clinton 
Taylor,  Maude,  Ottumwa  (L.M.) 

Taylor,  Robert  S.,  Davenport  (L.M.) 
Taylor,  Wendel  W.,  Sheffield 
Tegler,  Wayne  J.,  Iowa  City 
Teigland,  Joel  D.,  Des  Moines 
Telfer,  William  L.,  Waterloo 
Tempel,  Paul  F.,  Independence 
Teufel,  John  C.,  Davenport  (L.M.) 

Thaler,  David,  Cedar  Rapids 
Thatcher,  Wilbur  C.,  Fort  Dodge 
Theilen,  Ernest  O.,  Iowa  City 
Thielen,  Edward  W.,  Waterloo 
Thielen,  John  B.,  Fonda 
Thoman,  William  S.,  Sioux  City 
Thomas,  Clyde  E.,  Croton-on-Hudson, 
New  York  (L.M. ) 

Thomas,  Colin  G.,  Monticello  (L.M.) 
Thomas,  James  H.,  Sibley 
Thompson,  Elvin  D.,  Jefferson 
Thompson,  Howard  E.,  Dubuque  (L.M.) 
Thompson,  James  R.,  Waterloo  (L.M.) 
Thompson,  Kenneth  L.,  Oakland 
Thompson,  Virginia  D.,  Des  Moines 
Thomsen,  John  G.,  Des  Moines 
Thornton,  F.  Eberle,  Des  Moines 
Thornton,  John  W.,  Lansing 
Thornton,  Thomas  F.,  Waterloo  (L.M.) 
Thornton,  Thomas  F.,  Jr.,  Waterloo 
Thorson,  John  A.,  Dubuque 
Throckmorton,  J.  Fred,  Des  Moines 
Throckmorton,  Jeannette  Dean,  Des 
Moines  (L.M.) 

Throckmorton,  Scott  L.,  Chariton 
Throckmorton,  Tom  D.,  Des  Moines 
Tice,  Claude  B.,  Mason  City  (L.M.) 

Tice,  George  I.,  Mason  City 
Tice,  W.  Arnold,  Waterloo 
Tidrick,  Robert  T.,  Iowa  City 
Tiedeman,  John  P.,  Sioux  City 
Tierney,  Edmund  J.,  Sioux  City 
Tierney,  James  M.,  Carroll 
Todd,  Donald  W.,  Guthrie  Center 
Todd,  Robert  L.,  Burlington 
Toland,  Charles  W.,  Mount  Pleasant 
Tolliver,  Hillard  A.,  Charles  City 
Top,  Franklin  H.,  Iowa  City 
Toubes,  Abraham  A.,  Des  Moines 
TouVelle,  Alwyn  R.,  Bettendorf 
Towle,  Robert  A.,  Davenport 
Tracy,  John  S.,  Sioux  City 
Trafton,  Harold  F.,  Council  Bluffs 
Traister,  John  E.,  Eddyville  (L.M.) 
Traynor,  Eugene  J.,  Independence 
Trefz,  Donald  L.,  Nashua 
Trey,  Bernard  L.,  Marshalltown 
Treynor,  Jack  V.,  Council  Bluffs 
Trier,  Paul  J.,  Des  Moines 
Tripp,  Richard  C.,  Fort  Dodge 
Trotzig,  Joseph  P.,  Akron 
Troxel,  John  F.,  Cedar  Rapids 
Troxell,  Millard  A.,  Cedar  Rapids 
Trueblood,  Clare  A.,  Indianola 
Trumpe,  William  D.,  Cedar  Rapids 
Trunnell,  Thomas  L.,  Waterloo 
Turner,  Howard  V..  Des  Moines 
Turner,  James  H.,  Fairfield 
Turner,  Rosalie  C.,  Nashua 
Turner.  Roy  M.,  Armstrong 
Tyler,  Donald  E.,  Fort  Dodge 
Tyrrell,  John  E.,  Manchester 

Uchiyama,  John  K.,  Des  Moines 
Underriner,  Robert  E.,  Holstein 
*Updegraff,  Charles  L.,  Boone  (L.M.) 
Updegraff,  Robert  R.,  Des  Moines 
Uodegraff,  Thomas  R.,  Waterloo 
Utley,  George  H.,  Clarence 
Utne,  John  R.,  Mason  City 
Utter,  James  T.,  Cedar  Rapids 

Valestin.  Robert  F.,  Des  Moines 
Van  Allen,  Maurice  W.,  Iowa  City 
Van  Bemmel,  Piet  F.,  Ames 
Van  Camp,  Thomas  H.,  Breda 
Vander  Meulen,  Herman  C.,  Pella 
Vander  Stoep,  Harry  L.,  LeMars 
Van  Epps,  Eugene  F.,  Iowa  City 
Vangsness,  Ingmar  U.,  Sioux  City  (A.M.) 
Van  Hecke,  David  C.,  Davenport 
Van  Metre,  Paul  W.,  Rockwell  City 
(L.M.) 

Van  Natta,  Carlton  W.,  Des  Moines 
Van  Patten,  E.  Martin,  Fort  Dodge 
Van  Werden,  Benjamin  D..  Keokuk 
Van  Wetzinga,  Russell  J.,  Bettendorf 
Van  Zante,  Peter,  Pella 
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Van  Zee,  Gene  K.,  Pella 
Varga,  Laszlo,  Iowa  City 
Vaubel,  Ellis  K.,  Estherville 
Vaughan,  William  R.,  New  London 
Vegors,  Stanley  H.,  Mason  City 
Veley,  Robert  W.,  Cedar  Rapids 
Verduyn,  Wouter  H.,  Reinbeck 
Vernon,  Robert  G.,  Dubuque 
Victorine,  Edward  M.,  Cedar  Rapids 
Villa,  Jose  E.,  Mount  Pleasant 
Viner,  Thomas  R.,  Leon 
Vineyard,  Thomas  L.,  Ottumwa  (L.M.) 
Voigt,  Ernest  J.,  Burlington  (A.M.) 
Voigt,  Franz  O.  W.,  Oskaloosa 
von  Lackum,  J.  Kenneth,  Cedar  Rapids 
von  Noorden,  Gunter  K.,  Iowa  City 
Vorhes,  Carl  E.,  Sheldon 
Vorisek,  Elmer  A.,  Des  Moines 
Vosika,  Edward  J.,  Washington 

Waggoner,  Charles  V.,  Clinton 
Wagner,  Donald  J.,  Sioux  City 
Wagner,  Eugene  C.,  Plainfield 
Wahrer,  Frederick  L.,  Marshalltown 
Wainwright,  Max  T.,  Sioux  City 
Waldorf,  Richard  D.,  Waterloo 
Walker,  Charles  C.,  Des  Moines  (L.M.) 
Walker,  Glenn  L.,  Burlington 
Walker,  John  R.,  Waterloo 
Walker,  Thomas  G.,  Riceville 
Walker,  Thomas  S.,  Riceville  (L.M.) 
Wall,  David,  Ames 
Wall,  John  M.,  Boone 
Wallace,  Leo  F.,  Burlington 
Wallace,  Leonard  E.,  Des  Moines 
Wallace,  William  E.,  Cedar  Rapids 
Walsh,  William  E.,  West  Union 
Walston,  Edwin  B.,  Jackson  Heights, 
New  York  (L.M. ) 

Walston,  James  H.,  Sioux  City 
Walter,  Dennis  J.,  Des  Moines 
Walton,  Seth  G.,  Hampton 
Wanamaker,  A.  Roy,  Hamburg 
Ward,  Donovan  F..  Dubuque 
Ward,  James  S.,  Iowa  City 
Ward,  Loraine  W.,  Oelwein 
Warden,  Duane  D.,  Council  Bluffs 
Ware,  John,  Mount  Vernon 
Ware,  Stephen  C.,  St.  Petersburg, 
Florida 

Ware,  Thomas  A.,  Sioux  City 
Warner,  Emory  D.,  Iowa  City 
Warner,  Paul  L.,  Minneapolis, 
Minnesota 

Warner,  Willis  A.,  Iowa  City 
Waste,  Richard  L..  Manchester 
Waterbury,  Charles  A.,  Jr.,  Waterloo 
Watson,  Charles  F.,  Fairfield 
Watt,  Russell  H.,  Marshalltown 
Watters,  George  H.,  Des  Moines 
Watts,  A.  Fred,  Creston  (A.M.) 

Watts,  Campbell  F.,  Cedar  Rapids 
Watts,  Clyde  F.,  Marengo 
Watzke,  Robert  C.,  Iowa  City 
Weaver,  David  F.,  Davenport 
Weaver,  Kenneth  H.,  Union 
Webb,  Daniel  R.,  Oakdale 
Webb,  James  B.,  Ottumwa 
Weber,  Frank  N..  Walnut 
Weber,  William  W.,  Pomeroy 
Weideman,  Don  C.,  Vinton 
Weih.  Elmer  P.,  Clinton  (L.M.) 
Weinberg,  Harry  B.,  Davenport 
Weingart.,  Julius  S.,  Des  Moines  (L.M.) 
Weland,  Regis  E.,  Cedar  Rapids 
Wellman,  Thomas  G.,  Clinton 
Wells,  Richard  D.,  Waterloo 
Wells,  Rodney  C.,  Marshalltown 
Wellso,  Charles  G.,  Cedar  RaDids 
Wentworth,  Laydon  S.,  Marble  Rock 
Wentzien,  Albert  J.,  Tama 
Weresh,  John  D.,  Atlantic 
Werner,  Harold  T..  Fort  Madison 
Wessels,  William  R.,  Iowa  City 
West,  Alroy  G.,  Council  Bluffs 
West,  George  H.,  Jr.,  Mason  City 
West,  Norman  D.,  Avoca 
Westerlund,  Roger  L.,  Ames 
Westly,  G.  Travis,  Mason  Citv 
Westly,  J.  Stephen,  Mason  Citv 
Weston,  B.  Raymond,  Mason  City 
Weston,  Robert  A.,  Des  Moines  (L.M.) 
Wetrich,  David  W.,  Ottumwa 
Wetrich.  Max  F.,  Grand  Junction 
Wettach.  Robert  S..  Mount  Pleasant 
Weyer,  Joseph  J.,  Fort  Dodge 
Weyhrauch,  Robert  A.,  Cedar  Falls 
Wheeler,  Edward  R.,  Muscatine 
Wheeler,  Richard  A.,  Des  Moines 
Whinery,  Robert  D.,  Iowa  Citv 
Whitaker,  Ben  T.,  Boone  (L.M.) 

White,  Charles  A.,  Iowa  Citv 
White,  Charles  E.,  Independence 
White,  George  H.,  Des  Moines 
White,  Thomas  C.,  Chariton 
Whitehouse,  William  N.,  Ottumwa 
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Whitley,  Ralph  L.,  Osage  (L.M.) 
Whitmer,  Lysle  H.,  Muscatine  (A.M.) 
Whitmire,  James  E.,  Sumner 
Wichern,  Homer  E.,  Des  Moines 
Wicklund,  Maurice  M.,  Waterloo 
Wicks,  Ralph  L.,  Boone 
Widmer,  James  G.,  Wayland 
Widmer,  Reuben  B.,  Winfield 
Wiedemeier,  Joseph  L.,  Sioux  City 
Wiemers,  Eugene  L.,  Cherokee 
Wigdahl,  Lowell  C.,  Emmetsburg 
Wilcox,  Delano,  Malcom  (L.M.) 

Wilcox,  Dwain  E.,  Atlantic 
Wilcox,  Edgar  B.,  Oskaloosa  (L.M.) 
Wilcox,  Keith  E.,  Muscatine 
Wilcox,  Kenneth  M.,  Tanganyika,  East 
Africa 

Wilcox,  Robert  A.,  Iowa  City 
Wildberger,  William  C.,  Perry 
Wilhelmi,  Raymond  W.,  Sioux  City 
Wiley,  Alden  F.,  Waukon 
Wilke,  Frank  A..  Perry 
Wilker,  Richard  F.,  Creston 
Willett,  Wilton  J.,  Manchester 
Williams,  Lawrence  B.,  Santa  Barbara, 
California 

Williams,  M.  Neil,  Cedar  Falls 
Williams,  Thomas  L.,  Cherokee 
Williamson,  Billy  J.,  Keokuk 
Wilson,  Charles  R.,  Manson 
Wilson,  F.  Dale,  Davenport 
Wilson,  Fredric  L.,  Sioux  City 
Wilson,  Fredric  W.,  Sioux  City 
Wilson,  Robert  G.,  Missouri  Valley 
Wilson,  William  R.,  Iowa  City 
Winninger,  Louis  T.,  Waterloo 
Winter,  F.  Donald,  Burlington 
Wintermeyer,  Laverne  A.,  Des  Moines 
Wirtz,  Dwight  C.,  Des  Moines 
Wirtz,  Emerson  K.,  West  Des  Moines 
Wise,  Arthur  C.,  Iowa  City 
Wise,  James  H.,  Cherokee 
Withers,  Bill  R.,  Waukon 
Wolf,  Henry  H.,  Elgin 
Wolf,  William  J.,  West  Union 
Wolfe,  Otis  D.,  Marshalltown 
Wolfe,  Russell  M.,  Marshalltown 
Wolfe,  Wilson  C.,  Ottumwa 
Wolpert,  Paul  L.,  Onawa 
Wolters,  Donald  E.,  Estherville 
Wolverton,  Benjamin  F.,  Cedar  Rapids 
Wood,  Richard  A.,  Peterson 
Woodard,  Donald  E.,  Waterloo 
Woodard,  Ralph  E.,  Fort  Dodge 
Woodburn,  Chester  C.,  Jr..  Des  Moines 
Woodhouse,  Keith  W.,  Cedar  Rapids 
Woodward,  Arthur  W.,  Waterloo 
Wooters,  Richard  C.,  Des  Moines 
Wormhoudt,  Herbert  L.,  Ottumwa 
Worrell,  James  T.,  Keosauqua 
Worthington,  John  J.,  Cherokee 
Wray,  Clarence  M.,  Iowa  Falls  (L.M.) 
Wray,  Robert  M.,  Cedar  Rapids 
Wright,  David  W.,  Decorah 
Wright,  Thomas  D.,  Newton 
Wright,  Thomas  G.,  Marion 
Wubbena,  Arthur  C.,  Rock  Rapids 
Wuest,  Curtis  G.,  Amana 
Wurtzer,  Ezra  L.,  Clear  Lake  (L.M.) 
Wyatt,  George  M.,  Iowa  City 
Wykoff,  Sarah  U.,  Des  Moines  (A.M.) 

Yancey,  C.  Corbin,  Sioux  City 
Yein,  Chung  Sung,  Seattle.  Washington 
Yetter,  William  L.,  Iowa  City 
Yocom,  Albert  L.,  Chariton  (L.M.) 
York,  Dallas  L.,  Creston 
York,  George  L.,  Clinton 
Young,  Donald  C.,  Des  Moines 
Young,  George  G.,  Des  Moines 
Young,  Howard  O.,  Marion  (L.M.) 
Young,  James  J.,  Clinton 
Young,  Richard  A.,  Clarion 
Youngblade,  Daniel  M.,  Hartley 
Yugend,  Sidney  F.,  Indianola 

Zabloudil,  Warren  C.,  Burlington 
Zager,  Lewis  L.,  Waterloo 
Zaharis,  George  M.,  Des  Moines 
Zehr,  Earl  E.,  Guttenberg 
Zelinskas,  Leonard  P.,  Dubuque 
Zellweger,  Hans,  Iowa  City 
Zibilich,  George  J.,  Lone  Tree 
Ziebell,  William  C.,  Sioux  City 
Ziffren,  Sidney  E.,  Iowa  City 
Zimmerer,  Edmund  G.,  Des  Moines 
(L.M.) 

Zimmerman,  George  R.,  Iowa  City 
Zoeckler,  Samuel  J.,  Des  Moines 
Zoutendam,  Ronald  L.,  Sheldon 
Zukerman,  Cecil  M.,  Davenport 


* Deceased 

★ Military  Service 
(L.M.)  Life  Member 
(A.M.)  Associate  Member 
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Acher,  Albert  E Fort  Dodge 

Ash,  William  E Council  Bluffs 


Baldwin,  Leon  A Riverton 

Banton,  Oscar  H Charles  City 

Bartlett,  George  E New  Sharon 

Blaha,  George  A Whitten 

Boice,  Clyde  A Washington 

Bowers,  Arthur  S Orient 

Bowie,  Louis  L Zearing 

Bradley,  Carl  L Newhall 

Bullock,  William  E Lake  Park 

Burbank,  Dean  S Pleasantville 

Burcham,  Thomas  A Des  Moines 


Campbell,  Thomas  R.  . 

Cantwell,  John  D 

Carlile,  Amos  W 

Chase,  William  B.,  Sr. 

Chittum,  John  H 

Christensen,  John  R.  . 
Clapsaddle,  John  G.  . . 

Clasen,  Henry  W 

Closson,  Charles  L.  . . . 

Cody,  William  E 

Cole,  Elmer  J 

Conmey,  Roy  M 

Cooper,  Gladys  A 

Cretzmeyer,  Francis  X. 

Crew,  Arthur  E 

Crow,  George  B 


Sioux  Rapids 

Davenport 

Manning 

Des  Moines 

Wapello 

Palo  Alto,  California 

Burt 

. Littleton,  Colorado 

W alker 

Sioux  City 

Woodbine 

Sergeant  Bluff 

. . Lansing,  Michigan 

Emmetsburg 

Marion 

Burlington 


Day,  Philip  M Oskaloosa 

Decker,  Jay  C Sioux  City 

Demaree,  Chester  Lacona 

Ditto,  Boyd  L Burlington 

Dorsey,  Thomas  J Fort  Dodge 

Downing,  Leroy  M Cedar  Rapids 

Egermayer,  George  W Elliott 

Ennis,  Harry  H Manchester 

Foley,  Walter  E Davenport 


Hickenlooper,  Carl  B Winterset 

Hickman,  Charles  S Centerville 

Hoffman,  Paul  M Tipton 

Hollis,  Edward  L Marengo 

Hopkins,  David  H Des  Moines 

Houser,  Cass  T Cedar  Rapids 

Housholder,  Harold  A Winthrop 

Howell,  Elias  B Ottumwa 

Hudek,  Joseph  W Garnavillo 

Ingraham,  David  R Sewal 


Jackson,  James  M. 
Jaenicke,  Kurt  . . 
James,  Lora  D.  . . 
James,  Peter  E.  . . 
Jarvis,  Harry  D.  . 
Johann,  Albert  E. 
Johnson,  Amos  E. 
Jones,  Harry  J.  . . 
Joynt,  Albert  J.  . 
Joynt,  Michael  F. 


Jefferson 

Clinton 

Fairfield 

Audubon 

Chariton 

Des  Moines 

Florence,  Nebraska 

Cedar  Rapids 

Waterloo 

Marcus 


Kahler,  Hugo  V Reinbeck 

Keech,  Roy  F Cedar  Rapids 

Keeney,  George  H Mallard 

Kennedy,  Elizabeth  Smith  Oelwein 

Kern,  Lester  C Waverly 

Keyser,  Ralph  E Marshalltown 

Kimball,  John  E West  Liberty 

Knox,  James  M Cedar  Rapids 

Kyle,  William  S Washington 

Larson,  Andrew  G Dickens 

Loes,  Anthony  M Dubuque 

Losh,  Clifford  W Des  Moines 

McCall,  John  H Allerton 

McClean,  Earl  D Des  Moines 

McHugh,  Charles  P Sioux  City 

McMahon,  Thomas  Clinton 

McVay,  Melvin  J Lake  City 


Gardner,  John  R Lisbon 

Gearhart,  George  W Springville 

Gillett,  Francis  A Oskaloosa 

Goenne,  William  C.,  Sr Davenport 

Goodenow,  Sidney  B Colo 

Gray,  John  F Melcher 

Gutch,  Roy  C Chariton 

Hamilton,  Benjamin  F Jefferson 

Hansen,  Robert  R Marshalltown 

Harken,  Conreid  R Osceola 

Harrington,  Burton  Cedar  Rapids 

Harris,  Ray  R Dubuque 

Hartman,  Frank  T Waterloo 


Magee,  Emery  E 

Maplethorpe,  Charles  W.,  Sr. 

Matthey,  Walter  A 

Maxwell,  Charles  T 

May,  George  A 

Merritt,  Arthur  M 

Meyers,  Frank  W 

Miller,  Enos  D 

Mitchell,  Claire  H 

Moore,  Jesse  C 

Murray,  Frederick  G 


Waterloo 

Toledo 

Bettendorf 

Sioux  City 

Forest  Grove,  Oregon 

Des  Moines 

Dubuque 

Wellman 

Cincinnati 

Eldon 

Cedar  Rapids 


Neal,  Emma  J Cedar  Rapids 

Neuzil,  William  J Cedar  Rapids 
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Noble,  Nelle  S. 


Des  Moines 


O’Brien,  Stephen  A Mason  City 

Oggel,  Herman  D Waterloo 

Olsen,  Martin  I Des  Moines 


Pahlas,  Henry  M. 
Parker,  Robert  L. 

Paul,  John  D 

Pfeiffer,  Herry  E. 
Posner,  Edward  R. 


Rockford,  Illinois 

Des  Moines 

Anamosa 

Riviera  Beach,  Florida 
Des  Moines 


Rankin,  William  . . . 
Reeder,  James  E.,  Sr. 
Reimers,  Robert  S.  . 
Rogers,  Claude  B.  . . 

Rose,  Alvin  A 

Rowley,  William  B. 
Royal,  Malcolm  A.  . 

Russell,  John 

Russell,  Ralph  E.  . . . 
Rust,  Emery  A 


Keokuk 

Glendale,  California 

Fort  Madison 

Earlville 

Story  City 

Sioux  City 

Des  Moines 

Santa  Barbara,  California 

Waterloo 

Webb 


Saar,  Jesse  L 

Saunders,  William  E. 
Schnug,  George  E.  . . 

Senska,  Frank  

Severson,  George  I. 
Smead,  Leslie  L.  . . . 

Smith,  John  E 

Snyder,  Raleigh  R.  . 
Spilman,  Harold  A. 
Stauch,  Martin  O.  . . 


, . . . . Donnellson 
Tucson,  Arizona 

Dows 

Iowa  City 

Slater 

Newton 

Clarence 

. . . . Des  Moines 

Ottumwa 

Moorhead 


Stepp,  James  K Manchester 

Stinson,  Alice  C Estherville 

Stoakes,  Charles  S Lime  Springs 

Strawn,  John  T Vinton 

Taylor,  Maude  Ottumwa 

Taylor,  Robert  S Davenport 

Teufel,  John  C Davenport 

Thomas,  Clyde  E Croton-on-Hudson,  New  York 

Thomas,  Colin  G Monticello 

Thornton,  Thomas  F Waterloo 

Throckmorton,  Jeannette  Dean Des  Moines 

Tice,  Claude  B Mason  City 

Traister,  John  E Eddyville 

Van  Metre,  Paul  W Rockwell  City 

Vineyard,  Thomas  L Ottumwa 

Walker,  Charles  C Des  Moines 

Walker,  Thomas  S Riceville 

Walston,  Edwin  B Jackson  Heights,  New  York 

Weih,  Elmer  P Clinton 

Weingart,  Julius  S Des  Moines 

Weston,  Robert  A Des  Moines 

Whitaker,  Ben  T Boone 

Whitley,  Ralph  L Osage 

Wilcox,  Delano  Malcom 

Wray,  Clarence  M Iowa  Falls 

Wurtzer,  Ezra  L Clear  Lake 

Yocom,  Albert  L Chariton 

Young,  Howard  O Cedar  Rapids 

Zimmerer,  Edmund  G Des  Moines 


Membership  Roster  of  the  Woman's  Auxiliary 
To  the  Iowa  Medical  Society 

Membership  in  Good  Standing  as  of  June  15, 1963 


ALLAMAKEE  COUNTY 
Postville 

Kiesau,  Mrs.  M.  F. 

Myers,  Mrs.  J.  W. 

Palmer,  Mrs.  R.  H. 

Waukon 

Bray,  Mrs.  L.  B. 

Rominger,  Mrs.  C.  R. 

Wiley,  Mrs.  A.  F. 

Withers,  Mrs.  B.  R. 

APPANOOSE  COUNTY 
Centerville 

Edwards,  Mrs.  R.  R. 

Larsen,  Mrs.  E.  A. 

Leffert,  Mrs.  F.  B. 

Owca,  Mrs.  A.  S. 

Richey,  Mrs.  G.  L. 

Cincinnati 

Mitchell,  Mrs.  C.  H. 

BLACK  HAWK  COUNTY 
Cedar  Falls 

Bairnson,  Mrs.  G.  A. 

Barnett,  Mrs.  S.  W. 

Blue,  Mrs.  E.  R. 

Ceilly,  Mrs.  E.  H. 

Hansen,  Mrs.  D.  M. 

Heine,  Mrs.  G.  W. 

Henn,  Mrs.  S.  C. 

Jeffries,  Mrs.  J.  H. 

McCoy,  Mrs.  J.  T. 

Moes,  Mrs.  J.  R. 

Nielsen,  Mrs.  R.  F. 

Penly,  Mrs.  D.  H. 

Thierman,  Mrs.  E.  J. 

Evansdale 

Dolan,  Mrs.  A.  M. 

LaPorte  City 

Jauch,  Mrs.  Karl 
Paige,  Mrs.  R.  T. 

Waterloo 

Acker,  Mrs.  R.  D. 

Acker,  Mrs.  W.  H. 

Addison,  Mrs.  C.  P. 

Bailey,  Mrs.  R.  O. 

Baker,  Mrs.  G.  H. 

Barga,  Mrs.  J.  L. 

Barrett,  Mrs.  S.  A. 

Bender,  Mrs.  H.  A. 

Bickley,  Mrs.  D.  W. 

Blanchard,  Mrs.  R.  W. 

Board,  Mrs.  T.  P. 

Boiler,  Mrs.  G.  C. 

Buckles,  Mrs.  R.  D. 

Butts,  Mrs.  J.  H. 

Cannon,  Mrs.  W.  M. 

Clark,  Mrs.  D.  R. 

Clark,  Mrs.  G.  R. 

Cooper,  Mrs.  C.  N. 

Corton,  Mrs.  R.  V.  M. 

Devine,  Mrs.  A.  W. 

Diamond,  Mrs.  Bernard 
Dick,  Mrs.  Fred,  Jr. 

Dieckmann,  Mrs.  M.  R. 


Drier,  Mrs.  W.  C. 

Driver,  Mrs.  R.  W. 

Eckberg,  Mrs.  R.  A. 

Ellyson,  Mrs.  C.  D. 

Entz,  Mrs.  F.  H. 

Gerard.  Mrs.  R.  S„  II 
Gerken,  Mrs.  J.  F. 

Goldberg,  Mrs.  J.  E. 

Hanson,  Mrs.  C.  A. 

Harned,  Mrs.  L.  B. 

Hartman,  Mrs.  H.  J. 

Hastings,  Mrs.  P.  R. 
Hathaway,  Mrs.  R.  G. 

Hoover,  Mrs.  R.  S. 

Kestel,  Mrs.  J.  L. 

Korner,  Mrs.  Harold 
Kruse,  Mrs.  R.  F. 

Lanich,  Mrs.  O.  K. 

Loomis,  Mrs.  F.  G. 

Ludwig,  Mrs.  C.  J. 

Marquis,  Mrs.  F.  M. 

McIntyre,  Mrs.  C.  C. 

Mikelson,  Mrs.  C.  J. 

Miller,  Mrs.  R.  C. 

Miller,  Mrs.  R.  L. 

Mitchell,  Mrs.  R.  C. 

Morrison,  Mrs.  R.  E. 

Murphy,  Mrs.  G.  C. 

O’Keefe.  Mrs.  P.  T. 

Perley,  Mrs.  A.  E. 

Phelps,  Mrs.  G.  D. 

Plager,  Mrs.  V.  H. 

Preece,  Mrs.  W.  O. 

Randall,  Mrs.  R.  G. 

Reuling,  Mrs.  F.  H. 

Ridenour,  Mrs.  E.  J. 

Rock,  Mrs.  W.  K. 

Rohlf,  Mrs.  E.  L„  Jr. 

Seibert,  Mrs.  C.  W. 

Shulman,  Mrs.  Herbert 
Sitz,  Mrs.  E.  J. 

Sloan,  Mrs.  F.  R. 

Smith,  Mrs.  A.  C. 

Smith,  Mrs.  Eugene 
Telfer,  Mrs.  W.  L. 

Thielen,  Mrs.  E.  W. 

Thornton,  Mrs.  T.  F.,  Jr. 

Tice,  Mrs.  W.  A. 

Trunnell,  Mrs.  T.  L. 

Waldorf,  Mrs.  R.  D. 

Walker,  Mrs.  J.  R. 

Waterbury,  Mrs.  C.  A.,  Jr. 
Weyhrauch,  Mrs.  R.  A. 
Wicklund,  Mrs.  M.  M. 
Winninger,  Mrs.  L.  T. 
Woodard,  Mrs.  D.  E. 
Woodward,  Mrs.  A.  W. 

Zager,  Mrs.  L.  L. 

BOONE  COUNTY 
Boone 

Creamer,  Mrs.  Frank 
Deering,  Mrs.  A.  B. 

Dennert,  Mrs.  W.  G. 

Greco,  Mrs.  L.  R. 

Gunn,  Mrs.  R.  E. 

Herman,  Mrs.  J.  C. 

Kane,  Mrs.  T.  E. 

Longworth,  Mrs.  W.  H. 
Manderscheid,  Mrs.  R.  A. 
Puntenney,  Mrs.  A.  W. 

Sloan,  Mrs.  M.  G. 

Sutton,  Mrs.  G.  H.,  Jr. 

Sutton,  Mrs.  J.  C. 

Wall,  Mrs.  J.  M. 

Whitaker,  Mrs.  B.  T. 

Wicks,  Mrs.  R.  L. 


Madrid 

Leonard,  Mrs.  T.  K. 

Ogden 

Donovan,  Mrs.  M.  J. 

Linder,  Mrs.  E.  E. 

Pilot  Mound 

Shane,  Mrs.  R.  S. 

BUCHANAN  COUNTY 
Independence 

Bond,  Mrs.  J.  T. 

Brown,  Mrs.  M.  F. 

Hersey,  Mrs.  N.  L. 

Ingham,  Mrs.  D.  W. 

Kliewer,  Mrs.  V.  L. 

Kordecki,  Mrs.  F.  A. 

Korson,  Mrs.  S.  M. 

Leehey,  Mrs.  P.  J. 

Loeck,  Mrs.  J.  F. 

Mochal,  Mrs.  J.  L. 

Oestreicher,  Mrs.  Harry 
Sanders,  Mrs.  D.  C. 

Shellito,  Mrs.  J.  C. 

Tempel,  Mrs.  Paul 
Tidball,  Mrs.  C.  W. 

White,  Mrs.  C.  E. 

CASS  COUNTY 
Anita 

Harris,  Mrs.  D.  D. 

Atlantic 

Juel,  Mrs.  E.  M. 

Moriarty,  Mrs.  J.  F. 

Needles,  Mrs.  R.  M. 

Petersen,  Mrs.  E.  C. 

Petersen,  Mrs.  M.  T. 

Weresh,  Mrs.  J.  D. 

Wilcox,  Mrs.  D.  E. 

Cumberland 

Weaver,  Mrs.  Ralph 

Griswold 

England,  Mrs.  W.  J. 

CERRO  GORDO  COUNTY 
Clear  Lake 

Morgan,  Mrs.  H.  W. 

Mason  City 

Adams,  Mrs.  C.  O. 

Brenton,  Mrs.  H.  L. 

Davidson,  Mrs.  T.  E. 

Dixon,  Mrs.  J.  B. 

Hale,  Mrs.  A.  E. 

Healy,  Mrs.  J.  D. 

Joyce,  Mrs.  G.  I. 

Kapke,  Mrs.  F.  W. 

Kennedy,  Mrs.  E.  D. 

Kirkham,  Mrs.  L.  J. 

Matthews,  Mrs.  Alexander 
Potter,  Mrs.  P.  H. 

Powell,  Mrs.  R.  M. 

Smith,  Mrs.  R.  B. 

Swanson,  Mrs.  L.  W. 

Tice,  Mrs.  G.  I. 

Vegors,  Mrs.  S.  H. 

West,  Mrs.  G.  H. 
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CLAY  COUNTY 
Spencer 

Edington,  Mrs.  F.  D. 

Fieselmann,  Mrs.  G.  F. 

Frink,  Mrs.  L.  F. 

Jones,  Mrs.  C.  C. 

King,  Mrs.  D.  H. 

Munger,  Mrs.  E.  E. 

CLINTON  COUNTY 
Clinton 

Amesbury,  Mrs.  H.  A. 

Barrent,  Mrs.  M.  E. 

Carey,  Mrs.  E.  T. 

Dwyer,  Mrs.  R.  E. 

Edwards,  Mrs.  J.  F. 

Ellison,  Mrs.  G.  M. 

Emmons,  Mrs.  M.  B. 

Foster,  Mrs.  W.  H. 

Griffith,  Mrs.  W.  H. 

Hill,  Mrs.  D.  E. 

Jensen,  Mrs.  A.  L. 

Jowett,  Mrs.  J.  R. 

Kershner,  Mrs.  F.  O. 

King,  Mrs.  R.  C. 

Meyer,  Mrs.  A.  K. 

Mirick,  Mrs.  D.  F. 

Monahan,  Mrs.  J.  L. 

Nelken,  Mrs.  Leonard 
Nelson,  Mrs.  R.  J. 

O'Donnell,  Mrs.  J.  E. 

Petersen,  Mrs.  V.  W. 

Scanlan,  Mrs.  G.  C. 

Schumacher,  Mrs.  D.  R. 

Taylor,  Mrs.  J.  H. 

Waggoner,  Mrs.  C.  V. 

Weih,  Mrs.  E.  P. 

Wellman,  Mrs.  T.  G. 

York,  Mrs.  G.  L. 

Young,  Mrs.  J.  J. 

De  Witt 

Ash,  Mrs.  W.  H. 

Marme,  Mrs.  G.  W. 

Grand  Mound 

Christiansen,  Mrs,  C.  C. 

Fulton,  Illinois 

Vruno,  Mrs.  M.  J. 

DALLAS-GUTHRIE  COUNTIES 
Adel 

Fail,  Mrs.  C.  S. 

Casey 

Krueger,  Mrs.  N.  L. 

Van  Duzer,  Mrs.  W.  R. 

Dallas  Center 

Castles,  Mrs.  W.  A. 

Lister,  Mrs.  E.  E. 

Dexter 

Chapler,  Mrs.  K.  M. 

Osborn,  Mrs.  C.  R. 

Granger 

Smith,  Mrs.  R.  T. 

Guthrie  Center 

Neff,  Mrs.  Herbert 
Thornburg,  Mrs.  W.  V. 

Todd,  Mrs.  D.  W. 

Jamaica 

Seidler,  Mrs.  W.  A. 

Seidler,  Mrs.  W.  A.,  Jr. 

Panora 

Nicoll,  Mrs.  C.  A. 

Peterson,  Mrs.  R.  J. 

Perry 

Cochrane,  Mrs.  A.  M. 

Deranleau,  Mrs.  R.  F. 

Diddy,  Mrs.  K.  W. 

Ross,  Mrs.  A.  J.,  Jr. 

Wildberger,  Mrs.  W.  C. 


Van  Meter 

Felter,  Mrs.  A.  G. 

Woodward 

Peffer,  Mrs.  P.  A. 

Ping,  Mrs.  E.  C. 

Porter,  Mrs.  C.  E. 

Smith,  Mrs.  H.  W. 

DELAWARE  COUNTY 
Earlville 

Rogers,  Mrs.  C.  B. 

Edgewood 

Compton,  Mrs.  J.  D. 

Manchester 

Clark,  Mrs.  R.  E. 

Ennis,  Mrs.  H.  H. 

Tyrrell,  Mrs.  J.  E. 

Waste,  Mrs.  R.  L. 

Willett,  Mrs.  W.  J. 

Strawberry  Point 

Andersen,  Mrs.  H.  M. 

DES  MOINES  COUNTY 
Burlington 

Aid,  Mrs.  F.  H. 

Allen,  Mrs.  R.  B. 

Bell,  Mrs.  R.  S. 

Coulson,  Mrs.  F.  H. 

Crawford.  Mrs.  R H. 

Crawford,  Mrs.  W.  M. 

Crow,  Mrs.  G.  B. 

Dawson,  Mrs.  O.  L. 

Ditto,  Mrs.  B.  L. 

Ditto,  Mrs.  W.  B. 

Eastburn,  Mrs.  H.  B. 

Eggleston,  Mrs.  A.  A. 

Friday,  Mrs.  W.  C. 

Gibbs,  Mrs.  G.  M. 

Guiang,  Mrs.  S.  F.,  Jr. 

Hosford,  Mrs.  H.  F. 

Jenkins,  Mrs.  G.  D. 

Lardinois,  Mrs.  C.  C. 

Lee,  Mrs.  W.  R. 

Lohmann,  Mrs.  C.  J. 

McElwain,  Mrs.  J.  J.,  Jr. 
McKitterick,  Mrs.  J.  C. 

Mazur,  Mrs.  T.  T. 

Murray,  Mrs.  J.  H. 

Nessa,  Mrs.  C.  B. 

Ober,  Mrs.  F.  G. 

Parsons,  Mrs.  Earl 
Pearson,  Mrs.  G.  J. 

Petersen,  Mrs.  D.  C. 

Rowley,  Mrs.  R.  D. 

Russell,  Mrs.  E.  P. 

Saar.  Mrs.  J.  L.,  Jr. 

Stockdale,  Mrs.  J.  C. 

Stoikovic,  Mrs.  J.  P. 

Sulzbach,  Mrs.  J.  F. 

Walker,  Mrs.  G.  L. 

Wallace,  Mrs.  L.  F. 

Winters,  Mrs.  F.  D. 

Zabloudil,  Mrs.  W.  C. 

Mediapolis 

Roules,  Mrs.  J.  F. 

New'  London 

Mehler,  Mrs.  F.  H. 

DICKINSON  COUNTY 
Arnolds  Park 

Farago,  Mrs.  D.  S. 

Ward,  Mrs.  T.  L. 

Lake  Park 

Coble,  Mrs.  R.  J. 

Spirit  Lake 

Johnson,  Mrs.  E.  L. 

Rodawig,  Mrs.  D.  F. 

Rodawig,  Mrs.  D.  F.,  Jr. 

Scott,  Mrs.  P.  A. 

DUBUQUE  COUNTY 
Dubuque 

Alt,  Mrs.  L.  P. 

Bartels,  Mrs.  E.  R. 


Barton,  Mrs.  R.  L. 

Baughman,  Mrs.  D.  R. 

Benda,  Mrs.  T.  J. 

Chapman,  Mrs.  J.  S. 

Chun,  Mrs.  Newton 
Coffman,  Mrs.  E.  W. 

Conklin,  Mrs.  E.  V. 

Connelly,  Mrs.  E.  J. 

Conzett,  Mrs.  D.  C. 

Emond,  Mrs.  L.  D. 

Entringer,  Mrs.  A.  J. 

Faber.  Mrs.  L.  A. 

Fuerste,  Mrs.  Frederick,  Jr. 
Gilloon,  Mrs.  J.  R. 

Graves,  Mrs.  J.  P. 

Greteman,  Mrs.  T.  J. 
Heidenreich,  Mrs.  W.  F. 
Howell,  Mrs.  D.  A. 

Kapp,  Mrs.  D.  F. 

Kelly,  Mrs.  W.  J. 

Keohen,  Mrs.  G.  F. 

Lagen,  Mrs.  M.  S. 

Laube,  Mrs.  P.  J. 

Lee,  Mrs.  R.  H. 

McFarlane,  Mrs.  D.  J. 

McKay,  Mrs.  R.  V. 

McNamara,  Mrs.  R.  J. 
Melgaard,  Mrs.  R.  T. 

Merritt,  Mrs.  F.  B. 

Metzner,  Mrs.  F.  N. 

Moberly,  Mrs.  J.  W. 

Moeller,  Mrs.  J.  A. 
Nakashima,  Mrs.  V.  K. 
Nemmers,  Mrs.  J.  G. 

O’Brien,  Mrs.  S.  A.,  Jr. 

Olin,  Mrs.  E.  E. 

Orvis,  Mrs.  R.  C. 

Packard,  Mrs.  D.  K. 

Pfaff,  Mrs.  R.  A. 

Pfohl,  Mrs.  A.  C. 

Piekenbrock,  Mrs.  T.  C. 
Province,  Mrs.  William,  Jr. 
Rusk,  Mrs.  R.  P. 

Schueller,  Mrs.  C.  J. 
Schwaegler,  Mrs.  R.  R. 
Sharpe,  Mrs.  D.  C. 

Skelley,  Mi’s.  P.  B. 

Steffens,  Mrs.  L.  F. 

Stevens,  Mrs.  C.  W. 

Storck,  Mrs.  R.  D. 

Strand,  Mrs.  C.  M. 

Straub,  Mrs.  J.  J. 

Thorson,  Mrs.  J.  A. 

Vernon,  Mrs.  R.  G. 

Ward,  Mrs.  D.  F. 

Zelinskas,  Mrs.  L.  P. 

Dyersville 

Garry,  Mrs.  P.  E. 

Griffin,  Mrs.  C.  C. 

Hess,  Mrs.  J.  F. 

Luehrsmann,  Mrs.  B.  C. 

EMMET  COUNTY 
Armstrong 

Lindholm,  Mrs.  C.  V. 

Turner,  Mrs.  R.  M. 

Estherville 

Bose,  Mrs.  R.  P. 

Clark,  Mrs.  J.  P. 

Cox,  Mrs.  R.  L. 

Dunn,  Mrs.  D.  E. 

Johnston,  Mrs.  G.  B. 
Lindholm,  Mrs.  H.  A. 

Powers,  Mrs.  J.  L. 

Vaubel,  Mrs.  E.  K. 

Wolters,  Mrs.  D.  E. 

Graettinger 

Dawson,  Mrs.  R.  J. 

GREENE  COUNTY 
Churdan 

Lohr,  Mrs.  P.  E. 

Grand  Junction 
Wetrich,  Mrs.  M.  F. 

Jefferson 

Brinker,  Mrs.  M.  H. 

Burke,  Mrs.  R.  W. 

Canady,  Mrs.  G.  F. 

Hamilton,  Mrs.  B.  C. 
Jongewaard,  Mrs.  A.  J. 

Knosp,  Mrs.  A. A. 

Nelson,  Mrs.  L.  C. 

Thompson,  Mrs.  E.  D 
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Rippey 

Chase,  Mrs.  W.  E. 

GRUNDY  COUNTY 
Conrad 

Patterson,  Mrs.  R.  K. 


Grundy  Center 

Mol,  Mrs.  H.  L. 

Reedholm,  Mrs.  E.  A. 

Rose,  Mrs.  J.  E. 


Reinbeck 

Jaquis.  Mrs.  J.  R. 

Kahler,  Mrs.  H.  V. 


Wellsburg 
Meyer,  Mrs.  R.  J. 


HAMILTON  COUNTY 
Stanhope 

Anderson,  Mrs.  D.  C. 


Webster  City 

Brown.  Mrs.  E.  F. 

Buxton,  Mrs.  O.  C.,  Jr. 
Crumpton,  Mrs.  R.  C. 
Howar,  Mrs.  B.  F. 

Ledogar,  Mrs.  J.  A. 

Lowary,  Mrs.  E.  K. 

Paschal,  Mrs.  G.  A. 
Patterson,  Mrs.  R.  A. 
Ptacek,  Mrs.  J.  L. 

Rambo,  Mrs.  E.  F. 


JEFFERSON  COUNTY 
Fairfield 

Castell,  Mrs.  J.  W. 

Cook,  Mrs.  K.  G. 

Dunlevy,  Mrs.  J.  H. 

Gittler,  Mrs.  Ludwig 
McClurg,  Mrs.  F.  H. 

Morgan,  Mrs.  J.  N. 

Ryan,  Mrs.  R.  A. 

Strong,  Mrs.  K.  H. 

Turner,  Mrs.  J.  H. 

Watson,  Mrs.  C.  F. 


JOHNSON  COUNTY 
Coralville 

McLaughlin,  Mrs.  P.  A. 

Wise,  Mrs.  A.  C. 


Iowa  City 

Anderson,  Mrs.  G.  S. 
Bennett,  Mrs.  A.  W. 
Boiler,  Mrs.  W.  F. 

Bozek,  Mrs.  T.  T. 

Carney,  Mrs.  R.  G. 

Chong,  Mrs.  A.  Y. 
DeBacker,  Mrs.  L.  J. 
Ehrenhaft,  Mrs.  J.  L. 
Garvy,  Mrs.  A.  C. 
Hierschbiel,  Mrs.  Ernst 
Howard,  Mrs.  W.  F. 
Hyndman,  Mrs.  O.  R. 
Jacques,  Mrs.  L.  H. 
Jenkinson,  Mrs.  H.  R. 
Joynt,  Mrs.  R.  J. 

Krehl,  Mrs.  W.  A. 
Kretzschmar,  Mrs.  R.  M. 
Lawrence,  Mrs.  M.  S. 
Layton,  Mrs.  J.  M. 

McKee,  Mrs.  A.  P. 

Miller,  Mrs.  C.  I. 

Mosher,  Mrs.  M.  L. 
Paulus,  Mrs.  E.  W. 
Rohrbacher,  Mrs.  W.  M. 
Sahs,  Mrs.  A.  L. 

Scanlon,  Mrs.  G.  H. 
Scheldrup,  Mrs.  E.  W. 
Schrock,  Mrs.  C.  E. 
Seebohm,  Mrs.  P.  M. 
Simpson,  Mrs.  R.  A. 
Skultety,  Mrs.  F.  M. 
Tegler,  Mrs.  W.  J. 
Tidrick,  Mrs.  R.  T. 

Top,  Mrs.  F.  H. 

Van  Epps,  Mrs.  E.  F. 
Warner,  Mrs.  E.  D. 

Wyatt,  Mrs.  G.  M. 


Oakdale 

Cahn,  Mrs.  Philip 
Kent,  Mrs.  R.  W. 

Spear,  Mrs.  W.  M. 

Webb,  Mrs.  D.  R. 

LEE  COUNTY  (NORTH) 
Fort  Madison 

Adams,  Mrs.  L.  E. 

Archibald,  Mrs.  M.  H. 

De  Lashmutt,  Mrs.  E.  J. 

Dierker,  Mrs.  L.  J. 

Doering,  Mrs.  V.  T. 

Feightner,  Mrs.  R.  L. 

Grimwood,  Mrs.  W.  H. 

Harper,  Mrs.  G.  E. 

Harper,  Mrs.  H.  D. 

Helling,  Mrs.  H.  B. 

Kasten,  Mrs.  W.  C. 

McGee,  Mrs.  J.  E. 

McGinnis,  Mrs.  G.  C. 

Mclllece,  Mrs.  R.  C. 

McMillan,  Mrs.  G.  J. 

Murphy,  Mrs.  R.  E. 

Noble,  Mrs.  F.  W. 

Polit,  Mrs.  Jaime 
Reimers,  Mrs.  R.  S. 

Richmond,  Mrs.  A.  C. 

Richmond,  Mrs.  F.  R.,  Jr. 
Werner,  Mrs.  H.  T. 

West  Point 

Poepsel,  Mrs.  F.  L. 

LYON  COUNTY 
George 

Gessford,  Mrs.  H.  H. 

Lavender,  Mrs.  J.  G. 

Inwood 

Bullock,  Mrs.  G.  D. 

Rock  Rapids 

Cook,  Mrs.  S.  H. 

Griesy,  Mrs.  C.  V. 

Wubbena,  Mrs.  A.  C. 

MAHASKA  COUNTY 
Fremont 

Duncan,  Mrs.  Ellis 

New  Sharon 
Phelps,  Mrs.  R.  E. 

Oskaloosa 

Atkinson,  Mrs.  G.  S. 

Bennett,  Mrs.  G.  W. 

Bos,  Mrs.  H.  C. 

Campbell,  Mrs.  D.  K. 

Campbell,  Mrs.  W.  V. 

Catterson,  Mrs.  L.  F. 

Clark,  Mrs.  G.  H. 

Collison,  Mrs.  R.  M. 

Gillett,  Mrs.  F.  A. 

Grahek,  Mrs.  L.  J. 

Lemon,  Mrs.  K.  M. 

Ochota,  Mrs.  L. 

Smith,  Mrs.  S.  A. 

Voigt,  Mrs.  F.  O. 

Wilcox,  Mrs.  E.  B. 

MARION  COUNTY 
Knoxville 

Arnott,  Mrs.  G.  M. 

Burroughs,  Mrs.  C.  R. 

Clark,  Mrs.  T.  D. 

McClung,  Mrs.  R.  R. 

Mater,  Mrs.  D.  A. 

Peart,  Mrs.  J.  C. 

Ralston,  Mrs.  F.  P. 

Sloterdyk,  Mrs.  Yme 

Pella 

Van  Zee,  Mrs.  G.  K. 

MARSHALL  COUNTY 
Marshalltown 

Carpenter,  Mrs.  R.  C. 

Goodman,  Mrs.  L.  O. 

Graether,  Mrs.  J.  M. 

Heise,  Mrs.  H.  R. 

Jacobs,  Mrs.  E.  L. 


Jeffries,  Mrs.  M.  E. 

Kosieradzki,  Mrs.  Henry 
Kruse,  Mrs.  R.  H. 

Marble,  Mrs.  E.  J. 

Marble,  Mrs.  W.  P. 

Reading,  Mrs.  D.  S. 

Sauer,  Mrs.  H.  E. 

Shultz,  Mrs.  W.  T. 

Watt,  Mrs.  R.  H. 

Wells,  Mrs.  R.  C. 

Wessels,  Mrs.  W.  R. 

Wolfe,  Mrs.  O.  D. 

Wolfe,  Mrs.  R.  M. 

State  Center 

Sokol,  Mrs.  C.  R. 

MONONA  COUNTY 
Mapleton 

Ganzhorn,  Mrs.  H.  L. 

Ganzhorn,  Mrs.  J.  L. 

Ingham,  Mrs.  P.  G. 

Moorhead 

Stauch,  Mrs.  M.  O. 

Onawa 

Garred,  Mrs.  W.  P. 

Gaukel,  Mrs.  L.  A. 

Gingles,  Mrs.  E.  E. 

McClellan,  Mrs.  J.  W. 

Wolpert,  Mrs.  P.  L. 

Ute 

Liska,  Mrs.  E.  J. 

Whiting 

Garred,  Mrs.  J.  L. 

MONTGOMERY  COUNTY 
Red  Oak 

Alden,  Mrs.  Oscar 
Bastron,  Mrs.  H.  C. 

Fickel,  Mrs.  J.  D. 

Hansen,  Mrs.  F.  A. 

Skallerup,  Mrs.  G.  M. 

Smith,  Mrs.  S.  R. 

Sorensen,  Mrs.  E.  M. 

Thomsen,  Mrs.  T.  F. 

Villisca 

Croxdale,  Mrs.  E.  L. 

Poore,  Mrs.  S.  D. 

OSCEOLA  COUNTY 
Harris 

Paulsen,  Mrs.  H.  B. 

Sibley 

Carroll,  Mrs.  T.  J. 

O'Leary,  Mrs.  F.  B. 

Rizzo,  Mrs.  Frank 
Thomas,  Mrs.  J.  H. 

PAGE  COUNTY 
Clarinda 

Adam,  Mrs.  A.  B. 

Bossingham,  Mrs.  E.  N. 

Catlin,  Mrs.  K.  A. 

Frenkel,  Mrs.  H.  S. 

Jensen,  Mrs.  K.  V. 

Johnson,  Mrs.  N.  M. 

Kuehn,  Mrs.  W.  G. 

Niver,  Mrs.  E.  O. 

Shonka,  Mrs.  T.  E. 

Sperry,  Mrs.  F.  S. 

Shenandoah 

Brush,  Mrs.  C.  H. 

Eisenach,  Mrs.  J.  R. 

Gee,  Mrs.  K.  J. 

Gottsch,  Mrs.  E.  J. 

Henstorf,  Mrs.  H.  R. 

Pettipiece,  Mrs.  Clayton 
Powers,  Mrs.  G.  H. 

Strathman,  Mrs.  L.  C. 

Cheyenne,  Wyoming 

Flynn,  Mrs.  C.  H. 

PALO  ALTO  COUNTY 
Algona 

Plott,  Mrs.  C.  L. 
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Emmetsburg 

Brereton,  Mrs.  H.  L. 

Brink,  Mrs.  J.  R. 

Coffey,  Mrs.  J.  L. 

Moore,  Mrs.  C.  C. 

Powers,  Mrs.  H.  R. 

Wigdahl,  Mrs.  L.  C. 

Mallard 

Keeney,  Mrs.  G.  H. 

POLK  COUNTY 
Ankeny 

Gray,  Mrs.  L.  R. 

Hach,  Mrs.  F.  T. 

Nielsen,  Mrs.  A.  T. 

Des  Moines 


Abbott,  Mrs.  W.  D. 
Alberts,  Mrs.  M.  E. 
Allender,  Mrs.  R.  B. 
Amick,  Mrs.  P.  P. 
Anderson,  Mrs.  H.  N. 
Anderson,  Mrs.  R.  W. 
Augspurger,  Mrs.  B.  B. 
Baker,  Mrs.  W.  E. 

Bakody,  Mrs.  J.  T. 

Bates,  Mrs.  M.  T. 

Birge,  Mrs.  R.  F. 

Blair,  Mrs.  D.  W. 

Blount,  Mrs.  H.  C.,  Jr. 
Bone,  Mrs.  H.  C. 

Brown,  Mrs.  A.  W. 
Burcham,  Mrs.  T.  A. 
Burgeson,  Mrs.  F.  M. 
Burke,  Mrs.  E.  T. 

Burr,  Mrs.  C.  L. 

Byers,  Mrs.  J.  R. 

Carter,  Mrs.  R.  E. 

Cash,  Mrs.  P.  T. 

Caudill,  Mrs.  G.  G. 

Chase,  Mrs.  W.  B.,  Jr. 
Chase,  Mrs.  W.  B„  Sr. 
Clemens,  Mrs.  A.  L. 

Corn,  Mrs.  H.  H. 
Coughlan,  Mrs.  D.  W. 
Cromwell,  Mrs.  J.  O. 
Crowley,  Mrs.  D.  F.,  Jr. 
Dahl,  Mrs.  H.  W. 

Decker,  Mrs.  H.  G. 
Dickens,  Mrs.  J.  H. 
Diment,  Mrs.  M.  M. 
Dorner,  Mrs.  R.  A. 
Downing,  Mrs.  A.  H. 
Downing,  Mrs.  J.  A. 

Drew,  Mrs.  E.  J. 
Dubansky,  Mrs.  M.  H. 
Dyson,  Mrs.  R.  E. 

Eklund,  Mrs.  H.  E. 

Elliott,  Mrs.  O.  A. 

Ellis,  Mrs.  H.  G. 

Ely,  Mrs.  L.  O. 

Fatland,  Mrs.  J.  L. 

Foss,  Mrs.  R.  H. 

Fraser,  Mrs.  J.  B. 

From,  Mrs.  Paul 
Gangeness,  Mrs.  L.  G. 
Geoghegan,  Mrs.  B.  P. 
Ghrist,  Mrs.  T.  D. 

Gibson,  Mrs.  D.  N. 
Glomset,  Mrs.  D.  A. 
Goldberg,  Mrs.  Louis 
Gordon,  Mrs.  A.  M. 

Green,  Mrs.  J.  W.,  Jr. 
Greenhill,  Mrs.  Solomon 
Gurau,  Mrs.  H.  H. 
Gustafson.  Mrs.  J.  E. 
Gutenkauf,  Mrs.  C.  H. 
Haines,  Mrs.  D.  J. 
Hammer.  Mrs.  R.  W. 
Harnagel,  Mrs.  E.  J. 
Hayek,  Mrs.  J.  M. 

Hayne,  Mrs.  R.  A. 

Heeren,  Mrs.  R.  H. 
Hepplewhite,  Mrs.  J.  W. 
Hertko,  Mrs.  E.  J. 

Hess,  Mrs.  John,  Jr. 

Hill,  Mrs.  L.  F. 

Hines,  Mrs.  R.  E. 

Hirsch,  Mrs.  M.  R. 
Hoffmann,  Mrs.  R.  W. 
Holzworth,  Mrs.  P.  R. 
Hornaday,  Mrs.  W.  R.,  Jr. 
Hornaday,  Mrs.  W.  R.,  Sr. 
Hushes,  Mrs.  P.  K. 

Hull,  Mrs.  C.  N. 

Irving,  Mrs.  N.  W.,  Jr. 
James,  Mrs.  D.  W. 
Jenkins,  Mrs.  H.  F. 
Johnson,  Mrs.  C.  O. 


Johnson,  Mrs.  R.  M. 
Johnston,  Mrs.  C.  H. 

Kast,  Mrs.  D.  H. 
Katzmann,  Mrs.  F.  S. 
Kelley,  Mrs.  J.  H. 

Kelly,  Mrs.  D.  H„  Jr. 
Kelly,  Mrs.  D.  H.,  Sr. 
Kelsey,  Mrs.  J.  E. 

Kern,  Mrs.  G.  A. 

Kilgore,  Mrs.  B.  F. 
Klocksiem,  Mrs.  H.  L. 
Knox,  Mrs.  R.  M. 

Koons,  Mrs.  C.  H. 

La  Mar,  Mrs.  J.  W. 
Lambrecht,  Mrs.  P.  B. 
Larson,  Mrs.  R.  C. 
Latchem,  Mrs.  C.  W. 
Lawler,  Mrs.  M.  P.,  Jr. 
Losh,  Mrs.  C.  W.,  Jr. 
Lovejoy,  Mrs.  E.  P. 
Lowry,  Mrs.  E.  C. 

Lulu,  Mrs.  D.  J. 

Maher,  Mrs.  L.  L. 

Mark,  Mrs.  M.  S. 

Marquis,  Mrs.  G.  S. 
Matheson,  Mrs.  J.  H. 
Meredith,  Mrs.  L.  K. 
Merillat,  Mrs.  H.  C. 
Merkel,  Mrs.  A.  E. 
Merkel,  Mrs.  B.  M. 
Meservey,  Mrs.  M.  A. 
Minassian,  Mrs.  T.  A. 
Mooney,  Mrs.  J.  C. 

Moore,  Mrs.  R.  M. 
Morrison,  Mrs.  J.  R. 
Morrissey,  Mrs.  W.  J. 
Mountain,  Mrs.  G.  E. 
McBride,  Mrs.  D.  F. 
McClean,  Mrs.  E.  D. 
McCoy,  Mrs.  H.  J. 
McGarvey,  Mrs.  N.  J. 
McNamee,  Mrs.  J.  H. 
Newland.  Mrs.  D.  O. 
Nielsen,  Mrs.  G.  E. 
Nitzke,  Mrs.  E.  A. 

Nordin,  Mrs.  C.  A. 

Noun,  Mrs.  L.  J. 

Noun,  Mrs.  M.  H. 

Olsen,  Mrs.  M.  I. 

Olson,  Mrs.  S.  O. 

Ortiz,  Mrs.  Rafael 
Parson,  Mrs.  V.  G. 

Payne,  Mrs.  H.  C. 
Pearlman,  Mrs.  L.  R. 
Peisen,  Mrs.  C.  J. 
Peterson,  Mrs.  L.  G. 
Phillips,  Mrs.  A.  B. 
Posner,  Mrs.  E.  R.,  Jr. 
Priestley,  Mrs.  J.  B. 
Purnell,  Mrs.  G.  B. 
Redfield,  Mrs.  E.  L. 

Reed,  Mrs.  R.  J. 
Riegelman,  Mrs.  R.  H. 
Rindskopf,  Mrs.  Wallace 
Rotkow,  Mrs.  M.  J. 

Ryan,  Mrs.  J.  W.,  Jr. 
*Schill,  Mrs.  A.  E. 

Schissel,  Mrs.  D.  J. 
Schlaser,  Mrs.  V.  L. 
Schropp,  Mrs.  R.  C. 
Schupp,  Mrs.  J.  G.,  Jr. 
Shepherd,  Mrs.  L.  K. 
Shiffler,  Mrs.  H.  K. 
Shinkle,  Mrs.  W.  C. 

Silk,  Mrs.  Marvin 
Skultety,  Mrs.  J.  A. 
Smith,  Mrs.  A.  N. 

Smith,  Mrs.  H.  J. 

Smith,  Mrs.  L.  D. 

Sohm.  Mrs.  H.  A. 

Sones,  Mrs.  C.  A. 

Speers,  Mrs.  J.  F. 
Springer,  Mrs.  F.  A. 
Stephens,  Mrs.  R.  R. 
Steves,  Mrs.  R.  J. 

Stickler,  Mrs.  R.  B. 
Summers,  Mrs.  T.  B. 
Teigland,  Mrs.  J.  D. 
Thomsen,  Mrs.  J.  C. 
Thornton,  Mrs.  F.  E. 
Throckmorton,  Mrs.  J.  F. 
Throckmorton,  Mrs.  T.  B. 
Throckmorton,  Mrs.  T.  D. 
Toubes,  Mrs.  A.  A. 
Turner,  Mrs.  H.  V. 
Updegraff,  Mrs.  R.  R. 
Vorisek,  Mrs.  E.  A. 
Walter,  Mrs.  D.  J. 
Watters.  Mrs.  G.  H. 
Weingart,  Mrs.  J.  S. 
Wheeler,  Mrs.  R.  A. 
White.  Mrs.  G.  H. 
Wichern,  Mrs.  H.  E. 
Wintermeyer,  Mrs.  L.  A. 


Wirtz,  Mrs.  D.  C. 
Woodburn,  Mrs.  C.  C.,  Jr. 
Young,  Mrs.  D.  C. 

Young,  Mrs.  G.  G. 
Zaharis,  Mrs.  G.  M. 
Zoeckler,  Mrs.  S.  J. 


Huxley 

Nelson,  Mrs.  A.  L. 


Indianola 

Cornish,  Mrs.  L.  R. 
Trueblood,  Mrs.  C.  A. 
Yugend,  Mrs.  S.  F. 


Norwalk 
Cunningham,  Mrs.  M.  B. 


West  Des  Moines 

Barnett,  Mrs.  J.  A. 

Coleman,  Mrs.  F.  C. 

Overton,  Mrs.  R.  W. 

Peterson,  Mrs.  C.  R. 

Sternagel,  Mrs.  Fred 
Van  Natta.  Mrs.  C.  W. 


POTTAWATTAMIE  COUNTY 
Carson 

Angel,  Mrs.  Jose  V.  G. 

Council  Bluffs 

Bean,  Mrs.  E.  O. 

Beaumont,  Mrs.  F.  H. 

Bierman,  Mrs.  M.  H. 

Cogley,  Mrs.  J.  P. 

Cohen,  Mrs.  S.  A. 

Collignon,  Mrs.  U.  J. 

Conlon,  Mrs.  J.  B. 

Edwards,  Mrs.  C.  V. 

Edwards,  Mrs.  C.  V.,  Jr. 

Floersch,  Mrs.  E.  B. 

Giles,  Mrs.  W.  C. 

Gonlubol,  Mrs.  Fethi 
Griffith,  Mrs.  W.  O. 

Guggenheim,  Mrs.  Paul 
Hanssmann,  Mrs.  I.  J. 

Hennessy,  Mrs.  J.  D. 

Hirst,  Mrs.  D.  V. 

Hombach,  Mrs.  W.  P. 

Hopp,  Mrs.  R.  L. 

Howard,  Mrs.  L.  G. 

Kenney,  Mrs.  B.  E. 

Kinney,  Mrs.  M.  W. 

Klok,  Mrs.  G.  J. 

Krettek,  Mrs.  J.  E. 

Kruml,  Mrs.  J.  G. 

Landry,  Mrs.  G.  R. 

Lowry,  Mrs.  C.  F. 

Mahoney,  Mrs.  J.  D. 

Margules,  Mrs.  M.  P. 

Marsh,  Mrs.  F.  E.,  Jr. 

Martin,  Mrs.  L.  R. 

Mathiasen,  Mrs.  E.  B. 

Mathiasen,  Mrs.  H.  W. 

Mathiasen,  Mrs.  J.  W. 

Moe,  Mrs.  R.  H. 

Moriarty,  Mrs.  D.  L. 

Ozaydin,  Mrs.  I.  M. 

Pedersen,  Mrs.  A.  M. 

Pedersen,  Mrs.  P.  D. 

Pester,  Mrs.  G.  H. 

Rassekh,  Mrs.  Hormoz 
Richardson,  Mrs.  F.  H. 

Selo,  Mrs.  R.  A. 

Smith.  Mrs.  L.  D. 

Sternhill,  Mrs.  Isaac 
Stroy,  Mrs.  D.  T. 

Trafton,  Mrs.  H.  F. 

Warden,  Mrs.  D.  D. 

Weir,  Mrs.  E.  C. 

West,  Mrs.  A.  G. 


Minden 


Olsen,  Mrs.  M.  E. 

Oakland 

Hausheer,  Mrs.  M.  R. 

SCOTT  COUNTY 
Bettendorf 

Altman,  Mrs.  S.  J. 

Byrum,  Mrs.  R.  J. 

Gibson,  Mrs.  P.  E. 

Hendricks,  Mrs.  A.  B. 
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Hollander,  Mrs.  W.  M. 
Kimberly,  Mrs.  L.  W. 

Kulp,  Mrs.  R.  R. 

Motto,  Mrs.  E.  A. 

Noble,  Mrs.  H.  D. 

Ott,  Mrs.  M.  D. 

Smith,  Mrs.  R.  T. 

Sorenson,  Mrs.  A.  C. 

TouVelle.  Mrs.  A.  R. 

Towle,  Mrs.  R.  A. 

Van  Wetzinga,  Mrs.  R.  J. 

Weis,  Mrs.  H.  A. 

Davenport 

Anderson,  Mrs.  E.  W. 

Anrode,  Mrs.  R.  A. 

Berger,  Mrs.  R.  A. 

Bessmer,  Mrs.  W.  G. 

Bishop,  Mrs.  J.  F. 

Boone,  Mrs.  A.  V7. 

Bovenmyer,  Mrs.  D.  A. 
Braunlich,  Mrs.  George 
Brown,  Mrs.  M.  J. 

Collins,  Mrs.  J.  F. 

Cronkleton,  Mrs.  T.  E. 

Crowley,  Mrs.  P.  J. 

Cunnick,  Mrs.  P.  C. 
Cunningham,  Mrs.  G.  D. 
Cusick,  Mrs.  G.  W. 

Daut,  Mrs.  R.  V. 

Decker,  Mrs.  C.  E. 

Donahue,  Mrs.  J.  C. 

Edgerton,  Mrs.  W.  D. 

Erikson,  Mrs.  R.  E. 

Fesenmeyer,  Mrs.  C.  R. 

Flynn,  Mrs.  G.  A. 

Foley,  Mrs.  R.  J. 

Goenne,  Mrs.  R.  E. 

Goenne,  Mrs.  W.  C. 

Goldman,  Mrs.  B.  R. 

Gray,  Mrs.  G.  W. 

Hands,  Mrs.  S.  G. 

Hurevitz,  Mrs.  H.  M. 

Kehoe,  Mrs.  J.  L. 

Kohrs,  Mrs.  E.  F. 

Kuhl,  Mrs.  A.  B , Jr. 

Lamb,  Mrs.  F.  H. 

Larson,  Mrs.  Erling,  Jr. 
Lenzmeier,  Mrs.  A.  J. 

Losasso,  Mrs.  D.  A. 

McConnell.  Mrs.  R.  W. 
McFadden,  Mrs.  F.  R. 

McKay,  Mrs.  K.  H. 

McMeans,  Mrs.  T.  W. 

Manning,  Mrs.  E.  L. 

Matthey,  Mrs.  C.  H. 

Neufeld,  Mrs.  Robert 
Perkins,  Mrs.  R.  M. 

Pheteplace,  Mrs.  W.  S. 
Preacher,  Mrs.  C.  D. 

Senty,  Mrs.  E.  G. 

Shafer,  Mrs.  A.  W. 

Shafer,  Mrs.  L.  E. 

Smazal,  Mrs.  S.  F. 

Stimac,  Mrs.  E.  M. 
Sunderbruch,  Mrs.  J.  H. 
Syverud,  Mrs.  J.  M. 

Weaver,  Mrs.  D.  F. 

Weinberg,  Mrs.  H.  B. 

White,  Mrs.  P.  A. 
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Clarion 


Eaton,  Mrs.  R.  C. 
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kee) 
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Heise,  Mrs.  R.  H.,  Story  City  (Story) 
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ton) 
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McFarland,  Mrs.  G.  E.,  Jr.,  Ames  (Story) 
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Rathe,  Mrs.  H.  W.,  Waverly  (Bremer) 
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Whitehill,  Mrs.  N.  M.,  Ackley  (Hardin) 
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Mrs.  D.  W.  Harman,  Glenwood  1938 
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Helps  the  epileptic  to  realize  his  potential 

(DIPHENYLHYDANTOIN  SODIUM) 

PARKE-DAVIS 


DILANTIN 


tie  most  effective  form  of  emotional  approach  remains  the  demonstra- 
n to  the  patient  that  the  seizure  phenomena  can  be  adequately  con- 
lied  with  anticonvulsant  medication.”’ 

present,  diphenylhydantoin  sodium  is  generally  regarded  as  the  stand- 
I in  anticonvulsant  medication  because  of  its  effectiveness  in  control- 
g grand  mal  and  psychomotor  seizures.2-'0  It  possesses  a wide  margin 
safety,  and  incidence  of  side  effects  is  minimal.4  With  this  agent, 
irsedation  is  not  a problem.3  Moreover,  its  use  is  often  accompanied 
improvement  in  the  patient’s  memory,  intellectual  performance,  and 
otional  stability.” 

iications:  Grand  mal  epilepsy  and  certain  other  convulsive  states. 

icautions:  Toxic  effects  are  infrequent:  allergic  phenomena  such  as 
yarthropathy,  fever,  skin  eruptions,  and  acute  generalized  morbilli- 
m eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to 
oliation  with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions 
n usually  subside.  Though  mild  and  rarely  an  indication  for  stopping 
;age,  gingival  hypertrophy,  hirsutism,  and  excessive  motor  activity  are 
:asionally  encountered,  especially  in  children,  adolescents,  and  young 


adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and 
a feeling  of  unsteadiness.  All  usually  subside  with  continued  use.  Mega- 
loblastic anemia  has  been  reported.  Nystagmus  may  develop.  Nystagmus 
in  combination  with  diplopia  and  ataxia  indicates  dosage  should  be  re- 
duced. Periodic  examination  of  the  blood  is  advisable. 

DILANTIN  Sodium  (diphenylhydantoin  sodium)  is  available  in  several  forms 
including  Kapseals,®  0.03  Gm.  and  0.1  Gm.,  bottles  of  10Q  and  1,000. 
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The  Impact  of  Knowledge 


CHARLES  H.  BRADFORD,  M.D. 

Boston,  Massachusetts 

Emerson,  in  one  of  his  finest  essays,  “The  Amer- 
ican Scholar,”  reminds  us  that  we  are  born  to  ex- 
ercise all  our  talents,  rather  than  the  limited  and 
specialized  ones  we  have  cultivated  for  a single 
trade  or  purpose.  There  are  few  who  need  such  a 
reminder  more  than  we  do,  as  doctors,  imprisoned 
as  we  are  within  our  own  profession  and  allowing 
all  else  to  escape  unnoticed.  Around  us,  the  world 
rushes  forward,  passing  from  one  revolutionary 
change  to  another.  Invention  transforms  industry 
and  disrupts  labor;  these  two,  in  turn,  disrupt  the 
old  order  of  society,  and  society  itself  plunges 
into  a cultural  vertigo  of  dismantled  truths,  and 
faith  is  replaced  by  ill-defined  philosophies.  But 
with  all  these  for  a background,  medicine  pursues 
its  own  course,  oblivious  to  the  avalanche  of 
events  on  which  it  rides.  A broader  glance  will 
show  that  medicine  is  merely  a part  of  a vast,  his- 
torical movement  that  is  transforming  the  world; 
and  from  this  universal  upheaval,  it  gains  its  own 
impetus  and  progress. 

From  these  past  hundred  years  of  cataclysmic 
events,  we  can  isolate  many  factors  responsible  for 
change;  but  behind  them  we  find  one  primary 
cause,  basic  to  all  the  rest.  This  is  the  sudden, 
titanic  outpouring  of  knowledge  that  has  taken 
place — as  if  all  the  sciences  had  erupted  simulta- 
neously, disgorging  upon  mankind  limitless  tor- 
rents of  facts  and  information,  limitless  categories 
of  theoretical  understanding,  limitless  means  and 
facilities  for  further  research.  The  world  has  been 
struck,  in  other  words,  by  the  overwhelming  force 
of  knowledge,  on  such  a scale  that  every  institu- 
tion, every  nation,  every  race  has  felt  its  shudder- 
ing impact.  Our  attention  should,  for  the  moment, 
be  fixed  on  the  general  effects,  characterizing  this 
fundamental  factor:  this  IMPACT  OF  KNOWL- 
EDGE, 

KNOWLEDGE  IS  A TOOL,  BUT  CAN  BE  DISRUPTIVE 

Let  us  observe  at  the  outset  that  knowledge  is 
not  an  abstraction,  like  an  opinion  or  a thought; 

Dr.  Bradford  is  the  author  of  a paper  entitled  “Medical 
Aims  and  Ideals,”  which  appeared  in  the  May  23,  1963,  new 
England  journal  of  medicine,  and  from  which  we  have 
quoted  in  an  editorial  in  this  issue. 


nor  is  it  an  emotion  like  wishing  or  hoping.  Knowl- 
edge is  factual,  and  once  man  possesses  it,  he  puts 
it  to  work.  For  instance,  mankind  acquired  knowl- 
edge concerning  telephonic  transmission  from  Al- 
exander Bell,  and  from  Marconi  concerning  radio 
waves,  and  from  the  Wright  brothers  concerning 
flight.  From  others  it  learned  about  steam  engines, 
gasoline  engines,  jets  and  rockets — and  vastly 
more.  Out  of  all  this  was  devised  the  extraor- 
dinary acceleration  of  communication  and  travel 
that  now  girdles  the  earth.  Here  is  the  seed  of  a 
revolution  in  international  affairs  beyond  any 
previous  circumstance.  Suddenly,  all  nations  of 
the  world  are  neighbors.  No  rules  of  statecraft 
can  control  this  new  factor  which  has  converted 
the  world  overnight  into  a single  community.  De- 
spite all  its  disruptive  antagonisms  and  hostile  in- 
stincts, the  human  race  has  become  physically 
unified.  Here  is  the  fact  that  stares  at  us,  while 
premiers  and  dictators  and  presidents  scurry  from 
capital  to  capital  and  conference  to  conference. 
This  fact  is  the  real  arbiter,  the  real  ruler  of  man- 
kind; and  from  now  on,  it  will  dominate  us,  how- 
ever we  resist. 

Knowledge  has  not  confined  itself  to  communica- 
tions. In  commerce,  industry,  trade  and  agricul- 
ture it  has  given  us  a host  of  new  machines, 
chemicals,  physical  powers,  metals,  fabrics,  tech- 
nics and  devices.  As  a result,  knowledge  has  re- 
shaped the  world’s  economy,  revising  the  exports 
and  imports  of  nations,  altering  the  values  of  com- 
modities, and  creating  enormous  surpluses  and 
huge  demands  that  reach  across  the  seven  seas  to 
each  of  the  six  continents. 

Socially,  knowledge  has  come  to  us  on  such  a 
wide  scale  and  with  so  many  innovations  that  it 
has  affected  our  whole  manner  of  living,  our  whole 
outlook  on  life.  We  can  see  this  illustrated  in  in- 
stance after  instance.  With  the  movie  industry, 
knowledge  destroyed  the  theater.  With  television, 
it  destroyed  the  movies.  (Has  it  also  destroyed 
thought?)  With  railroads  it  destroyed  distance. 
With  automobiles,  it  superseded  railroads  and  end- 
ed sectionalism.  What  will  it  do  with  airplanes, 
with  satellites,  with  the  space  ships  of  the  future? 
And  what  does  all  this  do  to  the  home?  Whether 
helpful  or  hurtful,  these  changes  have  over- 
whelmed and  uprooted  society  as  it  existed  be- 
fore. Somewhere  in  the  debris,  we  must  search 
for  whatever  standards  may  be  left  from  the  past; 
but  it  will  not  be  the  past  that  will  govern.  New 
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knowledge  will  require  new  standards.  New  en- 
lightenment has  brought  with  it  a new  world. 

Beyond  the  world  of  society,  knowledge  has 
entered  the  intellectual  world,  much  as  a teacher 
would  enter  a classroom  of  pupils.  But  this  teacher 
is  not  here  to  tell  what  mankind  has  long  known. 
It  brings  an  original  viewpoint.  It  undermines  the 
superstitions,  the  ignorance,  even  the  faiths  of  the 
past.  It  introduces  doubt  where  there  was  certain- 
ty; and  certainty  where  there  was  doubt.  Man- 
kind finds  that  the  most  basic  concepts  are  subject 
to  revision.  In  the  process  of  redefining  faith, 
large  sections  of  humanity  discover  they  possess 
no  faith  at  all.  Without  spiritual  guidance,  they 
may  revert  to  animal  behaviorism,  as  in  the  recent 
orgies  of  national  depravity  represented  by  Na- 
zism and  Fascism.  Deluded  people  today  may  ap- 
pear to  be  abstractions  without  meaning,  like  the 
immature  art  of  surrealism,  the  pointless  philos- 
ophy of  “existentialism,”  or  the  jungle  music  of 
jazz.  Many  will  content  themselves  with  mere 
pleasure,  retreating  from  reality  in  luxurious  liv- 
ing, and  making  glamor  or  gaming  their  idle  ob- 
jectives. From  such  tendencies  have  sprung  up 
the  lavish  hotel  chains  of  Vacation  Land;  and  thus 
have  come  into  being  such  exorbitant  citadels  of 
delinquency  as  Las  Vegas  and  Reno,  together  with 
their  counterparts  in  other  lands.  Fabulous  wealth 
is  spent  on  fabulous  dissipation.  More  hopefully, 
many  persons  today  turn  to  culture  and  higher 
learning;  many  to  the  true  arts,  to  serious  study, 
to  refined  leisure,  and  to  what  may  rightly  be 
called  “good  living.”  Civic  improvement,  social 
welfare,  economic  progress,  and  neighborly  char- 
ity have  never  been  more  persistently  or  more 
sincerely  pursued  than  today. 

Each  of  these  trends  or  movements,  good  or  bad, 
reflects  in  some  degree  the  impact  of  knowledge. 
This  we  can  sense  all  the  more  forcibly  as  we 
come  to  realize  that  the  various  mechanical  and 
technicologic  elements  on  which  modern  civiliza- 
tion depends  are  themselves  nothing  but  material- 
ized knowledge.  In  each  case,  a thought,  tested 
and  proved  by  science,  has  become  a thing,  whether 
it  be  the  Golden  Gate  Bridge  of  Grand  Coulee 
Dam,  whether  a cyclotron  or  a transistor,  whether 
a skyscraper  or  a television  network.  Through 
knowledge,  speculations  have  grown  into  satel- 
lites; ideas  have  become  industries;  dreams  have 
brought  realities. 

The  wonder  of  this  immense  movement  of  the 
human  mind  is  measured  not  only  by  its  extent, 
but  by  its  speed.  This  can  best  be  illustrated  by 
pointing  out  a fact  that  may  startle  us  as  we  first 
grasp  it.  Without  exaggeration,  we  can  say  that 
technically,  mechanically,  scientifically,  and  intel- 
lectually, the  times  in  which  Abraham  Lincoln 
spent  his  boyhood  and  youth — in  fact,  the  major 
part  of  his  life — were  closer  to  the  times  of  Julius 
Caesar  than  to  our  own  day.  A glance  will  show 
us  that  most  of  the  great  developments  in  modern 


knowledge  have  occurred  within  not  much  over  a 
century — and  the  great  bulk  of  it,  within  the  last 
sixty  years.  Three  sciences,  for  instance,  gained 
their  founding  charters  in  the  ’50s  and  ’60s  of  the 
19th  Century.  Darwin’s  theory  of  evolution  was 
published  in  1858;  Pasteur’s  discoveries  of  germs 
culminated  in  1862;  and  chemists  learned  the  or- 
der of  the  elements  from  Mendeleyev’s  Periodic 
Law  in  1869.  Not  until  J.  J.  Thomson’s  contribu- 
tions of  1897  was  the  electronic  concept  of  atoms 
made  known;  and  physics  did  not  enter  the  elec- 
tronic field  until  Rutherford’s  studies  in  the  first 
decade  of  the  twentieth  century.  Mathematical  or 
theoretical  physics  gained  the  theory  of  relativity 
from  Einstein’s  first  paper  in  1905.  It  should  be 
stressed  that  these  discoveries  and  pronouncements 
were  not  just  incidental  happenings.  Each  of  them 
represented  the  birth  of  a new  science;  each  rep- 
resented the  turning  of  a key  that  opened  the 
vaults  of  knowledge;  each  represented  the  revela- 
tion of  secrets  for  which  humanity  had  been  grop- 
ing from  the  beginnings  of  time.  Before  these 
revelations,  men  could  neither  think  nor  live  nor 
work,  in  a modern  sense;  but  since  then,  the  flood- 
gates of  invention  have  been  thrown  open,  almost 
beyond  belief. 

MEDICINE  IS  JUST  ONE  OF  THE  BENEFICIARIES 

As  doctors,  our  interest  very  naturally  centers 
upon  the  effect  that  this  Impact  of  Knowledge  has 
had  on  our  own  profession.  The  broader  view  we 
have  just  taken  has  helped  us  appreciate  the  char- 
acter and  extent  of  the  inundation  of  knowledge 
as  a whole.  From  this,  we  can  easily  sense  that 
medicine  is  merely  one  of  its  beneficiaries;  for 
knowledge  possesses  a universal  quality  which 
cannot  be  fragmented.  Just  as  the  outpourings  of 
the  Mississippi  or  the  Rhone  or  the  Rhine  all 
serve  to  deepen  the  whole  ocean,  so  there  is  an 
ocean  of  knowledge  into  which  all  rivers  of  learn- 
ing flow,  and  in  which  every  science  has  its  com- 
mon source  of  fact  and  information.  Medicine  has 
drawn  its  growth  from  all  sciences  combined;  and 
in  return,  it  has  contributed  its  own  immense  ad- 
vances and  discoveries.  The  result  has  produced 
something  more  than  a revolution  in  medical  prac- 
tice; it  has  brought  a wholly  new  practice  never 
previously  conceived.  Pathology,  for  instance,  did 
not  exist  until  Virchow’s  basic  paper  on  cellular 
structure,  which  first  appeared  in  1858 — a twin  to 
Darwin’s  evolution,  a theory  which,  incidentally, 
Virchow  always  regarded  as  nonsense.  Bacteriol- 
ogy did  not  exist  before  Pasteur,  and  its  discovery, 
as  we  have  mentioned,  dates  from  his  experiments 
on  Mt.  Blanc  in  1862.  Physiology  did  not  exist  at 
all  a century  ago,  though  we  might  find  it  dif- 
ficult to  assign  a precise  date  for  its  birth.  It  is 
prehaps  easier  to  list  the  physiologic  concepts  that 
were  unknown  or  unimagined  in  that  earlier  era. 
They  would  include:  endocrines,  enzymes,  elec- 
trolytes, blood  grouping,  blood  pressure,  allergies, 
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acidity,  alkalinity,  and  metabolism.  There  was  no 
accurate  appraisal  of  biochemical  processes  nor  of 
dietary  elements,  nor  of  vitamins,  nor  of  peristal- 
sis. In  fact,  there  was  no  physiology!  The  phar- 
macology of  that  period  existed  in  such  a primitive 
state  as  to  justify  the  famous  comment  by  Holmes 
that  if  all  the  drugs  in  the  pharmacopoeia  were 
thrown  in  the  sea,  it  would  be  so  much  better  for 
mankind  and  worse  for  the  fish.  From  all  of  this, 
may  we  not  say  that  Medicine  itself  existed  a 
hundred  years  ago  in  a form  so  rudimentary  and 
elementary  that  we  can  scarcely  relate  it  to  our 
modern  science. 

Where  there  was  no  body  of  medical  knowledge, 
there  could  be  no  limbs — that  is  to  say,  no  spe- 
cialties. Modern  surgery  waited  for  Lister,  and 
might  almost  be  said  to  have  originated  with  Fitts’ 
paper  on  appendicitis  in  1883.  Modern  medicine 
began  to  develop  about  the  same  time,  and  with 
gradual  accessions  of  knowledge  its  growth  gained 
impetus  each  decade.  A certain  dread  still  lingers 
around  the  names  of  such  diseases  as  diphtheria, 
typhoid,  tuberculosis,  pernicious  anemia,  diabetes, 
and  the  devastating  infections  that  almost  invar- 
iably meant  death  in  years  that  have  only  just 
passed.  The  reason  for  such  a tragic  state  of  af- 
fairs, persisting  in  some  part  up  to  very  recent 
years,  was  simply  that  medical  knowledge  had  not 
yet  been  born,  or  had  not  reached  maturity.  As 
the  Bible  says:  “Fools  die  for  lack  of  knowledge.” 

At  this  point,  it  might  be  worth  while  to  pause 
over  a fact  that  contemporary  historians  fail  to 
emphasize.  In  the  long  annals  of  mankind,  there 
have  been  wars  and  crusades,  conquests  and  mi- 
grations, and  reformations  and  revolutions;  but 
when  all  of  these  are  added  together  and  re- 
viewed, we  shall  find  none  that  have  brought  as 
much  positive  human  benefit  as  have  the  trans- 
formations in  medicine  that  have  occurred  in  this 
last  hundred  years.  Other  struggles  of  history 
have  been  waged  for  political  or  economic  power, 
and  their  results  have  brought  triumph  or  sub- 
jugation, pride  or  misery  to  mankind.  But  in  the 
conquest  of  thought  that  created  modern  medicine, 
we  see  a new  type  of  warfare.  Humanity,  for  the 
first  time,  has  risen  against  the  oppression  not  of 
men  but  of  nature.  Disability,  deformity,  disease, 
and  death,  the  four  horsemen  of  the  medical 
world,  have  been  defeated  or  turned  back  on  wide 
fronts.  This  achievement  stands  in  striking  con- 
trast to  the  familiarly  pessimistic  maxim  of  Hip- 
pocrates: “Life  is  short,  and  the  art  is  long.”  These 
last  four  generations  have  brought  more  gains 
than  all  preceding  generations  from  Hippocrates 
down! 

WE  MUST  CHANGE  OUR  WAYS 

We  can  easily  recognize  that  the  impact  of  this 
growth  of  knowledge  will  necessarily  cause  far- 
reaching  changes  in  medical  activities.  Though 
there  will  not  be  time  to  analyze  these  changes  in 


detail,  some  of  their  major  aspects  are  well  worth 
discussing.  The  most  fundamental  of  all  is  a 
change  of  emphasis  which  arises  from  the  ther- 
apeutic powers  we  have  gained.  Physical  findings, 
symptomatology  and  diagnosis  formerly  seemed 
paramount,  since  earlier  medical  knowledge  could 
go  little  further  than  cataloging  and  classifying 
diseases.  Today,  diagnosis  is  merely  a preliminary 
step  through  which  we  advance  to  successful 
treatment.  For  both  diagnosis  and  treatment,  we 
rely  on  scientific  data  and  on  a combination  of 
the  various  branches  of  knowledge  represented  by 
biology  and  bacteriology,  pharmacology,  physiol- 
ogy and  pathology.  Each  of  these,  and  all  of  them 
together,  enter  into  our  thinking.  In  other  words, 
what  we  are  practicing  today  is  not  just  medicine 
in  a limited  sense.  We  are  really  practicing  knowl- 
edge, for  our  arsenal  has  been  enlarged  to  include 
the  whole  apparatus  of  science.  Even  beyond  the 
patient’s  illness,  we  search  further  and  strive  to 
learn  what  we  can  of  the  nature  of  the  illness  it- 
self, until  we  can  find  answers  for  the  questions 
that  science  has  still  left  us  unanswered.  As  wield- 
ers  of  knowledge,  we  not  only  must  master  what 
we  have,  but  must  reach  out  to  gain  more.  Napo- 
leon told  his  army,  “Every  soldier  carries  a mar- 
shal’s baton  in  his  knapsack,”  and  every  practicing 
doctor,  in  this  sense,  should  feel  that  to  some  de- 
gree he  carries  on  a research  assignment,  how- 
ever small;  knowledge  comes  not  only  from  the 
laboratory  but  from  the  great  bulk  of  practice  and 
experience.  The  advances  of  science  are  valueless 
until  they  are  correlated  with  the  clinical  results 
obtained  by  doctors  treating  patients. 

Very  naturally,  a major  portion  of  what  we  have 
called  the  Impact  of  Knowledge  falls  upon  educa- 
tional centers;  and  it  is  this  fact  that  vindicates 
the  policy  of  medical  schools  in  requiring  evidence 
of  scholastic  ability  so  much  more  stringently  than 
ever  before.  Nevertheless,  admissions  committees 
must  also  bear  in  mind  that  more  than  a mere 
facility  in  the  academic  field  is  necessary.  The  at- 
tributes of  the  scholar,  which  now  become  so  pre- 
eminently important,  can  not  displace  the  other 
essential  qualifications  of  practitioners.  Although 
the  complexity  of  modern  science  requires  that 
admissions  officers  increase  their  emphasis  upon 
applicants’  intellectual  capabilities  and  develop- 
ment, it  should  not  permit  them  to  diminish  their 
previous  emphasis  on  moral  and  ethical  standards; 
on  a spirit  of  self-sacrifice  and  sympathy;  on  hu- 
manitarian motives;  and  on  unsparing  energy.  Un- 
fortunately, these  latter  qualities  may  very  often 
be  weak  or  absent  in  the  type  of  intellectual  who 
attains  high  marks  in  his  college  courses,  without 
other  achievements.  The  point  for  deans  and  pro- 
fessors to  remember  is  that  the  student  of  today 
should  not  be  less  of  a man,  just  because  he  is 
more  of  an  intellectual. 

If  a change  of  emphasis  constitutes  the  first 
effect  of  the  new  knowledge,  a change  of  technics 
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may  be  said  to  chai’acterize  the  second.  This  be- 
gins with  the  obvious  changes  in  apparatus  and 
equipment,  drugs  and  operations,  therapies  and 
regimens.  As  more  and  more  skill  is  called  for  in 
surgery,  there  is  more  and  more  need  for  special- 
ized instrumentation.  Similarly,  more  elaborate 
diagnostic  devices  and  expanded  laboratory  facil- 
ities have  become  essential  to  various  medical  de- 
partments, to  such  an  extent  that  the  modern  doc- 
tor finds  it  difficult  to  practice  outside  the  walls  of 
a clinic  or  hospital.  Long  since  passed,  or  rapidly 
passing,  are  the  old  technics  practiced  in  the 
home.  In  fact,  no  recently  graduated  interne  would 
seriously  consider  operating  on  a kitchen  table,  or 
administering  ether  in  a back  room,  or  whittling 
out  a slat  of  wood  in  the  barn  to  splint  a fracture. 
Without  intimating  any  condemnation,  we  may  say 
that  modern  medicine,  in  its  vast  complexity,  is 
largely  confined  to  the  modern  medical  center. 

Beyond  these  more  mechanical  and  practical  as- 
pects, medicine  has  undergone  a fundamental 
change  in  patterns  of  thought.  The  old  doctor  re- 
lied necessarily  on  observation  and  judgment — 
both  of  which  qualities  he  developed  of  himself 
and  in  himself.  This  required  a combination  of 
deductive  and  inductive  thinking.  But  the  modern 
tendency  is  to  rely  upon  laboratory  data.  Indeed 
scientific  tests  are  so  essential  today  that  one  old- 
time  practitioner  remarked  scornfully  to  his  son, 
“Saucy  science  has  taken  over  the  profession.” 
Notwithstanding  its  many  great  advantages,  it  may 
be  that  science  today  gives  us  too  much  help;  or 
perhaps,  more  correctly  it  may  be  said  that  we 
lean  on  it  too  much.  In  a sense,  we  are  plagued 
with  a surfeit  of  knowledge,  just  as  we  are  plagued 
with  a surfeit  of  automobiles.  No  one  has  to  walk 
any  more;  and  no  one  has  to  think  any  more — a 
fact  that  sometimes  becomes  appallingly  apparent 
in  teaching  hospitals.  Here,  there  is  a tendency  to 
forget  that  knowledge,  at  best,  is  merely  a tool 
with  which  the  thinking  man  equips  himself.  Facts 
and  figures,  no  matter  how  scientific,  must  not  be 
allowed  to  make  decisions,  but  only  to  guide  man 
in  making  them.  This  is  particularly  true  in  the 
medical  profession,  where  so  many  imponderable 
human  factors  are  involved  that  the  physician 
needs  his  best  judgment,  intuition  and  experience 
to  correlate  them.  He  seldom  knows  the  answer, 
unless  he  thinks  the  answer:  St.  Paul  called  atten- 
tion to  this  truth  long  ago,  in  his  epistle  to  the 
Corinthians:  “He  that  thinketh  he  knoweth  any- 
thing, knoweth  nothing  yet  as  he  ought  to  know.” 

The  last  aspect  that  we  have  time  to  discuss 
among  changes  arising  from  the  impact  of  medical 
knowledge  is  subtler  and  more  fundamental  than 
the  others — a change  in  the  doctor’s  point  of  view. 
The  availability  of  such  a great  amount  of  medical 
knowledge  today  necessarily  creates  an  intellect- 
ual— that  is,  a scientifically  intellectual — point  of 
view.  In  former  days,  when  disease  and  death 
were  so  often  triumphant,  and  when  medicine  it- 


self offered  so  little  aid,  the  point  of  view  was 
far  more  humanitarian,  far  more  sympathetic,  far 
more  spiritual.  A doctor  of  old  stood  like  a shield 
between  the  patient  and  the  illness.  He  formed  a 
refuge  in  his  own  character,  against  weakness  and 
fear,  against  despair  and  grief.  Where  scientific 
cures  were  not  possible,  reassurance,  cheerfulness, 
and  courage  were  called  upon  to  the  utmost.  The 
doctor  learned  the  truth  of  Walt  Whitman’s  max- 
im, “I  convince  by  my  presence.”  The  loss  of  this 
personal  dedication  becomes  more  apparent  as 
scientific  medicine  marches  forward;  and  no  doubt 
this  accounts  in  great  part  for  the  increase  in 
malpractice  suits,  and  for  the  decrease  in  the  pres- 
tige accorded  the  medical  profession  as  a whole. 
Whether  we  like  it  or  not,  medicine  today  is  to 
some  extent  degenerating  into  a socialized,  in- 
stitutionalized, and  commercialized  service — sci- 
entifically impersonal,  and  without  the  warmth  of 
sympathetic  frendship.  Yet,  as  we  criticise  this 
condition,  we  realize  also  that  the  same  change 
which  brings  it  about  has  also  enabled  medicine 
to  save  innumerable  lives  today,  in  contrast  to  the 
few  that  were  saved  formerly. 

CONCLUSION 

We  must  not  conclude  a review  of  this  sort  on 
a discouraging  or  pessimistic  note,  for  when  all 
factors  are  considered,  the  outlook  for  the  future  is 
extraordinarily  brilliant.  If  we  call  this  an  age  of 
knowledge,  the  next  generation  will  have  brought 
so  much  more  progress  that  our  successors  will 
look  back  at  our  times  as  an  age  of  ignorance. 
Science  is  streaking  ahead  so  fast  that  it  is  like  a 
plane  speeding  through  the  sound  barrier.  We 
glance  up  at  the  place  where  we  hear  it  passing, 
but  the  sky  is  empty,  for  it  has  already  reached 
the  farther  horizon.  In  this  marvelous  age  of  ours, 
we  must  fix  our  thoughts  on  that  far  horizon, 
where  a still  more  marvelous  age  is  about  to  dawn. 
Whatever  it  brings,  we  may  be  sure  that  the  doc- 
tor’s role  will  be  increasingly  challenging,  in  pro- 
portion as  the  powers  of  healing  increase.  Such  a 
future  seems  profound  and  limitless. 
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As  A full-time  member  of  the  Department  of  Med- 
icine at  the  University  of  Saskatchewan,  I am 
possibly  less  directly  affected  by  the  health  plan 
than  are  some  of  my  colleagues.  One  might,  there- 
fore, expect  that  I would  be  a little  more  objective 
about  the  situation  than  those  more  directly  in- 
volved. However,  my  feelings  are  just  as  strong 
as  are  those  of  the  vast  majority  of  my  colleagues. 
On  the  other  hand,  I hold  certain  views  about 
some  of  the  basic  issues  involved  which  perhaps 
are  not  generally  accepted.  I feel  that  these  issues 
are  important  and  fundamental  to  a solution  of 
the  dilemma  of  “medicare,”  and  I intend  to  dis- 
cuss them  here.  I quite  realize  that  not  all  of  you 
will  agree  with  my  position,  and  I should  like  to 
make  it  clear  that  the  views  I shall  present  are 
my  own,  and  not  necessarily  the  official  attitude 
of  the  College  of  Physicians  in  Saskatchewan  or 
of  the  College  of  Medicine  at  the  University  of 
Saskatchewan. 

For  reasons  which  will  become  clear,  the  con- 
troversy in  Saskatchewan  involves  fundamental 
differences  in  political  philosophy  between  the 
medical  profession  and  the  government,  and  I 
hope  you  will  appreciate  that  our  Saskatchewan 
government  is  a bit  peculiar  in  this  respect.  Yet 
the  socialist  movement  has  no  monopoly  on  state 
control  of  private  enterprises,  and  it  would  be  a 
serious  error  for  you  to  allow  yourselves  to  be 
lulled  into  a sense  of  security  because  you  are  not 
burdened  with  a socialist  regime.  There  are  many 
examples,  both  in  your  country  and  in  ours,  to 
show  that  all  governments  are  developing  more 
and  more  socialistic  tendencies. 

I might  add  at  this  point  that  despite  the  fact 
that  I shall  continually  refer  to  the  dangers  of  the 
socialist  movement,  I am  in  no  way  connected 
with  any  of  the  right-wing  groups  that  have 
sprung  up  in  the  last  few  years,  nor  am  I very 
sympathetic  toward  many  of  their  viewpoints.  We 
all  like  to  think  we  are  treading  the  middle  of  the 
road,  but  no  matter  what  we  do,  some  group  will 
consider  us  extremists. 


Dr.  Baugh  gave  this  address  in  Des  Moines,  on  April  8, 
1963,  at  the  Annual  Meeting  of  the  Iowa  Medical  Society. 


HISTORY  OF  THE  SASKATCHEWAN  CONTROVERSY 

I should  like  to  begin  by  reviewing  some  of  the 
events  which  led  to  the  present  dilemma.  In  1948 
at  the  annual  meeting  of  the  College  of  Physicians 
and  Surgeons  of  Saskatchewan,  the  following  reso- 
lution was  adopted: 

“We  are  in  favor  of  state-aided  contributory  health 
insurance  on  a reasonable  fee-for-service  rendered 
basis  which  shall  include  every  resident  of  the  prov- 
ince, provided  that  the  administration  is  put  in  the 
hands  of  a non-political,  independent  commission  on 
which  the  medical  profession  is  adequately  repre- 
sented.” 

This  statement  was  made  long  before  the  Gov- 
ernment of  the  Province  of  Saskatchewan  pro- 
posed its  health  insurance  scheme,  although  when 
elected  four  years  before,  it  had  promised  that  it 
would  introduce  such  a plan.  I am  sure  that  some 
of  you  will  immediately  say  that  the  medical  pro- 
fession went  too  far  in  adopting  this  resolution, 
and  that  it  must  have  been  a group  of  socialists 
at  heart.  I can’t  agree  with  that  view,  and  in  re- 
buttal I should  like  to  point  out  that  a health  in- 
surance plan  based  on  the  principles  of  that  reso- 
lution wouldn’t  endanger  professional  freedom, 
whereas  the  Medical  Care  Insurance  Act  now  in 
effect  in  Saskatchewan  poses  a very  definite 
threat.  At  that  time,  the  Saskatchewan  Govern- 
ment was  too  much  involved  in  its  hospitalization 
plan  to  consider  extending  health  services  of  other 
sorts.  The  Government  stated,  at  that  time,  that 
the  College  of  Physicians  and  Surgeons  would  be 
consulted  before  it  proceeded  with  such  a plan. 

Without  any  such  consultation,  however,  the 
Government  subsequently  announced  a plan  for 
complete  health  care,  during  a by-election  cam- 
paign in  a small  community.  When  the  College  of 
Physicians  and  Surgeons  asked  for  more  informa- 
tion, it  was  again  reassured  that  it  would  be  con- 
sulted and  would  have  ample  opportunity  to  make 
representations. 

At  the  annual  meeting  of  the  College  in  1959, 
the  members  first  stated  their  opposition  to  the 
introduction  of  a compulsory,  government-con- 
trolled, province-wide  medical  care  plan.  At  the 
same  time,  the  College  endorsed  the  future  exten- 
sion of  health  insurance  benefits  through  the  ex- 
isting agencies. 

Subsequently,  many  mistakes  were  made  both 
by  the  Government  and  by  the  College,  but  it 
wouldn’t  be  worthwhile  for  me  to  review  them 
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all.  However,  the  fundamental  difference  of  opin- 
ion between  the  Government  and  the  College  was 
clear  at  that  time. 

In  December,  1959,  Premier  Douglas  announced 
the  five  principles  of  his  plan:  (1)  prepayment 

principle;  (2)  universal  coverage;  (3)  high 
quality  service;  (4)  administration  by  the  Depart- 
ment of  Public  Health  or  an  agency  responsible 
to  government;  and  (5)  acceptability  to  both 
those  providing  and  those  receiving  services. 

I should  like  to  draw  your  attention  particularly 
to  the  fifth  point,  and  let  you  know  what  the  pre- 
mier had  to  say  about  it.  You  may  assume  that 
the  Saskatoon  Agreement,  about  which  I shall 
speak  later,  has  meant  that  Mr.  Douglas  was  able 
to  keep  this  promise.  I assure  you  that  this  cer- 
tainly is  not  the  case.  As  happens  in  many  dis- 
putes, we  accepted  a compromise,  for  the  time 
being,  so  that  reasonably  normal  medical  services 
could  be  restored.  Mr.  Douglas  was  asked  the 
following  question  by  a physician  during  a TV 
debate:  “Doesn’t  the  fifth  of  your  principles  re- 
quire acceptability  to  those  providing  and  those 
receiving  service?”  Mr.  Douglas’  reply  is  of  con- 
siderable interest  and  was  as  follows:  “I  would 
think,  Doctor,  that  is  somewhat  of  a reflection  on 
my  integrity.  I have  stated  that  the  Government 
recognized  that  a plan  of  this  sort  will  not  work  un- 
less there  is  good  will  and  cooperation  on  both 
sides,  and  we  will  have  to  keep  trying  and  ne- 
gotiating until  we  work  out  a program  which  is 
acceptable  to  both  sides.  You  can  no  more  take  a 
doctor  and  make  him  practice  medicine  than  you 
can  take  a horse  to  the  water  and  make  him  drink. 
We  recognize  that.”  This  seemed  a fairly  clear 
statement,  and  I can  only  say  that  later  events 
suggested  that  Mr.  Douglas  must  have  changed 
his  mind. 

Subsequently,  an  Advisory  Planning  Committee 
on  Medical  Care,  better  known  as  the  Thompson 
Committee,  was  appointed.  The  Committee’s  orig- 
inal terms  of  reference  related  solely  to  the  prep- 
aration of  a report  to  the  minister  of  health  in  re- 
gard to  a universal  government-controlled  plan 
of  province-wide  medical  care.  The  College  of 
Physicians  and  Surgeons,  however,  refused  to 
appoint  delegates  to  this  Committee  until  its 
terms  of  reference  were  broadened  to  include  an 
overall  study  of  the  health  needs  of  the  Province. 
The  Government  showed  its  hand  rather  clearly 
at  that  time,  and  the  College  suffered  in  the  pub- 
lic’s eye  by  appearing  uncooperative.  The  terms 
of  reference  were  broadened,  however,  and  three 
physician  members  were  appointed  to  the  Com- 
mittee. The  College  of  Physicians,  quite  rightly, 
felt  that  any  study  of  the  health  needs  of  the  peo- 
ple must  include  consideration  of  many  other 
problems  besides  health  insurance.  These  included 
improved  mental  health  services;  increased  fa- 
cilities for  the  care  of  the  aged,  chronically  ill 


and  convalescent;  increased  numbers  of  active- 
treatment  beds  in  general  hospitals;  improved  re- 
habilitation services;  and  better  facilities  for  the 
detection  of  visual  and  auditory  impairment. 

These  events  took  place  with  a provincial  elec- 
tion in  the  offing.  Without  any  doubt,  the  Coopera- 
tive Commonwealth  Federation  (CCF)  Govern- 
ment made  the  question  of  health  insurance  a ma- 
jor political  issue.  As  the  election  approached, 
much  bad  feeling  was  generated  on  both  sides 
through  the  various  news  media  and  at  political 
rallies.  For  a time,  the  really  fundamental  issues 
were  totally  lost  among  many  emotional  state- 
ments. One  heard  a great  deal  about  how  the  gov- 
ernment’s plan  would  interfere  with  the  doctor- 
patient  relationship  and  would  result  in  a general 
deterioration  of  medical  care.  I don’t  mean  to  deny 
these  possibilities,  but  they  did  not  represent  the 
fundamental  issue,  nor  do  they  now.  In  this  re- 
gard, when  I was  on  the  East  Coast  last  spring,  at 
the  time  when  the  King-Anderson  Bill  was  under 
attack,  I had  an  opportunity  to  read  the  New  York 
and  New  Jersey  newspapers,  and  found  that  the 
articles  they  contained  bore  a close  resemblance 
to  what  I had  read  in  Saskatchewan  three  years 
earlier.  The  arguments  and  statements  had  little 
bearing  on  what  was  really  at  stake.  However  it 
must  be  recognized  that  plans  of  this  type  rep- 
resent the  thin  edge  of  the  wedge. 

The  CCF  Government  won  the  Saskatchewan 
election,  and  Mr.  Douglas  subsequently  claimed 
that  his  victory  constituted  a mandate  to  imple- 
ment his  plan.  Since  the  CCF  Party  received  only 
41  per  cent  of  the  popular  vote,  it  is  difficult  to 
say  whether  he  truly  had  such  a mandate.  In 
retrospect,  it  was  clear,  however,  that  the  medi- 
cal profession  had  not  distinguished  itself  in  the 
political  battle  prior  to  the  election,  and  had  made 
a bad  impression  in  the  public’s  mind.  I think 
that  more  recent  events  have  largely  corrected 
this,  and  that  the  general  public  in  Saskatchewan 
now  realizes  the  basis  for  the  medical  profession’s 
fears. 

The  Government  claimed  that  its  plan  was  es- 
sentially based  on  the  Thompson  Committee’s  re-  ; 
port.  However,  since  the  Act  was  made  public 
just  a few  days  after  the  Government  received 
the  report,  it  seems  fair  to  say  that  the  Thompson 
Committee  report  was  a reflection  of  what  the 
Government  had  wanted.  We  probably  shall  never 
know  why  the  Thompson  Committee  was  so  biased 
in  the  direction  of  the  Government’s  desires.  As-  : 
sessment  of  this  bias  involves  personalities,  and 
undoubtedly  there  were  many  other  factors  of 
which  none  of  us  were  aware.  It  is  my  feeling, 
however,  that  the  chairman,  Dr.  Thompson — who, 
incidentally,  is  not  a physician  but  a former  presi- 
dent of  the  University  of  Saskatchewan — was,  in 
a sense,  more  concerned  about  the  Government 
than  he  was  about  the  medical  profession.  When 


Vol.  LIII,  No.  8 


Journal  of  Iowa  Medical  Society 


537 


Mr.  Erb  resigned  from  the  post  of  minister  of 
health  because  Mr.  Douglas  had  failed  to  fulfill  the 
fifth  of  his  principles,  he  confirmed  that  the  Act 
had  been  written  before  the  Interim  Report  was 
received.  After  the  Act  was  published,  Dr.  Thomp- 
son was  quoted  as  saying  that  it  included  all  the 
major  recommendations  of  his  Committee.  If  he 
really  believed  that,  he  was  not  truly  interested 
in  protecting  the  medical  profession  from  the 
Government. 

Be  that  as  it  may,  the  Thompson  Committee’s 
Interim  Report  is  a scholarly  document,  and  it 
was  amazing  that  such  a thorough  study  of  the 
question  of  health  services  could  have  been  com- 
pleted and  presented  in  detail  in  such  a short 
time.  The  premise  on  which  the  logical  argu- 
ments of  the  Thompson  Committee  Report  are 
based  is  that  any  health  plan  must  provide  equal 
health  insurance  benefits  for  all.  I do  not  propose 
to  debate  the  pros  and  cons  of  that  premise.  Suf- 
fice it  to  say  that  the  provision  of  equal  oppor- 
tunity for  medical  attention  and  the  provision  of 
equal  health  insurance  benefits  are  not  synony- 
mous. For  example,  government  contributions  to 
insurance  premiums  could  be  a direct  subsidy  to 
all  citizens,  or  just  to  those  citizens  who  needed  a 
subsidy,  thus  providing  the  same  opportunity 
without  compulsion.  However,  the  Committee  felt 
that  equal  benefits  for  all  could  be  achieved  only 
through  a universal  compulsory  plan.  The  alterna- 
tive, proposed  by  the  Saskatchewan  College  of 
Physicians  and  Surgeons  and  the  Canadian  Medi- 
cal Association,  was  the  extension  of  voluntary 
agencies  and  the  public  subsidization  of  those 
agencies.  Among  the  Committee’s  reasons  for  re- 
jecting this  proposal  were  that  it  would  not  lead 
to  universal  coverage,  that  there  would  not  be 
even  coverage  of  the  population,  and  that  public 
funds  would  be  administered  by  non-government 
agencies  not  under  direct  public  control.  In  my 
opinion,  the  latter  two  arguments  were  invalid. 

The  Committee,  however,  clearly  stated  several 
corollaries  to  its  decision  by  which  they  hoped  to 
guarantee  the  freedom  of  the  medical  profession. 
I should  like  to  quote  two  statements  from  the  re- 
port to  indicate  what  I mean.  I hope  it  will  be 
abundantly  clear  to  you  that  the  Government  has 
not  fulfilled  these  prerequisites: 

“The  administration  of  the  program  must  to  the 
widest  possible  extent  be  protected  from  political 
patronage,  political  expediency  and  damaging  over- 
emphasis of  bureaucratic  centralization. 

“A  universal  medical  care  insurance  plan  in  the 
province  of  Saskatchewan  should  be  administered  by 
a commission  which  should  be  free  from  political  in- 
terference and  influence.” 

The  type  of  health  plan  which  the  Thompson 
Committee  recommended  implied  that  the  Com- 
mittee did  not  accept  the  principle  that  all  aspects 


of  the  practice  of  medicine  should  remain  under 
the  control  of  the  College  of  Physicians  and  Sur- 
geons without  government  interference.  This  is  a 
fundamental  point,  and  one  can  only  assume  that 
the  Committee  did  not  feel  past  performance 
justified  such  a plan,  or  that  the  Government 
should  merely  maintain  economic  control  purely 
through  an  audit  system.  Furthermore,  it  was  the 
opinion  of  the  majority  of  the  members  of  the 
Thompson  Committee  that  the  Government  could 
be  trusted  to  set  up  a system  that  would  remain 
free  of  political  influence.  One  can  describe  such 
an  attitude  only  as  naive. 

Lastly,  the  members  of  the  Thompson  Committee 
clearly  were  much  less  concerned  about  govern- 
ment intervention  in  the  affairs  of  society  than  are 
a great  many  private  citizens.  The  document  con- 
tains many  scholarly  dissertations  on  matters  not 
directly  concerned  with  how  the  plan  should 
operate,  but  I can  find  no  reference  to  this  impor- 
tant issue  anywhere.  Incidentally,  the  three  phy- 
sicians appointed  to  the  Thompson  Committee 
submitted  a minority  report  and  did  not  concur 
with  the  principles  of  the  majority  report. 

THE  MEDICAL  CARE  INSURANCE  ACT 

I should  now  like  to  discuss  certain  aspects  of 
the  Act  so  that  you  will  be  clear  about  why  we 
felt  justified  in  taking  a strong  stand  against  it, 
and  eventually  in  discontinuing  normal  practice 
and  establishing  the  emergency  service.  The  Med- 
ical Care  Insurance  Act  provided  for  far  more 
than  medical  insurance.  When  the  minister  of 
health,  Mr.  Davies,  appeared  before  the  Hall 
Royal  Commission,  which  was  set  up  by  the  fed- 
eral government,  he  was  asked  if  the  Act  pro- 
vided for  economic  control  of  the  profession.  His 
answer  was  “Yes.”  He  was  then  asked,  “Does  this 
not  constitute  complete  control  of  the  profession?” 
and  the  records  show  that  his  answer  was  again 
“Yes.” 

The  Act  provides  for  the  establishment  of  a 
commission  to  run  the  insurance  plan  which,  in 
essence,  is  completely  under  government  control. 
Its  actions  so  far  have  demonstrated  this  clearly. 
Originally,  the  medical  representation  on  the 
commission  was  in  no  way  representative  of  the 
College  of  Physicians  and  Surgeons,  but  since  that 
time  three  additional  appointments  have  been 
made  to  it,  with  the  approval  of  the  College. 

Although  there  are  many  points  in  the  original 
Act  which  are  open  to  criticism,  one  of  the  most 
contentious  aspects  was  Section  49,  much  of  which 
remains  with  us  still.  It  empowered  the  commis- 
sion to  arrange  the  method  by  which  physicians 
were  to  be  paid,  and  the  commission  still  has  the 
power  to  alter  the  rate  of  reimbursement,  which 
at  present  is  85  per  cent  of  the  fee  schedule.  Orig- 
inally, the  commission  was  empowered  to  decide 
how  doctors  were  to  be  paid  for  their  services,  to 
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license  physicians,  and  to  take  away  licenses  with- 
out the  approval  of  the  College.  It  was  given  the 
right  to  request  far  more  information  than  is  nec- 
essary for  the  processing  of  insurance  claims.  It 
actually  was  granted  the  right  to  make  regula- 
tions governing  the  entire  practice  of  medicine, 
since  it  could  dictate  the  terms  and  conditions  un- 
der which  a physician  could  provide  service  to 
his  patient.  I am  sure  you  appreciate  that  prac- 
tice under  such  an  Act  would  be  intolerable. 
There  was  even  an  item  in  the  original  Section  49 
that  dealt  with  the  improvement  of  the  quality 
of  services  provided  under  the  Act.  It  didn’t  spe- 
cifically say  insured  services,  and  could  just  as 
well  have  been  interpreted  as  meaning  medical 
services. 

The  final  abomination  with  regard  to  this  Act 
was  Bill  69,  an  amendment  which  made  the  gov- 
ernment’s intent  to  control  the  profession  even 
clearer.  In  this  amendment,  inserted  as  Section 
28A,  the  commission  was  made  the  legal  agent  of 
all  beneficiaries  with  respect  to  matters  relating 
to  payment  for  services.  Among  other  things,  it 
gave  the  commission  authority  to  take  legal  ac- 
tion whenever  it  saw  fit,  and  it  provided  that 
“where  through  mistake  in  law  or  fact  a sum  has 
been  paid  for  the  providing  of  an  insured  serv- 
ice” the  commission  could  “take  such  action  as  it 
deems  necessary  or  desirable  to  recover  the 
amount  paid.”  When  this  amendment  was  an- 
nounced, its  only  effect  was  to  unite  the  medical 
profession  firmly,  and  to  make  it  clear  to  every- 
one just  what  the  medical  profession  was  up 
against.  It  has  now  been  deleted  and  replaced  by  a 
milder  section  giving  the  commission  certain  pow- 
ers relating  only  to  civil  servants. 

Further  negotiations  served  only  to  emphasize 
the  fundamental  differences  in  the  viewpoints  of 
the  protagonists.  The  medical  profession  was  then 
placed  in  an  extremely  difficult  position.  We  felt 
that  this  government  plan  was  clearly  state  medi- 
cine and  that  we  couldn’t  possible  cooperate  in  it. 
Therefore,  it  was  decided  that  the  practice  of 
medicine  as  it  was  normally  carried  out  would 
have  to  cease.  I don’t  feel  that  this  action  should 
be  interpreted  as  a strike  organized  by  a union, 
but  rather  as  an  almost  unanimous  decision  by 
individual  members  of  the  medical  profession. 
There  is  one  valid  argument  to  the  contrary  which 
I shall  discuss  later. 

Now  a decision  to  discontinue  practice  raises 
very  serious  moral  issues,  as  you  can  imagine.  The 
College  took  this  step  as  a final  attempt  to  force 
further  negotiations  that  would  lead  to  a settle- 
ment and  would  allow  the  profession  to  retain 
its  freedom. 

A few  days  before  the  deadline,  regulations 
were  made  by  the  Government  permitting  phy- 
sicians to  practice  outside  the  Act.  In  addition, 
the  Government  asserted  that  two  of  the  most 


contentious  sections  of  the  Act  would  be  repealed. 
These  actions  made  the  position  of  the  College 
more  difficult,  since  practice  outside  the  Act  was 
then  theoretically  possible.  However,  our  legal  ad- 
visors felt  that  these  changes  in  regulations  and 
promises  of  further  modifications  were  not  neces- 
sarily binding,  and  therefore  that  we  should  de- 
mand that  the  Act  be  amended  by  the  Legislature. 

THE  SO-CALLED  DOCTORS'  STRIKE 

During  this  period,  a great  many  groups  of  in- 
dividuals, including  representatives  of  both  rural 
and  urban  municipalities,  attempted  to  act  as  in- 
termediaries in  bringing  the  two  sides  together. 
However,  all  efforts  failed,  the  Government  re- 
mained adamant,  and  at  twelve  midnight  on  July 
1,  1962,  our  well-publicized  so-called  “strike”  be- 
gan. 

I should  like  to  say  just  a few  words  about  this 
“strike,”  for  I gather  that  many  accounts  of  what 
occurred  were  grossly  inaccurate.  Furthermore,  in 
the  middle  of  our  difficulties,  a widely  publicized 
statement  was  made  by  one  of  my  distinguished 
colleagues,  claiming  that  the  profession  was  being 
unethical  and  should  resume  normal  practice 
forthwith.  I shall  leave  you  to  judge  the  ethics  for 
yourselves,  and  shall  merely  tell  you  what  ac- 
tually happened  with  regard  to  the  withdrawal  of 
normal  medical  service.  I can  speak  with  authority 
only  about  what  went  on  in  Saskatoon,  and  more 
particularly  at  the  University  Hospital.  I am  quite 
aware  that  the  situation  was  different  in  the  coun- 
try, but  one  must  remember  that  there  are  cer- 
tain unusual  features  about  any  rural  practice 
where  communities  are  separated  from  one  an- 
other by  considerable  distances. 

The  available  doctors  were  carefully  organized 
into  a series  of  medical  centers,  several  in  the 
larger  cities  and  the  others  in  smaller  communi- 
ties that  were  roughly  equidistant  from  each 
other.  Physicians,  chiefly  general  practitioners, 
were  available  24  hours  a day  to  see  any  type  of 
problem  about  which  a patient  felt  he  needed  at- 
tention. Obviously,  patients  with  minor  and  func- 
tional complaints  received  less  attention  than  they 
might  have  under  normal  circumstances.  No  pa- 
tient was  refused  care,  however,  much  advice  was 
given  by  telephone,  and  where  necessary  and  fea- 
sible, even  house  calls  were  made.  Furthermore,  at 
many  emergency  centers,  specialists  were  also  on 
24-hour  call.  Quite  naturally,  some  of  the  rural 
centers  had  few  specialists  or  none  at  all,  but  it 
was  possible  for  the  general  practitioner  to  obtain 
a specialist’s  opinion  about  any  problem  that  he 
didn’t  feel  competent  to  handle.  In  other  words, 
the  practice  of  medicine  was  transferred  to  hos- 
pital bases,  and  placed  on  an  efficient,  impersonal 
basis  that  required  far  less  medical  personnel  than 
under  normal  circumstances.  The  system  was  in- 
convenient for  the  patients  in  some  ways,  and  oc- 
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casionally  meant  a long  trip  to  the  nearest  emer- 
gency center.  However,  you  must  understand  that 
some  people  in  Saskatchewan  have  to  travel  many 
miles  to  find  a physician  in  the  best  of  times,  and 
often  the  physician,  being  the  only  one  in  the 
area,  is  unavailable  because  of  other  problems  in- 
cluding surgery  and  obstetrics.  Furthermore,  con- 
sultants are  available  only  in  the  few  larger  com- 
munities in  the  province. 

It  was  my  impression  that  the  service  provided 
at  the  University  Hospital  Out-patient  and  Emer- 
gency Departments  was  excellent,  and  more  than 
one  patient  told  us  that  they  had  never  been  so 
well  looked  after.  I had  experience  of  the  emer- 
gency service  both  as  a consultant  and,  during  the 
final  week,  as  a general  practitioner,  and  thus  I 
feel  competent  to  speak  about  what  went  on  at 
least  in  one  area  of  Saskatoon.  Naturally,  people 
suffered  inconveniences,  but  by  and  large  they  re- 
ceived at  least  the  attention  they  normally  ex- 
pect. I never  heard  any  blame  attached  to  the  med- 
ical profession  for  the  few  mishaps  that  occurred. 
I see  no  reason  to  differentiate  between  those 
physicians  who  worked  on  the  emergency  plan 
and  those  who  went  on  vacation.  Many  of  the 
latter  returned  to  carry  the  load  during  the  last 
week,  and  obviously  were  prepared  to  carry  on 
for  much  longer.  I can  end  my  comments  about 
the  emergency  service  only  by  asking,  “Does  this 
sound  like  a strike,  by  anybody’s  definition?”  and 
by  asking  further,  “Was  this  what  one  would 
truly  call  an  emergency  service?” 

During  the  emergency  period,  the  position  of 
the  Council  was  weakened  by  several  events: 
(1)  The  Government  announced  that  it  would 
call  the  Legislature.  (2)  Some  physicians  who 
continued  to  practice  demonstrated  that  it  was 
possible  to  work  outside  the  Act.  (3)  Imported 
physicians  began  to  arrive,  and  in  addition  a few 
socialist  physicians  in  our  midst  began  to  organize 
cooperative  clinics.  I shall  refer  to  these  again 
later.  (4)  It  became  obvious  that  the  Government 
was  not  going  to  weaken.  Furthermore,  it  could 
remain  in  power  until  1965,  and  its  members  were 
obviously  willing  to  sacrifice  their  political  lives 
for  the  sake  of  their  health  plan.  (5)  The  medical 
profession,  therefore,  was  faced  with  the  prospect 
of  a long-term  stand,  and  it  was  obvious  that  this 
would  pose  great  difficulties.  Although  the  emer- 
gency service  had  functioned  efficiently,  it  was 
clear  that  it  could  not,  or  would  not,  remain  a 
safe  service  indefinitely.  In  addition,  we  were 
losing  physicians  at  an  alarming  rate,  and  the 
sacrifice  was  hard  to  justify. 

THE  SASKATOON  AGREEMENT  AND  SUBSEQUENT 
CHANGES  IN  THE  ACT 

At  this  stage,  Dr.  Dalgleish  delivered  the  coun- 
ter proposals  of  the  College  of  Physicians  and  Sur- 
geons at  the  New  Democratic  Party  convention  in 


Saskatoon.  Subsequently,  Lord  Taylor  arrived  from 
Britain,  and  negotiations  were  resumed  a few  days 
later.  Lord  Taylor  has  been  given  more  credit  than 
he  deserves  in  relation  to  the  settlement,  although 
he  most  certainly  was  of  considerable  help.  Don’t 
forget  that  this  man  was  a labor  MP  and  an 
architect  of  the  British  Health  Plan,  and  therefore 
hardly  impartial.  However,  he  did  persuade  the 
Government  to  accept  the  continuation  of  the 
private  agencies,  and  I shall  comment  again  on 
this  later.  One  feels  that  he  persuaded  the  College 
Council  to  accept  a settlement  much  more  favor- 
able to  the  Government  than  to  the  profession, 
and  that  actually  nothing  new  of  any  consequence 
was  conceded  to  the  profession.  However,  the 
Council  felt  that  it  had  no  alternative,  and  ac- 
tually had  accepted  the  monopolistic  principle 
prior  to  his  intervention.  In  any  event,  we  are 
grateful  to  him  for  his  help  in  providing  a face- 
saving settlement  that  we  hope  will  achieve  our 
aims  in  the  long  run. 

One  needs  to  study  the  Saskatoon  Agreement 
carefully  to  understand  all  its  innuendos.  I shall 
try  to  outline  only  its  principles  and  to  explain 
why  they  are  important  to  us  and  why  we  don’t 
feel  that  we  have  a satisfactory  settlement. 

The  Agreement  and  subsequent  changes  in  the 
Act  provide  that  a physician  may  practice  with- 
out direct  reference  to  the  commission.  Certain 
private  non-profit  insurance  agencies  are  recog- 
nized, in  a sense,  and  most  physicians  belong  to 
one  or  more  of  them.  In  addition,  if  the  physician 
is  socialistic,  eccentric,  mentally  unbalanced  or 
intellectually  incompetent,  he  may  deal  directly 
with  the  commission.  This  may  be  entirely  on  a 
fee-for-service  basis,  or  on  a retainer  along  with 
a smaller  fee-for-service  or  fixed  remuneration. 
With  certain  exceptions,  the  patient  is  compelled 
to  pay  a premium  for  physician’s  services  insur- 
ance. He  may  consult  any  physician  and  forward 
his  bills  to  the  commission  for  payment  at  85  per 
cent  of  the  fee  schedule.  The  patient  himself  is 
responsible  for  the  remaining  15  per  cent,  unless 
the  physician  accepts  85  per  cent  as  payment  in 
full.  Obviously,  this  is  an  inducement  for  citizens 
to  join  one  of  the  private  non-profit  plans.  They 
charge  a very  small  enrollment  fee,  and  for  an 
additional  fee  will  give  a number  of  benefits  not 
offered  by  the  Saskatchewan  Health  Insurance 
Plan,  such  as  private  rooms,  special  nurses,  etc. 
If  he  joins  one  of  these  agencies,  his  physician 
will  forward  his  bills  directly  to  the  agency  and 
accept  85  per  cent  as  payment  in  full.  Now  I don’t 
expect  you  to  approve  of  this  third-party  principle 
any  more  than  I do,  but  it  was  with  us  long  be- 
fore we  had  Mr.  Douglas  to  contend  with. 

The  difficulty  with  the  agencies  as  they  are 
now  set  up  is  that  they  are  merely  rubber  stamps, 
and  don’t  assess  their  accounts  except  in  problem 
cases  where  the  commission  refuses  what  the 
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agency  feels  is  a just  account.  In  essence,  one  is 
dealing  with  the  commission  itself,  but  in  an  in- 
direct manner  through  the  private  agency.  You 
may  think  we  have  undertaken  a lot  of  unneces- 
sary bother  to  avoid  dealing  with  the  Government. 
Furthermore,  by  joining  an  agency,  a physician 
is  actually  practicing  under  the  Act  when  dealing 
with  patients  who  are  members  of  the  private 
plan.  To  remain  entirely  outside  the  Act,  he  must 
not  belong  to  any  of  the  plans,  and  herein  is  one 
of  our  dilemmas.  If  we  don’t  support  these  agen- 
cies, they  quite  naturally  will  collapse.  If  we  do 
support  them,  we  are  in  essence  practicing  under 
the  Act. 

Obviously,  we  are  banking  heavily  on  a re- 
sounding defeat  of  the  CCF  Government  in  1964 
or  1965.  It  would  be  quite  possible  for  another  ad- 
ministration, without  taking  anything  away  from 
the  people,  to  give  a direct  subsidy  to  these  agen- 
cies and  allow  them  to  operate  entirely  independ- 
ent of  government  with  a yearly  public  audit.  It  is 
really  for  this  reason,  and  for  this  reason  alone, 
that  the  Council  of  the  College  of  Physicians 
fought  to  retain  this  principle.  It  has  become 
abundantly  clear  to  us  that  many  physicians 
wouldn’t,  or  couldn’t,  practice  without  a third- 
party  arrangement.  They  appear  unable  to  deal 
directly  with  their  patients  regarding  bills.  Ob- 
viously, it  is  preferable  that  they  deal  with  a pri- 
vate agency  than  with  the  commission.  This  rep- 
resents our  only  hope  of  eventually  breaking  the 
monopoly  which  now  exists. 

One  of  the  unfortunate  consequences  of  the 
emergency  period  was  the  establishment  of  what 
are  called  medical  cooperative  clinics.  These 
clinics  pose  no  serious  professional  threat,  but  to 
some  physicians  they  are  a real  economic  threat. 
Although  they  are  having  growing  pains,  and 
some  have  been  forced  to  reduce  their  operations, 
if  not  to  discontinue  them,  they  are  certainly  still 
with  us.  They  provide  a patient  with  a third  al- 
ternative. He  can  join  the  medical  co-op  for  a 
small  fee,  and  then  the  clinic  doctor  submits  his 
bill  to  the  commission  directly  and  accepts  85  per 
cent  of  the  fee  schedule.  In  other  words,  physi- 
cians in  the  co-op  clinic  subsidize  the  Government, 
whereas  most  physicians  would  prefer  to  subsi- 
dize the  private  plans  if  subsidization  of  any  sort 
is  necessary.  One  fears  that  in  some  under-the 
table  manner  these  co-op  men  may  be  receiving 
financial  assistance  directly  from  the  Government 
in  addition  to  reimbursement  from  the  commission. 
There  have  been  many  difficulties  with  the  co-ops 
which  time  does  not  permit  me  to  discuss. 

One  of  the  problems  with  the  Saskatoon  Agree- 
ment is  that  it  provides  that  a community  may 
request  a physician  where  one  is  not  available 
practicing  under  the  Act.  This,  of  course,  implies 
that  either  the  community  contains  sufficient  NDP 
sympathizers  to  support  a physician,  or  there  is 


a hidden  subsidy  that  will  attract  a physician. 
You  can  imagine  the  type  of  economic  pressure 
that  could  be  applied  in  a community  with  two 
physicians,  one  a government  man  and  the  other 
a supporter  of  the  views  of  the  Canadian  Medical 
Association  and  the  Saskatchewan  College  of 
Physicians  and  Surgeons.  Indeed,  we  feel  we  have 
evidence  that  this  type  of  pressure  is  being  ap- 
plied, but  more  of  this  later. 

PRESENT  CONDITIONS  IN  SASKATCHEWAN 

Now  a word  about  how  things  are  going  in  Sas- 
katchewan. The  vast  majority  of  physicians  are 
members  of  one  of  the  private  agencies.  A few 
physicians  deal  directly  with  the  commission.  The 
Government  claims  that  over  100  of  our  900  phy- 
sicians are  doing  so,  but  the  College  of  Physi- 
cians contends  that  if  there  are  that  many,  they 
must  include  every  physician  who,  in  some  special 
circumstance,  may  submit  a bill  directly  to  the 
commission  for  payment.  The  majority  of  phy- 
sicians are  charging  100  per  cent  of  their  fees  to 
patients  not  enrolled  in  a private  agency,  and  that, 
please  remember,  is  their  privilege.  Some  think 
that  charging  100  per  cent  will  merely  encourage 
the  development  of  more  co-ops  and  increase  their 
membership,  and  such  physicians  charge  all  pa- 
tients 85  per  cent,  whether  or  not  they  belong  to 
a private  plan. 

One  would  have  to  describe  the  situation  as  an 
uneasy  truce,  in  which  tempers  flare,  from  time 
to  time,  on  both  sides.  There  seems  to  be  a general 
air  of  unhappiness  and  of  resignation.  The  College 
of  Physicians  has  some  evidence  to  suggest  that 
payment  of  certain  physicians’  accounts  is  being 
deliberately  delayed.  One  of  our  private  agencies 
has  corroborated  that  impression,  but  the  Gov- 
ernment and  the  commission  both  hotly  deny  that 
this  is  the  case.  One  knows  physicians  personally, 
however,  who  have  received  only  a small  propor- 
tion of  their  submitted  fees.  In  addition,  one  notes 
that  certain  physicians  located  in  areas  where 
they  are  surrounded  by  physicians  who  deal  di- 
rectly with  the  commission  are  having  a particu- 
larly bad  time  and  are  receiving  only  a fraction 
of  their  submitted  accounts.  One  cannot  be  sure 
that  these  instances  represent  deliberate  economic 
pressure,  but  one  can’t  help  being  suspicious. 

Lastly,  the  problem  of  our  radiologists  and 
pathologists  has  not  been  resolved.  The  Govern- 
ment wishes  to  pay  them  through  the  Hospitaliza- 
Act,  but  these  two  professional  groups,  quite 
rightly,  do  not  wish  to  be  segregated  from  the  re- 
mainder of  the  profession.  The  Government  has 
expressed  a willingness  to  allow  them  to  operate 
on  a fee-for-service  basis,  with  direct  billing  to 
the  agency.  This,  of  course,  deprives  them  of  the 
right  to  deal  directly  with  their  patients,  and  that 
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is  the  whole  basis  for  our  dispute  with  the  Gov- 
ernment. 

We  have  had  an  interesting  example  of  how  the 
Government  and  the  commission  can  make  new 
rules  and  regulations  to  fit  their  latest  whims. 
Certain  benefits  for  medical  expenses  are  pro- 
vided under  our  compulsory  automobile  insurance 
plan,  which  is  entirely  run  by  the  Government, 
and  this  is  clearly  stated  in  the  Automobile  Insur- 
ance Act.  In  addition,  the  Medical  Care  Act  ex- 
cludes this  coverage.  Without  any  legislative  ac- 
tion, however,  a regulation  was  made  by  the 
minister  of  health  to  the  effect  that  medical  expen- 
ses related  to  automobile  insurance  would  now  be 
covered  under  the  Medical  Care  Insurance  Act. 
As  usual  with  this  Government,  the  negotiations 
and  discussion  consisted  simply  of  a statement  by 
the  Government  which  we  first  learned  about  in 
the  newspaper. 

On  the  other  hand,  the  Medical  Care  Insurance 
Act  excludes  coverage  for  treatment  of  any  illness 
that  is  provided  for  under  the  Cancer  Act.  As  a 
hematologist  much  interested  in  the  various  leu- 
kemias and  lymphomas,  I find  this  very  trying 
personally.  An  account  submitted,  via  the  patient, 
to  the  commission  with  a diganosis  of  leukemia 
will  be  turned  down.  On  the  other  hand,  if  I reg- 
ister the  patient  with  the  Cancer  Commission, 
I am  no  better  off,  since  it  will  not  pay  for  medi- 
cal treatment  and  prefers  to  have  treatment  car- 
ried out  entirely  by  its  own  staff.  One  could  go 
on  and  on  about  our  problems,  but  I think  that  I 
have  said  enough  to  make  it  clear  that  the  situa- 
tion in  Saskatchewan  is  far  from  settled. 

One  other  problem  that  developed  during  the 
crisis,  and  one  that  worries  me  greatly,  concerns 
relationships  among  physicians  with  different 
points  of  view.  The  members  of  the  medical  pro- 
fession are  quite  a heterogeneous  group  and  include 
some  whose  views  certainly  clash  with  my  own. 
A few  physicians  who  share  the  majority  opinion 
are  indulging  in  some  childish  behavior.  Both 
clinically  and  socially,  they  are  ostracizing  those 
who  disagree  with  them.  Although  I am  bitterly 
opposed  to  the  CCF  Government,  and  to  the 
socialist  movement  in  general,  I cannot  condone 
such  immature  behavior,  and  think  it  doesn’t 
speak  well  for  the  profession. 

We  have  lost  a great  many  physicians  during 
the  past  year.  More  than  100  have  left  permanently, 
although  some  of  them  have  been  replaced.  One 
of  our  chief  concerns,  aside  from  the  actual  nu- 
merical losses,  is  the  fact  that  many  of  the  de- 
parting doctors  are  highly  qualified,  well  trained 
specialists  who  will  be  difficult  to  replace. 

DOCTORS  EVERYWHERE  SHOULD  TAKE  WARNING 

I should  like  now  to  examine  the  fundamental 
issues  which,  I feel,  were  responsible  for  the  re- 
cent developments  in  Saskatchewan  and  which  are 


likely  to  provoke  similar  events  elsewhere  on  this 
continent.  To  my  mind,  there  are  only  two  issues. 
The  first  is  political  and  relates  to  the  role  of 
government  in  society,  and  the  second  concerns 
the  medical  profession  and  what  I consider  cer- 
tain failures  of  professional  responsibility.  Ob- 
viously, Saskatchewan  was  the  initial  battlefield 
because  it  happened  to  have  a socialist  govern- 
ment. Other  governments,  however,  have  demon- 
strated many  signs  and  symptoms  of  the  socialist 
illness,  and  therefore  one  can  anticipate  further 
difficulties  shortly. 

I shall  deal  first  with  the  political  question.  I 
doubt  that  any  of  you  know  from  what  the  fol- 
lowing brief  excerpts  have  been  taken: 

“We  aim  to  replace  the  present  capitalist  system 
with  its  inherent  injustice  and  inhumanity  with  a 
social  order  in  which  the  domination  and  exploitation 
of  one  class  by  another  will  be  eliminated. 

“The  aims  at  political  power  in  order  to 

put  an  end  to  this  capitalist  domination. 

“No  government  will  rest  content  until  it 

has  eradicated  capitalism  and  put  into  operation  the 
full  program  of  socialized  planning  which  will  lead 
to  the  establishment  in  Canada  of  .” 

No,  I have  not  been  quoting  from  Marx,  although 
I might  well  have  been.  These  statements,  and 
many  more  like  them,  were  contained  in  the  Re- 
gina Manifesto  of  the  Cooperative  Commonwealth 
Federation  in  1935,  and  time  doesn’t  appear  to 
have  altered  the  party’s  basic  aims.  In  attempt- 
ing to  understand  the  thinking  of  the  people  who 
wrote  that  manifesto,  one  must  remember  that 
at  that  time  Saskatchewan  was  plagued  by  de- 
pression and  drought.  I have  no  doubt  that  those 
of  us  elsewhere  in  Canada,  who  were  relatively 
secure,  were  not  doing  nearly  enough  for  our 
less  fortunate  fellow  citizens.  These  quotations 
merely  emphasize  the  deep  feelings  of  the  social- 
ist group  at  that  time.  Subsequently,  as  things 
improved  in  Saskatchewan,  the  CCF  modified  its 
position  to  some  extent,  but  fundamentally  it  still 
holds  the  same  views. 

We  must  all  give  a great  deal  of  thought  to  the 
rights  of  government  and  the  rights  of  private  cit- 
izens. We  must  be  absolutely  clear  about  these 
rights,  so  as  to  be  aware  of  any  infringements.  Ob- 
viously, government  has  the  right  to  assess  taxes, 
and  my  definition  of  tax  is  money  collected  in  re- 
lation to  income,  property  or  purchases.  It  also 
has  the  right  to  make  laws  and  to  see  that  they 
are  enforced.  Thus,  we  accept  laws  saying  that  it 
is  compulsory  to  go  to  school,  to  buy  car  insurance 
or  hospital  insurance,  to  pay  taxes  and  so  on. 
Furthermore,  it  is  government’s  responsibility  to 
look  after  those  members  of  society  who  cannot 
look  after  themselves. 

Now  the  CCF-NDP  Party,  and  socialists  in  gen- 
eral, feel  that  they  have  a right  to  go  a great  deal 
further.  They  believe  that  most  matters  are  bet- 
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ter  managed  by  the  state.  In  Saskatchewan,  all 
utilities  (including  telephones  and  transportation) 
are  government  agencies.  Furthermore,  the  pres- 
ent Government  feels  that  it  has  a responsibility 
to  provide  for  all  members  of  the  state,  and  its 
eventual  aim  apparently  is  to  provide  equal  bene- 
fits for  all. 

I feel  that  it  is  government’s  responsibility  to 
look  after  only  those  members  of  society  who  can- 
not look  after  themselves,  and  as  a privileged 
member  of  society,  I am  quite  prepared  to  pay 
taxes  to  provide  funds  for  this  purpose.  It  is  gov- 
ernment’s role  to  coordinate  and  integrate  existing 
services,  rather  than  to  absorb  or  supplant  them. 
Government  is  justified  in  interfering  with  the 
affairs  of  society  only  under  certain  well  defined 
circumstances.  These  include  (1)  where  there  is 
a threat  to  the  freedom  of  any  individual  or 
group;  (2)  where  people  do  not  have  resources  to 
obtain  adequate  food  and  shelter  and  to  meet  the 
exigencies  of  life;  and  (3)  where  a clear  majority 
of  the  people  request  that  action  be  taken. 

Under  normal  circumstances,  government  inter- 
vention should  be  a last  resort.  Government’s  role 
is  to  look  after  those  people  who  cannot  ade- 
quately care  for  themselves,  and  its  role  in  such 
instances  is  purely  to  help  those  people  care  for 
themselves.  Thus,  in  considering  the  possibility  of 
a federally  supported  or  subsidized  health  insur- 
ance plan,  we  must  understand  this  principle 
thoroughly  before  working  out  the  details. 

I am  quite  prepared  to  accept  extensive  govern- 
ment participation  in  health  insurance,  provided 
that  government  doesn’t  attempt  to  create  a cen- 
tralized bureaucracy.  I am  an  advocate  of  free  en- 
terprise. I admit  that  it  has  many  defects,  but 
surely  it  is  preferable  to  work  hard  to  correct  its 
faults,  than  to  abandon  it. 

This  brings  me  to  the  second  issue  to  which  I 
referred.  This  concerns  the  ways  in  which  the  med- 
ical profession  has  contributed  to  the  development 
of  socialized  medicine.  I feel  that,  in  some  way,  we 
have  failed  to  fulfill  our  professional  responsibility 
in  regard  to  the  cost  of  medical  care.  There  is  an 
element  of  truth  in  the  title  of  a paper-back  book 
it’s  cheaper  to  die,  a volume  in  which  the  medical 
profession  is  criticized.  We  must  accept  as  fact 
that  there  is  a need  to  redistribute  the  high  cost 
of  medical  care,  and  we  must  further  accept  that 
the  privileged  members  of  society  should  bear  a 
fairly  large  share  of  that  load.  Thus,  it  would  ap- 
pear that  government  has  a role  to  play  in  this 
field.  Yet  we  don’t  have  to  agree  that  government 
should  assume  entire  control  of  physicians’  serv- 
ices, and  we  don’t  have  to  accept  any  form  of  con- 
trol of  the  profession  by  government,  provided  that 
we  develop  adequate  controls  of  our  own. 

When  we  improve  our  controls,  however,  we 
must  be  careful  not  to  create  an  internal  bureauc- 
racy which  would  be  just  as  intolerable  as  one 


created  by  government.  To  me,  this  seems  to  be 
the  principal  fear  of  those  who  oppose  the  type 
of  control  I have  in  mind,  and  I think  that  their 
fear  is  to  some  extent  quite  justified. 

Better  controls  are  needed,  first,  in  curtailing 
the  abuse  of  insurance  schemes  by  some  members 
of  our  profession.  Anyone  who  has  served  on  the 
reviewing  board  of  a private  agency  is  perfectly 
aware  of  what  I mean.  Some  physicians  bill  the 
agencies  for  needless  office  visits  and  unnecessary 
procedures,  and  occasionally  indulge  in  outright 
fraud.  It  is  imperative  that  we  attempt  to  elim- 
inate these  practices  by  means  of  a system  of 
penalties.  At  the  same  time,  we  must  make  sure 
that  we  are  fair  in  all  respects  to  the  physicians 
submitting  accounts.  Furthermore,  if  we  altered 
our  third-party  arrangements  so  that  the  agencies 
were  refunding  money  to  patients  after  submis- 
sion of  receipts,  the  patients  would  act  as  an  im- 
portant control  on  excessive  billing.  To  my  mind, 
the  present  arrangement  under  which  we  deal  di- 
rectly with  a third  party  constitutes  one  of  our 
greatest  follies.  One  finds,  in  essence,  that  we  phy- 
sicians have  become  the  third  party,  and  are  sub- 
ject to  attack  from  both  the  insured  and  the  in- 
surer. It’s  too  big  a price  to  pay  for  any  type  of 
guaranteed  payment. 

The  second  area  where  controls  are  defective 
relates  to  poor  medical  practice  by  what  I like  to 
think  are  a minority  of  our  profession.  It  is  true 
that  we  have  disciplinary  committees,  but  they 
have  not  been  able  effectively  to  penalize  the  few 
who  discredit  the  profession.  As  things  stand,  it 
it  almost  necessary  for  a physician  to  have  broken 
the  law  or  to  have  lost  a libel  suit  before  action 
is  taken  against  him.  There  are  statistics  to  sup- 
port the  suggestion  that  unnecessary  surgery  is 
performed  and  that  medical  problems  are  treated 
without  an  accurate  diagnosis,  and  there  are  rea- 
sons to  suspect  that  consultant  services  are  not 
used  as  freely  as  they  should  be.  As  a consultant, 
I occasionally  see  cases  that  have  been  badly 
handled.  However,  it  would  be  senseless  for  me 
to  criticize  the  physician  who  has  had  the  intelli- 
gence or  the  courage  or  self-confidence  or  what- 
ever to  ask  for  a second  opinion.  I am  much  more 
concerned  about  the  doctors  who  don’t  call  in  con- 
sultants, or  who  ask  for  a second  physician’s  opin- 
ion purely  for  moral  support. 

In  addition,  to  my  mind,  there  is  no  question 
that  certain  aspects  of  our  fee  schedules  are  un- 
reasonable. Fees  for  various  procedures  are  not 
proportionate  to  the  time  involved  and  to  the 
previous  training  and  experience  of  the  physicians 
who  perform  them.  Obviously,  the  most  serious 
defects  relate  to  certain  surgical  fees. 

There  are  other  areas  where  reform  is  needed, 
but  these  have  no  more  than  an  indirect  relation- 
ship to  our  immediate  problem.  For  completeness, 
one  might  mention  that  certain  aspects  of  organ- 
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ized  medicine  are  unhealthy.  In  making  this  state- 
ment, 1 am  referring  to  my  own  country,  although 
I have  no  reason  to  doubt  that  the  same  problems 
exist  in  your  country  too.  I mentioned  earlier  that 
the  decision  to  provide  an  emergency  service  was 
arrived  at  by  a group  of  individuals.  Unions  have 
been  criticized  for  having  stand-up  votes  in  which 
those  who  are  opposed  to  a resolution  or  proposed 
course  of  action,  don’t  feel  entirely  free  to  express 
their  opposition,  for  fear  of  future  reprisal.  The 
same  system  is  used  in  our  medical  societies! 

Furthermore,  one  sees  a small  proportion  of  the 
members  who  are  interested  in  medical  politics 
go  from  one  job  to  another,  and  continue  to  make 
decisions  for  the  organization  year  after  year. 
That  they  do  so  is  not  entirely  their  fault,  for  the 
remainder  of  the  profession  is  generally  apathetic. 
One  hears,  however,  of  people  who  have  attempted 
to  become  active  in  organized  medicine  but  have 
been  rebuffed. 

You  are  aware  of  the  problems  that  relate  to 
the  pharmaceutical  industry,  and  I have  no  in- 
tention of  discussing  them. 

Lastly,  we  have  failed  to  give  adequate  eco- 
nomic support  to  our  young  doctors  during  their 
postgraduate  training  period.  In  addition,  the  prac- 
tice of  medicine  in  general  would  probably  im- 
prove if  we  required  longer  periods  of  postgradu- 
ate training  for  all  physicians. 


I am  convinced  that  these  matters  are  at  the 
root  of  our  difficulties.  In  our  discussions  it  was 
perfectly  clear  that  government  officials  felt 
there  was  a need  for  an  insurance  plan  to  over- 
come economic  inequities.  At  the  same  time, 
however,  they  felt  the  profession  should  be 
brought  under  state  control  to  prevent  abuse  of 
the  insurance  plan  and  to  maintain  a high  level 
of  medical  practice.  Therefore,  I urge  you  to  give 
serious  thought  to  all  these  matters  and  othei'S 
that  may  seem  more  important  to  you.  If  these 
problems  are  resolved  or  are  in  the  process  of 
resolution,  I think  that  government  can  be  ap- 
proached (and  should  be  appi’oached  befoi'e  they 
approach  you)  and  that  a means  can  be  found  to 
avoid  the  present  high  cost  of  medical  care  with- 
out the  saci’ifice  of  our  professional  liberty. 

CONCLUSION 

In  summary,  if  we  are  to  achieve  a system  of 
health  insurance  that  allows  us  complete  pro- 
fessional freedom,  we  must  not  confine  our  efforts 
to  an  attempt  to  manipxdate  govei'nment.  We  must 
have  both  medical  and  political  reforms  if  we  are 
to  achieve  our  aims.  Failure  to  appi’eciate  this 
and  to  do  something  about  it  immediately,  I pre- 
dict, will  sooner  or  later  mean  the  development 
of  a nationwide  monopolistic  approach  to  the  en- 
tire problem  of  health  insurance. 


Flying  Physicians'  Asssociation 

The  eighth  annual  national  convention  of  the  Flying  Physicians  Association  will 
be  held  at  the  Hilton  Inn,  Aui'oi'a,  Illinois  from  August  18  thi-ough  August  23.  Ap- 
proximately 800  persons  connected  with  the  international  oi’ganization  will  par- 
ticipate in  the  six-day  program.  Members  from  49  states,  Canada  and  Mexico  are 
expected  to  fly  with  their  families  to  the  convention  site. 

As  in  the  past,  the  continuing  theme  of  all  the  business  seminars  and  lectures  will 
be  the  over-i-iding  importance  of  safety  as  it  relates  to  the  operation  of  private  air- 
craft. The  speakers  will  include  H.  L.  Reighard,  M.D.,  acting  civil  air  surgeon,  Fed- 
eral Aviation  Agency,  Washington;  Jerome  Lederer,  director  of  the  Flight  Safety 
Foundation,  New  York  City;  Charles  A.  BaiTy,  M.D.,  chief,  Center  of  Medical  Op- 
ei'ations,  Manned  Space  Craft  Center,  Houston;  G.  R.  Bourne,  M.D.,  regional  med- 
ical officer,  Civil  Aviation  Medicine,  Medical  Sei'vices,  Toi’onto;  and  Najeeb  E.  Hala- 
by,  administrator,  Fedei’al  Aviation  Agency,  Washington. 

The  Association  was  founded  in  1955  to  promote  aviation  safety  and  to  assist  in 
the  nation’s  Civil  Defense  effort.  The  members  are  organized  and  prepared  to  fly  to 
any  part  of  the  United  States  to  render  medical  aid  and  assistance  in  the  event  of 
a major  disaster. 

Membership  is  open  to  all  duly  licensed  physicians  who  are  members  of  medical 
societies  approved  by  the  board  of  directors,  and  who  hold  valid  pilots’  certificates. 
Total  current  membership  exceeds  1,600,  and  of  that  number  39  are  practicing 
physicians  in  Iowa.  Dr.  Burns  M.  Byram,  of  Marengo,  is  the  state  chairman. 


Sept.  14-15 
Sept.  16-17 

Sept.  18-19 

Aug.  4-7 

Aug.  5-9 

Aug.  7-9 
Aug.  7-11 

Aug.  11-14 
Aug.  19-23 
Aug.  20-27 

Aug.  23-24 
Aug.  25 

Aug.  25-30 
Aug.  26 

Aug.  26-29 
Aug.  26-30 
Aug.  26-30 
Sept.  9-13 

Sept.  16-20 

Sept.  16-28 

Sept.  20-21 
Sept.  25-26 

Sept.  30-Oct. 

Aug.  9-15 

Aug.  11-16 
Aug.  25-28 


Coming  Meetings 


IN  STATE 

Radiology.  SUI  College  of  Medicine,  Iowa 
City 

Annual  Scientific  Meeting.  Iowa  Chapter  of 
the  American  Academy  of  General  Practice, 
Hotel  Savery,  Des  Moines 

Pediatrics.  SUI  College  of  Medicine,  Iowa  City 

CONTINENTAL  U.  S. 

Advanced  Seminars  in  Urology  (UCLA).  Uni- 
versity of  California  Residential  Conference 
Center,  Lake  Arrowhead,  California 

Sixth  Annual  Postgraduate  Course  in  Pedi- 
atrics (University  of  Colorado  School  of  Medi- 
cine). Stanley  Hotel,  Estes  Park,  Colorado 

Anesthesiology.  University  of  California,  Los 
Angeles 

Advanced  Seminars  in  Internal  Medicine 
(UCLA).  University  of  California  Residential 
Conference  Center,  Lake  Arrowhead,  Cali- 
fornia 

American  Society  for  Pharmacology  and  Ex- 
perimental Therapeutics.  San  Francisco 

Medical  Audiology  Workshop.  University  of 
Colorado  Medical  Center,  Denver 

International  Association  for  the  Coordina- 
tion of  Psychiatric  and  Physiological  Methods 
and  Psychology.  Washington,  D.  C. 

The  Shoulder — Anatomy,  Pathology  and  Sur- 
gery. University  of  California,  Los  Angeles 

American  Association  of  Electromyography 
and  Electrodiagnosis.  Sheraton-Dallas  Hotel, 
Dallas 

American  Congress  of  Physical  Medicine  and 
Rehabilitation.  Sheraton-Dallas  Hotel,  Dallas 

Annual  Meeting  of  the  American  Academy 
of  Physical  Medicine  and  Rehabilitation. 
Sheraton-Dallas  Hotel,  Dallas 

American  Hospital  Association.  Waldorf  As- 
toria Hotel,  New  York  City 

American  Physiological  Society.  University  of 
Miami,  Coral  Gables,  Florida 

Gordon  Research  Conference  on  Cancer.  New 

London,  New  Hampshire 

Basic  Mechanisms  in  Internal  Medicine 
(American  College  of  Physicians).  University 
of  California  School  of  Medicine,  San  Fran- 
cisco, California. 

Pulmonary  Disease  Seminar  (University  of 
Colorado  Medical  Center).  Fitzsimons  General 
Hospital,  Denver,  Colorado. 

Laryngology  and  Bronchoesophagology  (Uni- 
versity of  Illinois  College  of  Medicine,  Depart- 
ment of  Otolaryngology).  Chicago,  Illinois. 

Sixteenth  National  Rural  Health  Conference. 

Arlington  Hotel,  Hot  Springs,  Arkansas. 

23rd  National  Congress  on  Occupational  Health 
(AMA  Council  on  Occupational  Health).  Jack 
Far  Hotel,  San  Francisco,  California. 


Aug.  26-30 

Aug.  26-30 

Sept.  1-7 
Sept.  2-6 

Sept.  2-10 
Sept.  9-13 


International  Congress  of  Nephrology.  Prague, 
Czechoslovakia.  Write:  V.  Fencl,  M.D.,  In- 
stitute of  Cardiovascular  Research,  Prague 
4-Krc 

International  Symposium  on  Radiological 
Health  and  Safety.  Vienna.  Write:  Interna- 
tional Atomic  Energy  Agency,  11  Kartner 
Ring,  Vienna  1 

International  Congress  on  Orthopaedic  Sur- 
gery and  Traumatology.  Vienna.  Write:  Karl 
Chiari,  Grillparzerstrasse  14,  Vienna  1 

International  Congress  on  Clinical  Pathology. 
Mexico  City.  Write:  E.  Cervera  B.,  M.D., 
Asociacion  Mexicana  de  Laboratorio  Clinico, 
Durango  213,  Mexico  7,  D.F. 

International  Congress  of  Genetics.  The  Hague, 
Netherlands.  Write:  S.  J.  Geerts,  14  de  Mon- 
chyplein,  The  Hague 

Conference  on  Cellular  Control  Mechanisms 
and  Cancer.  Amsterdam.  Write:  O.  Miihlbock, 
Netherlands  Cancer  Institute,  Antoni  van  Leeu- 
wenhoek-Huis,  Sarphatistraat  108,  Amsterdam 
C 


Sept.  12-14 

Sept.  15-21 

Sept.  16-20 
Sept.  16-22 

Sept.  19-21 

Sept.  19-22 

Sept.  22-28 


Anesthesia  Conference.  Freiburg  im  Breisgau, 
W.  Germany.  Info:  K.  Wieners,  M.D.,  Anas- 
thesieabteilung  and  der  Chirurgischen  Uni- 
versitatsklinik,  Freiburg  im  Breisgau. 

International  Congress  on  Occupational  Health. 
Madrid.  Write:  D.  P.  Sangro  Torres,  M.D.,  In- 
stitute Nacional  de  Medicina  y Seguridad  del 
Trabajo,  Ciudad  Universitaria,  Madrid 

Ciba  Foundation  Guest  Symposium  on  Mother- 
Infant  Interaction.  London.  Write:  Ciba  Foun- 
dation, 41  Portland  Place,  London  W1 

Ninth  Congress  on  Vital  Substances,  Nutrition 
and  Diseases  of  Civilization.  Lindau  and  Gre- 
gens,  Germany.  Write:  Bemeroderstrasse  61, 
Hanover-Kirchrode,  Germany 

Congress  of  the  International  Society  of  Car- 
diovascular Surgery.  Rome,  Italy.  Write:  H. 
Haimovici,  M.D.,  862  Park  Avenue,  New  York 
21 

Fifth  International  Congress  of  General  Prac- 
tice. Salzburg,  Germany.  Write:  K.  Engel- 
meier,  M.D.,  Internationale  Gesellschaft  fur 
Praktisch  Angewandte  Medizin,  Langestrasse 
21,  Oelde,  Westf.  West  Germany 

Seventeenth  World  Medical  Assembly.  Mexico 
City.  Write:  Harry  S.  Gear,  M.D.,  10  Colum- 
bus Circle,  New  York  19 


Sept.  23-27  World  Federation  of  Neurology.  Strasbourg, 
France.  Write:  H.  Fishgold,  M.D.,  Institut 

Bunge,  59  rue  Philippe  Williot,  Berchem-Ant- 
werp,  Belgium 

Sept.  23-Nov.  22  Around  the  World  Postgraduate  Surgical  Clinic 
Tour  (International  College  of  Surgeons).  For 
complete  information  contact  the  International 
Travel  Service,  Inc.,  116  South  Wabash  Ave- 
nue, Chicago  3,  Illinois 

Sept.  24-28  Seventeenth  International  Tuberculosis  Con- 
ference. Rome.  Write:  Sec. -Gen.  G.  l’Ettore, 
via  Ezio  24,  Rome 


Sept.  26-28  International  Congress  of  Therapy.  Brussels. 

Write:  Dr.  Bauduin,  Faculte  de  Medicine,  115 
boul  de  Waterloo,  Brussels 


Kansas  City  Southwest  Clinical  Society’s  41st 
Annual  Fall  Clinical  Conference.  Hotel 
Meuhlebach,  Kansas  City,  Missouri. 

ABROAD 


International  Congress  on  Nutrition.  Edin- 
burgh, Scotland.  Write:  Secretary  6th  Inter- 
national Congress  on  Nutrition,  Department 
of  Clinical  Chemistry,  Royal  Infirmary,  Edin- 
burgh 

Sixth  International  Congress  of  Gerontology. 
Copenhagen.  Write:  P.  From  Hansen,  M.D., 
D.I.S.  Congress  Service,  19  Sankt  Peders 
Straede,  Copenhagen 

Fifth  European  Congress  on  Rheumatic  Dis- 
eases. Stockholm.  Write:  Olle  Lovgren,  M.D., 
St.  Eriks  Sjukhus,  Stockholm 


Oct. 


Oct.  6-11 


Nov.  5-13 


American  Society  of  Plastic  and  Reconstruc- 
tive Surgery.  Hawaiian  Village  Hotel,  Hono- 
lulu. Write:  T.  Ray  Broadbent,  M.D.,  Secre- 
tary, 508  E.  South  Temple,  Salt  Lake  City 

International  Congress  of  Clinical  Pathology. 
Mexico  City.  Write:  E.  Cervera,  M.D.,  Duran- 
go 213,  Mexico  7,  D.F. 

Ninth  Congress  of  the  Pan-Pacific  Surgical 
Association.  Honolulu.  Write:  F.  J.  Pinkerton, 
M.D.,  Director  General.  Pan-Pacific  Surgical 
Association,  Suite  236,  Alexander  Young  Build- 
ing, Honolulu  13,  Hawaii 


Nov.  13-Dec.  10  First  Pan-Pacific  Mobile  Educational  Lecture 
Seminar.  New  Zealand,  Australia,  Thailand, 
the  Philippines,  Hong  Kong  and  Japan.  Write 
Dr.  F.  J.  Pinkerton,  Director  General,  Pan- 
Pacific  Surgical  Association,  Suite  236,  Alex- 
ander Young  Building,  Honolulu  13 
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Primary  Cardiac  Tumors 

A Review  of  Cases  at  the  State  University  of  Iowa  Hospitals  Since  1950 


FRED  W.  FLETCHER,  M.  D. 

Iowa  City 

Now  that  modern  cardiac  surgery  has  advanced 
to  the  stage  where  one  may  expect  that  many 
people  with  primary  cardiac  tumors  not  only  will 
survive  operation  but  will  be  cured,  some  atten- 
tion is  being  focused  upon  certain  of  the  rare  and 
hitherto  neglected  forms  of  heart  disease. 

The  first  primary  cardiac  tumor  to  be  reported 
in  the  literature  was  described  by  M.  R.  Colum- 
bus in  1559, 1 and  approximately  550  primary  tu- 
mors of  the  heart  have  been  reported  since  that 
time.  In  1951  Prichard2  reviewed  415  cases  of 
cardiac  neoplasm  discovered  at  autopsy.  A pri- 
mary tumor  of  the  atrium  was  first  diagnosed 
antemortem  in  1952, 3 and  in  1953  Crafoord4  first 
successfully  removed  a left-atrial  myxoma. 

Generally  about  50  per  cent  of  all  primary  car- 
diac tumors  are  myxomas,  and  about  75  per  cent 
of  these  arise  in  the  left  atrium.  Myxomas  of  the 
ventricle  are  extremely  rare,  six  cases  of  left  ven- 
tricular and  four  of  right  ventricular  origin  having 
been  recorded  in  the  literature.  Although  myxomas 
of  the  right  atrium  are  much  less  frequent  than 
those  on  the  left  side,  constituting  about  25  per 
cent  of  all  myxomas,  a recent  review5  summarizes 
reports  of  20  cases  of  myxoma  of  the  right  atrium 
that  have  been  published  since  Prichard’s  review. 
Three  additional  cases  of  right-atrial  myxoma 
were  reported  in  the  British  literature  during 
1962.6-8 

That  primary  intracardiac  tumors  are  being 
diagnosed  with  increasing  frequency  is  apparent 
from  the  many  articles,  both  reviews  and  case  re- 

Dr.  Fletcher  is  a clinical  instructor  in  internal  medicine. 


ports,  which  have  appeared  in  the  world  literature 
during  recent  months.  This  sudden  increase  in  in- 
terest is  undoubtedly  related  to  the  improved  di- 
agnostic technics  and  to  the  wide  availability  of 
cardiopulmonary  bypass  apparatus.  The  clinician 
must  suspect  the  presence  of  primary  intracardiac 
tumor  solely  upon  the  basis  of  the  clinical  mani- 
festations, if  proper  diagnostic  studies  are  to  be 
performed,  particularly  angiocardiography. 

The  purpose  of  this  paper  is  to  review  six  cases 
of  primary  intracardiac  tumor,  to  focus  the  atten- 
tion of  clinicians  on  the  broad  aspects  of  the  prob- 
lem, and  hopefully,  to  furnish  clues  for  the  future 
diagnosis  of  primary  intracardiac  tumor. 

CASE  REPORTS 

Case  No.  1.  A 35-year-old  railroad  employee  was 
admitted  to  the  University  Hospitals  in  July,  1952. 
For  nine  years,  he  had  experienced  episodes  of 
severe  pain,  deep  in  the  left  chest,  that  induced 
fainting  attacks  from  which  he  recovered  in  a few 
minutes.  Weakness  and  shortness  of  breath  oc- 
curred at  the  same  time.  He  was  able  to  resume 
work  promptly  after  each  attack,  though  he  felt 
shaky.  He  appeared  chronically  ill,  with  signs  of 
congestive  heart  failure  and  a temperature  eleva- 
tion to  102 °F.  Cardiac  examination  disclosed  right 
ventricular  overaccessibility,  accentuation  of  mi- 
tral and  pulmonic  valve  closure,  and  a blowing 
systolic  murmur  with  a late  diastolic  rumble  but 
without  presystolic  accentuation  at  the  apex.  Lab- 
oratory evaluation  revealed  an  anemia,  with  a he- 
matocrit of  31  per  cent,  a hemoglobin  of  10  Gm.  and 
an  elevation  of  the  sedimentation  rate  to  70  mm. 
per  hour.  An  initial  blood  culture  grew  Staphylo- 
coccus albus  that  was  felt  to  be  no  more  than  a con- 
taminant, and  nine  subsequent  cultures  were  neg- 
ative. A photoroentgenogram  revealed  increased 
bronchovascular  markings  at  the  left  base,  but 
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was  otherwise  unremarkable.  An  electrocardio- 
gram was  interpreted  as  showing  an  incomplete 
right  bundle  branch  block,  with  ST-segment  and 
T-wave  abnormalities  and  broad  notched  P waves 
consistent  with  left-atrial  enlargement.  The  clin- 
ical diagnosis  was  rheumatic  heart  disease  with 
mitral  valvular  involvement. 

The  patient’s  course  was  one  of  rapid  deteriora- 
tion, with  increasing  heart  failure  and  death  on 
August  11,  1952.  The  postmortem  examination  re- 
vealed a pedunculated,  polypoid  mass  measuring 
5x3x2  cm.  and  attached  to  the  wall  of  the  left 
atrium  above  the  mitral  valve.  It  acted  in  a ball- 
valve  fashion  at  the  mitral  valve  orifice.  The  tumor 
demonstrated  the  histologic  characteristics  of  a 
myxoma. 

Case  No.  2.  An  18-year-old  housewife  was  ad- 
mitted to  the  University  Hospitals  in  January, 
1956,  with  a history  of  progressive  exertional 
dyspnea  of  only  three  months’  duration.  There  was 
no  history  of  rheumatic  fever.  Her  menstrual  his- 
tory was  consistent  with  an  intrauterine  pregnan- 
cy of  two  months’  gestation,  and  that  condition 
was  confirmed  by  pelvic  examination.  Cardiac  ex- 
amination disclosed  3+  right  ventricular  overac- 
cessibility,  2+  left  ventricular  overaccessibility,  and 
accentuation  of  mitral  and  pulmonic  valve  closure. 
There  was  a grade  III  holosystolic  murmur  at  the 
apex,  a presystolic  thrill  and  murmur  medial  to 
the  apex,  and  an  opening  snap  of  the  mitral  valve. 
X-ray  examination  of  the  heart  revealed  2+  right 
ventricular  hypertrophy,  1+  left  ventricular  hy- 
pertrophy and  3+  left  atrial  enlargement.  The  elec- 
trocardiogram was  interpreted  as  showing  right 
ventricular  hypertrophy,  with  P-wave  abnormali- 
ty suggesting  atrial  disease.  The  clinical  diagnosis 
was  rheumatic  heart  disease  with  mitral  stenosis 
and  insufficiency.  At  the  time  of  operation  a 
spherical  tumor  measuring  3.5  cm.  in  diameter 
was  found  within  the  left  atrium,  arising  from  the 
septum  and  producing  incompetence  of  the  aortic 
leaflet  of  the  mitral  valve  during  systole  and  oc- 
clusion of  the  mitral  valve  orifice  during  diastole 
(Figure  1).  Attempted  removal  resulted  in  severe 
hemorrhage,  cardiac-mechanism  disturbance  and 
death.  Microscopically,  this  tumor  was  a classical 
fibromyxoma. 

Case  No.  3.9  A 31-year-old  Negro  housewife  was 
admitted  to  the  University  Hospitals  in  July,  1951, 
with  the  symptoms  and  signs  of  sudden  occlusion 
of  the  aortic  bifurcation,  necessitating  bilateral 
lower-extremity  amputation.  Hypertension  ap- 
peared in  1954,  and  during  work-up  a diminished 
function  of  the  left  kidney  with  partial  occlusion 
of  the  left  renal  artery  was  demonstrated.  Finally, 
in  1956  she  presented  with  left  chest  and  arm  pain, 
and  examination  revealed  a mass  in  the  left 
breast  with  extension  to  the  axilla,  which  proved 
on  biopsy  to  be  adenocarcinoma.  Cardiac  exami- 
nation disclosed  moderate  enlargement  without 
other  specific  findings. 


Figure  I.  Myxoma  of  the  left  atrium  in  Case  No.  2. 


X-ray  examination  of  the  heart  revealed  a pe- 
culiar configuration,  with  prominence  of  the  left 
mid-cardiac  border  below  the  pulmonary  artery. 
An  electrocardiogram  in  1954  was  normal,  but 
one  made  in  1956  revealed  diminished  R-wave 
amplitudes  and  widespread,  nonspecific  T-wave 
changes  that  were  thought  to  be  compatible  with 
pericardial  and/or  epicardial  metastases  (Figure 
2).  The  patient’s  hospital  course  was  characterized 
by  increasing  respiratory  distress  and  disorienta- 
tion, and  death  occurred  on  July  8,  1956. 

The  clinical  diagnosis  in  1951  was  aortic  occlu- 
sion of  unknown  etiology,  and  in  1956  it  was  ade- 
nocarcinoma of  the  left  breast  with  pulmonary, 
cardiac  and  cerebral  metastases.  Postmortem  ex- 
amination revealed  partial  replacement  of  the 
heart  by  a tumor  which  was  primarily  apical  in 
location,  with  upward  invasion  and  replacement 
of  portions  of  the  interventricular  septum  and 
both  ventricular  walls.  The  heart,  together  with 
the  pericardial  sac  and  the  tumor,  weighed  1,950 
Gm.,  or  about  six  to  eight  times  normal.  There 
was  occlusion  of  the  lower  abdominal  aorta  and 
left  renal  artery  as  a result  of  embolism  from  the 
left  ventricle.  In  addition,  there  were  old  and  re- 
cent infarctions  in  the  spleen,  right  kidney,  both 
lungs  and  right  occipital  lobe  of  the  brain,  which 
probably  had  also  been  caused  by  emboli  origi- 
nating within  the  heart.  Microscopically,  this  tu- 
mor was  classified  as  lipomyxosarcoma. 

Case  No.  4.10  A 21-year-old  farmer  was  admitted 
to  the  University  Hospitals  in  October,  1960.  For 
six  months  he  had  noted  increasing  shortness  of 
breath  and  cough  with  hemoptysis.  He  appeared 
healthy,  though  he  showed  signs  of  an  extensive 
left  pleural  effusion.  Cardiac  examination  disclosed 
right  ventricular  overaccessibility,  accentuation  of 
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Figure  2.  Serial  electrocardiograms  from  Case  No.  3.  Note  the  diminished  R-wave  amplitudes  and  the  widespread  T-wave 
abnormality  in  1956. 


mitral  and  pulmonic  valve  closure,  a grade  II  to 
III  coarse,  medium-pitched  diastolic  murmur  low 
along  the  left  sternal  border,  and  a blowing  sys- 
tolic murmur  with  a diastolic  rumble  at  the  apex. 
X-ray  examination  confirmed  the  pleural  effusion 
on  the  left,  and  the  contour  of  the  heart  suggested 
the  possibility  of  mitral  valvular  disease,  An 
electrocardiogram  showed  ST-segment  and  T-wave 
abnormalities  suggesting  myocardial  disease.  Car- 
diac catheterization  demonstrated  elevated  right 
ventricular,  pulmonary  artery  and  pulmonary 
wedge  pressures.  The  clinical  diagnosis  was  rheu- 
matic heart  disease  with  mitral-valve  involvement. 
The  possibility  of  primary  pleural,  pericardial  or 
cardiac  tumor  was  considered. 

Operation  revealed  a left-atrial  tumor  which  was 
adherent  to  the  wall  of  the  septum  and  posterior 
commissure,  with  implants  present  on  the  sub- 
endocardial surface  of  the  atrium.  There  was  ex- 
tension into  the  pulmonary  veins.  Complete  re- 
moval would  have  necessitated  excision  of  a por- 
tion of  the  inter-atrial  septum  and  mural  leaflet 
of  the  mitral  valve,  and  for  this  reason  some  tumor 
was  left  behind.  Microscopically,  this  tumor  was 
malignant  and  was  classified  as  an  angiosarcoma. 
The  patient’s  course  following  the  operation  was 
one  of  progressive  deterioration,  with  extension  of 
tumor  to  lung  and  pleura.  There  were  metastases 
to  the  liver.  Death  occurred  on  January  4,  1962. 

Case  No.  5.  A 37-year-old  housewife  was  seen 
in  the  Medical  Out-Clinic  in  January,  1961,  with 
the  complaint  of  abdominal  pain  of  three  months’ 
duration.  Her  later  course  was  marked  by  embolic 
occlusion  of  the  right  brachial  artery,  and  finally  a 
right  hemiparesis  with  aphasia  resulted  in  her 
admission  to  the  hospital. 

Her  past  history  was  significant  in  that  a nevus 
of  the  shoulder  had  been  cauterized  in  July,  1958, 
and  when  it  recurred  in  December,  1958,  it  had 
been  excised.  The  pathologic  diagnosis  was  malig- 


nant melanoma,  and  wide  excision  followed  by 
chemotherapy  with  THIOTEPA  was  done  in  Janu- 
ary, 1959. 

Physical  examination  at  the  time  of  admission 
confirmed  the  brachial-artery  occlusion,  and  in 
addition  revealed  a grade  II  blowing  systolic  mur- 
mur along  the  low  left  sternal  border  and  at  the 
apex.  There  was  a prominent  third  sound  in  early 
diastole  at  the  apex.  X-ray  examination  of  the 
heart  was  normal.  Her  electrocardiogram  was  nor- 
mal initially,  but  later  revealed  an  incomplete  right 
bundle  branch  block.  The  clinical  diagnosis  in  this 
instance  was  multiple  emboli  of  unknown  origin, 
and  the  possibility  of  malignant  melanoma  was 
strongly  considered. 

Postmortem  examination  revealed  a tumor  aris- 
ing from  the  under  surface  of  the  posterior  leaflet 
of  the  mitral  valve.  This  tumor  arose  entirely  from 
the  leaflet  and  showed  a free  margin  of  leaflet  at 
the  annular  ring  separating  it  from  the  myocardi- 
um. Portions  of  the  growth  extended  through  the 
valve  into  the  atrium  and  partially  occluded  the 
lumen.  Tumor  also  extended  into  the  ventricle  in 
and  around  the  papillary  muscles  and  chorda 
tendineae.  Microscopic  examination  did  not  re- 
veal melanin  in  the  tissue.  There  was  no  blood- 
vessel invasion.  The  final  diagnosis  was  anaplastic 
sarcoma  of  the  mitral  valve,  with  tumor  emboli  to 
the  left  brachial,  left  internal  carotid,  splenic  and 
superior  mesenteric  arteries. 

Case  No.  6.  A 51-year-old  housewife  was  admit- 
ted to  the  University  Hospitals  in  April,  1962.  She 
complained  of  having  had  severe  fatigue  and 
swelling  of  the  legs  and  abdomen  for  several  years, 
with  an  increase  in  severity  during  the  three 
months  prior  to  admission.  She  appeared  pale  and 
chronically  ill,  with  pronounced  neck-vein  disten- 
tion, hepatomegaly  with  ascites,  and  edema  of  the 
extremities.  She  was  able  to  lie  flat  in  bed  without 
noticeable  distress.  Cardiac  examination  disclosed 
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grade  II  to  III  blowing  systolic  and  diastolic  mur- 
murs low  along  the  left  sternal  border.  These 
were  interpreted  by  many  observers  as  indicating 
a pericardial  friction  rub,  but  careful  auscultation 
revealed  a very  definite  increase  in  both  murmurs 
during  inspiration.  X-ray  examination  revealed  a 
heart  which  was  unremarkable  in  configuration  or 
specific  chamber  enlargement.  The  electrocardio- 
gam  was  interpreted  as  showing  widespread  non- 
specific ST-segment  and  T-wave  abnormalities. 
Cardiac  catheterization  demonstrated  marked  ele- 
vation of  right  atrial  pressure  and  normal  right 
ventricular  and  pulmonary  artery  pressures,  re- 
sulting in  a gradient  of  12.0  mm.  Hg  between  the 
right  ventricle  and  the  right  atrium  in  early  dias- 
tole, and  12.5  mm.  Hg  in  end-diastole  (Figure  3). 
An  angiocardiogram  demonstrated  a constant  ir- 
regular filling  defect  in  the  right  atrium,  and  delay 
in  the  passage  of  dye  from  the  right  atrium  into 
the  right  ventricle  (Figure  4).  Exploration,  with 
cardiopulmonary  bypass,  revealed  a tumor  arising 
within  the  right  atrium  and  extending  through  the 
tricuspid  valve  orifice  into  the  right  ventricle  and 
out  into  the  outflow  tract  of  the  ventricle. 

The  tumor  was  removed  successfully,  and  micro- 
scopically was  classified  as  a myxoma. 

DISCUSSION 

These  cases  exemplify  the  protean  manifesta- 
tions of  intracardiac  tumors.  Each  case  had  certain 
features  which  troubled  the  clinician  at  the  time, 
and  which  in  retrospect  would  make  one  strongly 
consider  the  diagnosis  of  primary  intracardiac  tu- 
mor. 

The  left-sided  tumors  most  often  masquerade 
as  mitral  stenosis,  for  the  patients  present  with 
progressive  dyspnea,  orthopnea  and  occasionally 
substernal  pain.  Physical  examination  usually  re- 
veals right  ventricular  overaccessibility,  accen- 


tuation of  the  mitral  and  pulmonic  valve-closure 
sounds,  an  apical  presystolic  thrill  and  murmur, 
and  in  rare  instances,  mitral  opening  snaps.  The 
symptoms  and  signs  can  be  explained  on  the  basis 
of  the  mobile  intra-atrial  mass’s  acting  in  a ball- 
valve  fashion  at  the  mitral  valve  orifice  This  me- 
chanical factor  may  provide  the  two  most  helpful 
clues  to  the  diagnosis,  namely,  variation  in  symp- 
toms and  signs  with  change  of  position,  and  syn- 
copal episodes  that  may  also  be  related  to  the  pa- 
tient’s assuming  sitting  or  standing  positions.  It  is 
interesting  that  over  370  instances  of  left-atrial 
tumor  or  thrombi  have  been  mistaken  for  mitral 
stenosis. 

Acute  arterial  occlusion  is  the  other  major  pre- 
senting manifestation  of  left-sided  tumors,  as  illus- 
trated by  Case  No.  3 and  Case  No.  5.  It  is  estimat- 
ed that  more  than  90  per  cent  of  arterial  emboli  are 
cardiac  in  origin,11  and  that  mural  thrombosis  as- 
sociated with  myocardial  infarction  and  chronic 
rheumatic  heart  disease  account  for  50  and  40 
per  cent,  respectively.12  Intracardiac  tumor  must 
therefore  be  considered  as  a rare  but  definite  cause 
of  acute  arterial  occlusion.  It  is  worth  mentioning 
that  a case  has  been  reported  of  myxoma  of  the 
right  atrium  with  a patent  foramen  ovale  resulting 
in  right-to-left  shunt,13  and  thus  that  paradoxical 
embolization  is  within  the  realm  of  possibility. 

Right-sided  tumors  most  often  are  misdiagnosed 
as  constrictive  pericarditis  or  tricuspid  stenosis, 
presenting  as  did  Case  No.  6 with  marked  weak- 
ness, weight  loss  and  swelling  of  the  abdomen, 
ankles  and  feet.  The  appearance  of  a patient  who 
has  marked  neck-vein  distention,  hepatomegaly 
with  ascites,  and  extremity  edema,  and  who  is  able 
to  lie  perfectly  flat  in  bed  must  alert  one  to  the 
possibility  of  right-atrial  tumor.  Again,  the  pres- 
ence of  a semimobile  mass  within  the  right  atrium 
may  produce  variations  of  symptoms  and  signs 
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Figure  3.  Right-atrial  and  right-ventricular  pressure  tracings 
pressure  gradient  between  atrium  and  ventricle. 


from  Case  No.  6,  placed  side  by  side.  Note  the  marked  diastolic 
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with  position  change,  and  more  importantly,  care- 
ful auscultation  may  give  the  clue  to  the  diag- 
nosis if  a definite  inspiratory  increase  in  the  mur- 
murs can  be  demonstrated. 

Other  manifestations  include  fever  and  an  ele- 
vated sedimentation  rate  mimicking  bacterial  en- 
docarditis. However,  multiple  blood  cultures  are 
negative,  as  in  Case  No.  1.  A less  common  but 
perplexing  finding  is  gangrene  of  the  nose  and 
toes.  This  is  related  to  sudden  decreases  in  cardiac 
output,  with  resultant  intense  peripheral  arteriolar 
and  probably  venular  constriction.  A recently  re- 
ported case14  presented  with  polycythemia  and  an 
elevated  platelet  count,  and  was  initially  diagnosed 
as  polycythemia  vera.  The  correct  diagnosis  was 
later  established,  the  blood  picture  returned  to 
normal  following  removal  of  the  tumor,  and  thus 
another  neoplasm  was  added  to  the  lengthy  list  of 
conditions  known  to  produce  polycythemia.  Flush- 
ing may  be  noted  with  these  tumors,  and  may  re- 
sult in  an  initial  impression  of  carcinoid  syndrome. 

Thus  the  differential  diagnosis  resolves  into  a 
discussion  of  diseases  which  are  usually  diagnosed 
when  a true  primary  intracardiac  tumor  presents. 

Routine  roentgenograms  yield  no  diagnostic 


Figure  4.  Angiocardiogram  from  Case  No.  6 showing  an 
irregular  filling  defect  within  the  right  atrium  with  an  ex- 
tension through  the  tricuspid  orifice  into  the  right  ventricle. 


findings  in  the  presence  of  intracavitary  cardiac 
lesions.  An  unusual  or  irregular  cardiac  shadow, 
however,  should  alert  the  physician  to  this  possi- 
bility. Left-atrial  myxomas  result  in  findings  simi- 
lar to  those  of  rheumatic  mitral  valvular  disease, 
with  left-atrial  enlargement,  hypertrophy  of  the 
main  pulmonary  artery  segment,  hypertensive 
changes  of  the  pulmonary  veins  and  arteries,  and 
right  ventricular  hypertrophy.  Right-atrial  myxo- 
mas may  simulate  tricuspid  valvular  disease  with 
right-atrial  and  ventricular  enlargement.  The  rari- 
ty of  isolated  tricuspid  valvular  disease,  however, 
should  arouse  suspicion  of  tumor. 

Serial  electrocardiographic  changes,  correlated 
with  the  clinical  and  roentgenologic  findings,  help 
to  substantiate  the  diagnosis  of  an  intracavitary 
cardiac  lesion.  With  progressive  obstruction  to  the 
right  side  of  the  circulation,  the  P waves  become 
tall  as  a result  of  right-atrial  enlargement,  the 
voltage  of  the  R waves  decreases  because  of  im- 
paired myocardial  function,  and  right  bundle 
branch  block  usually  occurs.  Tumors  of  the  left 
side  of  the  heart  produce  broad,  notched  P waves 
suggestive  of  mitral  stenosis,  and  as  pulmonary 
hypertension  develops,  the  electrical  axis  shifts  to 
the  right,  and  frank  right-ventricular  hypertrophy 
appears.  Widespread  ST-segment  and  T-wave 
changes  are  also  often  associated  with  both  right- 
and  left-sided  tumors. 

Cardiac  catheterization  may  be  helpful,  particu- 
larly in  right-sided  tumors.  A significant  pressure 
differential  between  the  right  atrium  and  ventricle 
during  diastole  is  noted  only  with  obstruction  at 
the  tricuspid  valve  orifice.  This  is  an  important 
point  of  differentiation  between  constrictive  peri- 
carditis and  tricuspid  valvular  obstruction,  and  is 
illustrated  in  the  tracing  from  Case  No.  6 (Figure 
3).  The  high  pressure  in  the  right  atrium  at  cathe- 
terization may  also  raise  the  question  of  Ebstein’s 
anomaly. 

Angiocardiography  is  the  most  important  diag- 
nostic procedure  for  the  identification  of  intra- 
cavitary cardiac  tumors.  Chamber  filling  defects 
are  clearly  outlined  and  are  often  diagnostic  of 
tumor,  as  illustrated  by  the  angiocardiogram  from 
Case  No.  6 (Figure  4). 

SUMMARY 

Six  patients  with  primary  tumors  of  the  heart 
have  been  reviewed.  The  clinical  manifestations 
included  symptoms  and  signs  compatible  with  mi- 
tral valvular  disease,  tricuspid  valvular  disease, 
constrictive  pericarditis,  bacterial  endocarditis  and 
acute  arterial  occlusion.  Routine  roentgenograms 
and  electrocardiograms  are  not  diagnostic,  and 
only  cardiac  catheterization  and  angiocardiogra- 
phy will  facilitate  accurate  preoperative  diagnoses. 
Finally,  it  is  important  that  this  diagnosis  be  es- 
tablished, for  operation  with  the  cardiopulmonary 
bypass  offers  us  an  excellent  chance  to  cure  this 
condition. 
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Jaundice  appearing  after  the  third  day  of  life  and 
persisting  for  a week  or  more  may  be  due  to  any 
one  of  the  following  conditions:  (1)  congenital 

atresia  of  the  bile  ducts,  (2)  idiopathic  dilatation 
of  the  common  bile  duct,  (3)  toxoplasmosis,  (4) 
cytomegalic  inclusion  disease,  (5)  galactosemia, 
(6)  inspissated  bile  syndrome,  (7)  septicemia,  (8) 
congenital  syphilis,  (9)  congenital  spherocytosis, 
(10)  herpetic  hepatitis,  (11)  acquired  hemolytic 
anemias,  (12)  prematurity,  and  (13)  neonatal 
hepatitis. 

It  is  the  purpose  of  this  paper  to  review  present 
knowledge  concerning  “neonatal  hepatitis,”  and  to 
present  a case  presumably  illustrative  of  the  late 
sequelae  of  that  disease.  Ruebner1  says  “About 
85  per  cent  of  jaundiced  infants  . . . suffer  from 
either  congenital  obliteration  of  the  extrahepatic 
bile  ducts  or  from  a parenchymal  liver  disease 
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pursuing  the  subject  in  depth.  Dr.  Donal  Dunphy,  profes- 
sor and  head  of  the  Department  of  Pediatrics,  reviewed  the 
paper  and  offered  suggestions. 
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Hepatitis 


with  a normally  patent  biliary  tree.  The  latter  con- 
dition is  of  uncertain  etiology  and  many  names 
have  been  applied  to  it.  The  one  most  commonly 
used  is  neonatal  hepatitis.” 

CASE  REPORT 

A 14%-year-old  white  female  was  admitted  to 
the  pediatric  service  of  the  University  Hospitals 
on  February  2,  1962,  because  of  hematemesis 
which  had  occurred  seven  days  before  admission. 

The  patient  was  the  product  of  a normal  preg- 
nancy and  weighed  6 lbs.  8 oz.  at  birth.  There  is 
evidence  that  the  patient  had  respiratory  difficul- 
ties with  cyanosis  during  the  immediate  neonatal 
period  and  was  placed  in  an  incubator  for  several 
days  after  birth.  She  is  reported  to  have  been 
jaundiced  either  at  birth  or  in  the  next  few  days, 
and  to  have  remained  so  during  the  first  four 
weeks  of  life.  Her  growth  was  slower  than  normal 
throughout  her  first  three  years.  She  had  frequent 
upper-respiratory  infections  during  that  period. 
When  she  was  three  years  old,  a one-week  epi- 
sode of  bright  red,  bloody  stools  occurred,  but  the 
condition  cleared  without  treatment.  She  grew 
satisfactorily  from  the  age  of  three  years  to  the 
time  of  her  admission.  The  patient  experienced  a 
severe  episode  of  epistaxis  one  or  two  years  prior 
to  admission,  and  it  was  treated  with  nasal  pack- 
ing and  Phenylephrine.  For  two  years  prior  to  ad- 
mission she  had  recurrent  epigastric  pain,  post- 
prandially,  and  it  was  relieved  by  antacids  and 
milk.  A diagnosis  of  diabetes  mellitus  was  made 
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six  months  prior  to  admission,  on  the  basis  of  a 
history  of  polydypsia,  polyuria,  a 20  lb.  weight 
loss,  glucosuria,  and  hyperglycemia.  She  was  treat- 
ed with  70  units  of  N.P.H.  insulin  per  day,  taken 
before  breakfast. 

Seven  days  before  admission,  the  patient  awoke 
at  3 a.m.  and  vomited  a large  amount  of  bright  red 
unclotted  blood.  She  was  taken  to  a local  hospital, 
and  while  there  she  had  three  additional  episodes 
of  hematemesis.  Five  units  of  whole  blood  were  re- 
quired to  stabilize  her  condition.  An  upper-gastro- 
intestinal series  is  said  to  have  revealed  a duo- 
denal ulcer.  No  esophageal  varices  were  visual- 
ized. 

On  her  arrival  at  University  Hospitals,  the  pa- 
tient gave  no  additional  history  of  bloody  or  tarry 
stools,  food  intolerances  or  other  gastrointestinal 
complaints.  Her  mother  denied  ever  having  been 
jaundiced,  and  there  is  no  family  history  of  blood 
group  incompatibility.  The  patient  has  two  sisters 
and  one  brother  in  good  health.  A brother  died  at 
IV2  days  of  age.  A paternal  uncle  has  diabetes 
mellitus,  and  a maternal  grandmother  and  two 
maternal  aunts  have  peptic  ulcers. 

Physical  examination  on  admission  revealed  a 
healthy-looking  adolescent  female  in  no  acute  dis- 
tress. The  patient’s  height  and  weight  were  above 
the  fiftieth  percentile  levels  for  her  age.  Her 
breasts  were  budding,  and  she  had  moderate 
amounts  of  pubic  and  axillary  hair.  She  had  not 
yet  experienced  the  menarche.  She  was  afebrile. 
Her  blood  pressure  was  130/76  mm.  Hg,  and  her 
pulse  rate  was  68  per  minute  and  regular.  The 
submaxillary  glands  were  bilaterally  enlarged  and 
firm.  The  liver  was  not  palpable.  The  spleen  was 
enlarged,  firm,  slightly  irregular  in  outline,  and 
palpable  10-12  cm.  below  the  left  costal  margin. 
The  remainder  of  her  physical  examination  was 
not  remarkable. 

Laboratory  studies  revealed  a hemoglobin  con- 
centration of  12.7  Gm.  per  cent,  a hematocrit  of 
40  vol.  per  cent,  a reticulocyte  count  of  0.9  per 
cent,  and  a white  blood  cell  count  of  2,750  per 
cubic  millimeter,  with  a normal  differential  count 
and  45,000  platelets.  Urinalysis  revealed  4+  gluco- 
suria and  no  acetonuria,  and  the  fasting  blood 
sugar  was  300  mg.  per  cent.  A diabetic  type  of  re- 
sponse was  obtained  to  an  oral  glucose  tolerance 
test.  Gastric  analysis  showed  normal  values  of 
free  acid  in  the  stomach.  An  upper-gastrointestinal 
series  and  esophagram  revealed  esophageal  var- 
ices, but  no  evidence  of  duodenal  ulcer.  The  blood 
urea  nitrogen  concentration  was  13.0  mg.  per  cent, 
and  the  creatinine  concentration  was  0.7  mg.  per 
cent.  The  albumin/globulin  ratio  was  3. 8/4. 2 Gm. 
per  cent,  the  alkaline  phosphatase  was  2.2  Bodan- 
sky  units,  the  serum  glutamic  oxaloacetic  trans- 
aminase was  16  units,  a cephalin  flocculation  test 
was  2+  in  24  hours  and  4+  in  48  hours,  the  thymol 
turbidity  was  3 units,  and  a Bromsulfalein  test 
showed  2 per  cent  retention  in  45  minutes.  Bili- 


rubin determinations  revealed  a one-minute  value 
of  0.1  and  a total  value  of  1.0  mg.  per  cent.  The 
prothrombin  time  was  17.5  minutes,  with  a con- 
trol of  13.5  minutes.  Sweat  chlorides  were  normal,, 
as  were  intravenous  pyelograms  and  an  electro- 
encephalogram. A bone  marrow  aspirate  showed 
normal  marrow  tissue  with  a suggestion  of  slight 
erythroid  hyperplasia. 

On  the  basis  of  the  patient’s  clinical  findings, 
clinical  diagnoses  of  hepatic  cirrhosis,  hypersple- 
nism,  portal  hypertension,  esophageal  varices,  and 
diabetes  mellitus  were  made.  An  attempt  was 
made  to  control  the  patient’s  diabetes  mellitus  and 
to  correct  her  prothrombin  time.  On  the  thirty- 
third  hospital  day  a splenoportogram  revealed  a 
dilated,  enlarged  and  tortuous  splenic  vein.  The 
portal  vein  did  not  fill  with  dye.  On  the  thirty- 
fifth  hospital  day  the  patient  was  taken  to  the 
operating  room,  where  splenectomy,  a splenorenal 
shunt  and  a liver  biopsy  were  performed.  The  pre- 
operative portal  pressure  was  34  cm.  of  water,  and 
postoperatively  it  was  19  cm.  of  water. 

The  postoperative  course  was  uncomplicated, 
and  the  patient  was  discharged  from  the  hospital 
on  the  forty-eighth  hospital  day  with  a 2,700  cal- 
orie diet  and  a regiment  of  regular  and  N.P.H.. 
insulin  for  the  control  of  her  diabetes  mellitus. 

Pathologic  examination  of  specimens  obtained  at 
surgery  revealed  a spleen  that  weighed  1,050  Gm. 
and  appeared  normal  on  gross  inspection.  It  had  a 
smooth  capsule,  and  the  cut  surface  revealed  nor- 
mal splenic  architecture.  Prominent  Malpighian 
corpuscles  were  seen,  and  there  was  congestion  of 
the  vascular  system.  Microscopically,  focal  peri- 
vascular hemorrhages  were  present,  and  the  tra- 
beculae were  quite  prominent,  with  an  increased 
fibrosis  in  some  perivascular  areas.  Many  of  the 
sinusoids  were  empty,  but  others  were  congested 
with  erythrocytes. 

The  liver  biopsy  revealed  a wedge  of  firm,  pale, 
yellow-tan  tissue  which  was  grossly  nodular  in 
character.  Microscopically,  the  liver  showed  great- 
ly increased  fibrous  connective  tissue  in  the  region 
of  the  portal  triads,  with  lymphocytic  infiltration 
of  that  area.  The  liver  sinusoids  did  not  appear  di- 
lated, and  no  bile  stasis  was  present.  Post-hepatic 
cirrhosis  was  the  pathologic  diagnosis. 

The  patient  returned  six  weeks  after  discharge 
for  follow-up  studies.  At  that  time,  she  complained 
that  right  costo-vertebral  angle,  right  flank,  and 
right  lower  quadrant  pain  had  been  intermittently 
present  for  two  weeks.  She  had  experienced  sever- 
al episodes  of  emesis  since  leaving  the  hospital,  but 
no  hematemesis.  She  had  had  no  insulin  reactions, 
but  consistently  had  had  3+  to  4+  glucosuria.  She 
denied  acetonuria.  Her  insulin  requirement  had 
been  increasing  steadily,  and  she  had  gained  15 
pounds.  Urine  culture  revealed  E.  coli  sensitive  to 
Furadantin.  She  was  placed  on  a reduced  caloric 
diet,  and  Furadantin  100  mg.  t.i.d.  for  14  days  was 
prescribed.  Three  further  return  visits,  at  two- 
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month  intervals,  revealed  that  the  patient’s  dia- 
betes still  had  not  been  well  controlled.  She  had 
one  episode  of  acidosis  requiring  hospitalization, 
and  she  also  was  hospitalized  for  one  week  with 
an  attack  of  gastroenteritis.  When  last  seen,  nine 
months  postoperatively,  her  primary  problem  was 
one  of  poor  control  of  diabetes  mellitus. 

DISCUSSION 

It  may  seem  inappropriate  to  present  the  case 
history  of  a 14-year-old  adolescent  female  in  a 
paper  concerning  neonatal  hepatitis,  but  it  seems 
probable  that  this  patient  represents  the  long-term 
effects  of  that  entity. 

Although  there  is  no  proof  that  the  patient  was 
a victim  of  neonatal  hepatitis,  the  history  of  jaun- 
dice, present  at  birth  and  lasting  four  weeks,  is 
suggestive  of  such  a diagnosis.  There  is  no  evi- 
dence to  suggest  that  blood-group  incompatibility 
or  an  infectious  bacterial  process  was  responsible 
for  her  jaundice.  Congenital  or  developmental 
hepato-biliary  anomalies  as  the  etiology  of  her 
jaundice  were  ruled  out  by  exploratory  laparoto- 
my during  her  stay  in  the  hospital. 

Her  reported  cyanosis  at  birth  could  have  re- 
sulted in  hepatic  damage  due  to  hypoxia,  and 
therefore  could  have  been  responsible  for  her 
jaundice.  We  were  unable  to  exclude  this  possi- 
bility. 

In  the  final  analysis,  we  have  presupposed  that 
neonatal  hepatitis  was  responsible  for  the  patient’s 
episode  of  jaundice.  We  acknowledge  the  fact  that 
the  patient’s  early  history,  as  reported  by  her 
mother,  is  not  completely  reliable,  but  for  the 
present  purpose  we  have  accepted  it  at  face  value. 

Her  subsequent  course  probably  represents  two 
different  pathologic  processes  at  work,  namely: 
(1)  diabetes  mellitus,  and  (2)  hepatic  cirrhosis 
secondary  to  neonatal  hepatitis.  At  the  time  of 
her  initial  admission  to  the  University  Hospitals, 
cirrhosis  had  advanced  to  such  a degree  as  to  pro- 
duce portal  hypertension,  splenomegaly  and  esoph- 
ageal varices.  Her  history  of  diabetes  mellitus, 
epigastric  pain  and  duodenal  ulcer  are  probably 
unrelated  to  her  cirrhosis.  The  difficulty  encoun- 
tered in  controlling  her  diabetes  can  be  accounted 
for,  at  least  in  part,  by  a severely  damaged  liver 
unable  to  store  and  metabolize  the  products  of 
carbohydrate  metabolism  properly.  The  patient 
also  represents  the  brittle  juvenile  form  of  dia- 
betes which  is  notoriously  refractory. 

As  will  be  pointed  out  in  the  ensuing  discussion 
of  the  literature,  the  natural  history  of  neonatal 
hepatitis  is  usually  brief,  terminating  fatally  with- 
in a period  ranging  in  length  from  a few  months 
to  several  years  after  inception  of  the  disease. 
No  explanation  for  the  longer  survival  of  this  pa- 
tient has  been  discovered,  but  we  believe  that  this 
single  fact  is  not  enough  to  invalidate  our  assump- 
tion that  her  case  represents  one  point  in  the  path- 
ologic continuum  of  neonatal  hepatitis.  Indeed, 
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the  significance  of  reporting  this  case  lies  in  the 
fact  that  our  patient  survived  her  initial  episode  of 
hepatitis  and  lived  to  demonstrate  the  devastating 
long-term  after-effects  of  the  disease. 

LITERATURE  REVIEW 

In  1937,  Braid  and  Ebbs2  published  a report  on 
a Caucasian  female  who  died  at  34/2  years  of  age 
with  a history  of  acholic  stools,  hepatosplenomeg- 
aly  and  an  increased  concentration  of  bilirubin  in 
the  blood.  They  correlated  their  study  with  that  of 
Lightwood,  who  had  previously  made  a study  of 
what  he  called  “icterus  gravis  neonatorum.”  Light- 
wood’s  series  of  nine  patients  included  seven  chil- 
dren more  than  five  weeks  of  age  who  showed 
evidence  of  hepatic  fibrosis.  This  was  most  con- 
spicuous in  the  portal  areas,  but  was  also  present 
intercellularly.  Braid  postulated  that  these  cases 
of  neonatal  icterus  might  have  been  due  to  a con- 
genital developmental  defect,  perhaps  related  to 
hepato-lenticular  degeneration.  He  was  unable, 
however,  to  find  any  central  nervous  system  or 
skeletal  lesions  in  his  own  case.  In  1943,  Light- 
wood  first  demonstrated  findings  consistent  with 
icterus  gravis  neonatorum  in  three  patients  with 
biliary  obstruction. 

In  1951,  Stokes  and  Wolman3  reviewed  the  lit- 
erature on  neonatal  hepatitis  and  reported  an  ad- 
ditional group  of  12  patients,  all  of  whom  had  de- 
veloped jaundice  at  birth.  It  was  their  impression 
that  clinical  data  gathered  from  their  group  and 
from  other  ones  gave  strong  support  to  the  thesis 
that  viral  hepatitis,  whether  caused  by  the  infec- 
tious-hepatitis or  by  the  serum-hepatitis  strain, 
could  be  transplacental  in  origin.  The  infectious- 
hepatitis  virus  is  present  in  the  blood  only  during 
its  two-  to  six-week  incubation  period.  The  new- 
born child  therefore  will  not  be  affected  unless  the 
mother  is  ill  with  the  virus  at  or  near  term.  Pre- 
sumably, maternal  antibodies  would  cross  the  pla- 
centa and  protect  the  fetus  if  the  mother  contract- 
ed the  disease  earlier  during  her  pregnancy.  In  one 
of  the  cases  in  their  study,  Stokes  and  Wolman 
were  able  to  transmit  the  virus  from  both  mother 
and  affected  child  to  human  volunteers.  They  iden- 
tified this  as  the  virus  of  homologous  serum  hepa- 
titis. The  virus  responsible  for  homologous  serum 
hepatitis  has  an  incubation  period  of  60  to  150 
days.  The  appearance  of  jaundice  at  birth  or  soon 
afterward  would  coincide  with  the  transplacental 
transmission  of  this  virus  some  time  in  the  second 
or  third  trimesters  of  pregnancy. 

Several  other  investigators4-6  have  also  present- 
ed evidence  for  the  transplacental  transmission  of 
a virus  similar  to,  if  not  identical  with,  that  of 
homologous  serum  hepatitis  as  a causative  agent 
in  neonatal  hepatitis.  These  same  investigators 
have  reported  an  average  survival  of  less  than 
two  years  after  infection,  in  these  patients.  Neo- 
natal hepatitis  has  been  reported  in  siblings,4-6 
and  an  icterogenic  virus  has  been  isolated  from  the 
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mother  of  one  of  the  family  groups  of  affected 
children. 

The  pathologic  anatomy  of  neonatal  hepatitis 
has  gradually  been  clarified  since  Lightwood’s  orig- 
inal studies  in  the  mid-nineteen  thirties.  Craig, 
Gellis,  and  Hsia,7  in  1955,  reported  the  following 
pathologic  findings  upon  postmortem  examination 
of  nine  infants  who  died  of  neonatal  hepatitis: 
“All  the  livers  weighed  1.1  to  1.5  times  normal, 
perhaps  due  to  the  rapid  course  of  the  disease  ter- 
minating in  death  in  all  cases  before  the  age  of  Wz 
years.  All  cases  displayed  an  increased  prominence 
of  the  lobular  pattern,  and  the  liver  cell  cords  were 
badly  distorted.  Regenerating  nodules  were  not 
prominent  except  in  the  two  older  children.  With 
increasing  age,  there  seems  to  be  an  increase  in 
periportal  scarring.”  They  believe  that  cirrhosis 
of  the  liver  commonly  occurs  following  neonatal 
hepatitis. 

In  1959,  Shorter  and  colleagues,8  at  the  Mayo 
Clinic,  reviewed  the  seven  cases  of  neonatal  hepa- 
titis seen  there  between  1924  and  1957.  All  their 
patients  had  been  jaundiced  during  the  first  month 
of  life,  and  six  of  the  seven  patients  had  acholic 
stools  and  hepatomegaly.  Histologic  examination 
of  tissue  from  these  patients  revealed  that  the  por- 
tal tracts  were  infiltrated  with  inflammatory  cells, 
predominantly  of  the  mononuclear  type.  There  was 
proliferation  of  the  fibrous  connective  tissue  in  the 
portal  tracts  and  in  the  adjacent  parenchymal 
tissue.  Almost  universally  there  was  eosinophilic 
degeneration  of  the  hepatic  parenchymal  cells. 
Their  most  obvious  and  impressive  finding  was  the 
occurrence  of  giant  cells.  These  were  multi-nu- 
cleated, the  average  number  of  nuclei  was  nine, 
and  the  cells  were  two  to  six  times  as  large  as 
normal.  Other  reports  of  this  finding9-  10  have  ap- 
peared in  the  literature.  Craig,11  commenting  on 
the  occurrence  of  these  giant  cells  in  infantile 
hepatitis,  feels  that  they  are  limited  to  affected 
children  less  than  two  or  three  years  of  age.  There 
is,  as  yet,  no  explanation  for  the  fact  that  they  do 
not  appear  when  older  children  develop  hepatitis, 
but  Shorter  and  co-workers  feel  that  they  may 
represent  the  exaggerated  power  of  the  regenera- 
tive response  of  the  infant  liver. 

Foci  of  hematopoiesis  in  extramedullary  tis- 
sues, notably  in  the  liver  and  spleen,  were  re- 
ported by  Ruebner,1  in  1960,  as  occurring  in  neo- 
natal hepatitis.  He  compared  his  findings  in  four 
cases  of  neonatal  hepatitis  with  those  thought  to 
be  characteristic  of  biliary  atresia,  and  drew  the 
following  conclusions.  Although  prominent  giant 
cells  have  been  thought  to  suggest  neonatal  hepa- 
titis, they  have  been  found  in  as  many  as  one-third 
of  patients  with  biliary  atresia.  The  duct-like  ar- 
rangement of  the  liver  cells  is  much  more  com- 
mon in  neonatal  hepatitis  than  in  biliary  atresia. 
The  presence  of  extramedullary  hematopoiesis  in 
the  liver  seems  to  be  highly  suggestive  of  neonatal 
hepatitis,  especially  if  blood-group  incompatibility 


can  be  excluded.  He  concluded:  “The  histologic 
pattern  of  neonatal  hepatitis  differs  from  that  of 
infectious  hepatitis  in  the  adult  in  certain  respects. 
Until  the  virus  or  viruses  of  neonatal  hepatitis 
can  conclusively  be  demonstrated,  uncertainty  as 
to  whether  this  variation  is  due  to  differences  in 
etiologic  agents  or  merely  to  the  difference  in  the 
affected  age  groups  must  remain.” 

An  interesting  aspect  of  neonatal  hepatitis,  pre- 
sented by  Hsia,  Boggs,  and  co-workers12  and  based 
upon  examination  of  120  patients  from  39  fami- 
lies, is  that  the  incidence  of  this  condition  is  con- 
sistent with  an  autosomal  recessive  type  of  genetic 
inheritance,  but  these  workers  could  not  exclude 
extra-genetic  factors. 

Many  laboratory  determinations  have  been  em- 
ployed in  an  attempt  to  establish  differential  diag- 
nostic criteria  for  jaundice  in  neonates  and  chil- 
dren. Kove  et  al.ls  in  1957,  made  a two-part  study 
on  serum  glutamic  oxaloacetic  transaminase 
(SGOT)  and  serum  glutamic  pyruvic  transami- 
nase (SGPT)  in  an  effort  to  use  these  two  de- 
terminations as  an  aid  in  the  diagnosis  of  various 
etiologies  of  jaundice  in  the  newborn  period.  It  has 
been  known  for  some  years  that  an  increase  in 
the  activity  of  SGOT  is  demonstrable  in  the  se- 
rums of  patients  with  acute  hepatic  parenchymal 
injury.  Kove  and  his  associates13  determined  that 
the  normal  level  of  SGOT  in  infants  is  less  than 
120  units.  Except  for  somewhat  lesser  activity  in 
cord  blood,  neither  the  age  of  the  infant  nor  the 
degree  of  hyperbilirubinemia  appeared  to  influ- 
ence the  activity  of  SGOT. 

In  studying  the  activity  of  SGPT,  these  investi- 
gators found  that  the  alteration  of  activity  of  this 
enzyme  reflects  the  presence  of  acute  hepatocellu- 
lar injury  to  a greater  degree  than  does  SGOT, 
and  that  in  contrast  to  SGOT,  SGPT  does  not 
rise  in  the  presence  of  acute  cardiac  injury. 
SGPT  has  a normal  value  of  less  than  90  units 
in  the  infant,  and  this  level  is  not  affected  by 
hyperbilirubinemia.  They  found  that  SGPT  is  more 
stable  than  SGOT,  and  therefore  that  smaller 
rises  of  SGPT  are  significant  in  the  diagnosis  of 
acute  hepatocellular  injury. 

They  concluded  from  their  preliminary  studies 
that  neonatal  biliary  obstruction  is  characterized 
by  increases  of  SGOT  and  SGPT  in  the  serum, 
but  that  levels  greater  than  300  to  500  units  are 
diagnostic  of  neonatal  hepatitis,  and  that  levels 
below  this  are  indicative  of  an  obstructive  lesion. 
Even  in  severe  hemolytic  states,  the  SGPT  re- 
mains less  than  90  units.  They  feel  that  SGPT  de- 
terminations are  therefore  a useful  guide  in  de- 
termining whether  neonatal  jaundice  is  due  to 
parenchymal  disease  or  to  an  obstructive  lesion. 

The  most  recent  attempts  at  a laboratory  de- 
termination as  a positive  means  of  differentiating 
neonatal  hepatitis  from  biliary  atresia  center 
around  the  study  by  Rutenberg  et  a,l.14  of  the  en- 
zyme serum  leucine  aminopeptidase  (SLAP).  Nor- 
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mal  values  for  SLAP  in  venous  or  capillary  blood 
were  established  as  being  100-280  units  in  infants 
one  to  five  days  old,  and  85-255  units  for  infants 
six  to  60  days  old.  These  values,  they  found,  are 
unrelated  to  birth  weight  or  sex,  and  are  not 
altered  by  mild  to  moderate  hemolytic  states.  They 
consider  levels  of  SLAP  greater  than  500  units  as 
being  diagnostic  of  biliary  atresia.  Eighteen  in- 
fants with  hemolytic  disease  or  physiologic  jaun- 
dice were  tested,  and  all  had  SLAP  values  within 
the  normal  range.  Twenty-one  infants  of  ages 
ranging  from  one  to  nine  months  were  studied 
after  a diagnosis  of  biliary  atresia  had  been  made. 
Nineteen  of  the  21  had  SLAP  values  greater  than 
500  units  preoperatively,  and  two  had  values  less 
than  500  but  greater  than  255  units.  Serial  SLAP 
determinations  were  made  in  six  infants  postop- 
eratively,  and  they  consistently  showed  levels 
greater  than  500  units  for  up  to  10  weeks  after 
surgery.  Five  cases  of  neonatal  hepatitis  were 
found  at  operation,  and  all  these  cases  had  had 
preoperative  SLAP  values  of  less  than  500  units. 
The  authors  conclude:  “Preliminary  observations 
. . . indicate  that  the  SLAP  test  appears  to  be  of 
aid  in  differentiating  biliary  atresia  from  neonatal 
hepatitis.”  They  stress  the  fact  that  serial  determi- 
nations were  not  necessary  for  diagnosis.  They 
also  noted  that  two  of  their  21  patients  with  bili- 
ary atresia  had  SLAP  levels  that  were  not  diag- 
nostic of  this  condition,  and  for  that  reason  they 
directed  that  if  other  indications  exist  for  opera- 
tion, the  infant  should  be  explored  even  if  the 
SLAP  level  is  less  than  500  units. 

In  1960,  Silverberg  and  associates15  compared 
260  cases  of  extrahepatic  biliary  obstruction  with 
38  cases  of  neonatal  hepatitis.  They  concluded  that 
the  two  diseases  can  coexist,  and  that  microscopic 
examination  alone  cannot  be  employed  to  rule  out 
atresia  of  the  hepatic  ducts.  They  went  on  to  say 
that  tests  for  urobilinogen  in  urine  and  stools,  bile 
in  duodenal  aspirates,  and  serial  bilirubin  determi- 
nations are  of  little  assistance.  To  this  list  we  may 
add  various  flocculation  tests,  and  alkaline  phos- 
phatase and  serum  cholesterol  determinations.  In 
reviewing  Kove’s  work  on  SGPT  and  SGOT,  Sil- 
verberg et  al.  found  the  overlap  of  values  in  hepa- 
titis and  biliary  atresia  was  so  frequent  and  per- 
sistent as  to  nullify  any  diagnostic  value  of  these 
two  transaminases  in  this  differentiation. 

This  group  of  investigators  offered  the  following 
recommendations:  (1)  Every  attempt  should  be 
made  to  differentiate  between  the  various  diseases 
which  can  produce  prolonged  jaundice  in  early  in- 
fancy, preferably  by  the  fourth  week  of  life  and 
certainly  before  the  age  of  eight  weeks.  (2)  In 
the  event  that  the  final  differentiation  is  between 
neonatal  hepatitis  and  congenital  atresia  of  the  bile 
ducts,  an  initial  open  biopsy  should  be  obtained. 
(3)  Immediately  afterward,  the  gallbladder  and  its 
contents  should  be  identified,  and  an  operative 
cholangiogram  performed.  (4)  If  the  gallbladder 


cannot  be  found,  or  if  the  cholangiogram  fails  to 
demonstrate  normal  extrahepatic  ducts,  an  ex- 
tensive exploration  is  justified.  (5)  If  a normal 
duct  system  is  demonstrated,  then  the  procedure 
should  be  terminated  and  the  abdomen  closed. 

The  incidence  of  neonatal  hepatitis  as  a cause 
of  neonatal  jaundice  varies  from  16  to  25  per  cent 
in  various  series.  Approximately  70  per  cent  of 
affected  infants  will  recover  without  any  residu- 
al damage;  20  per  cent  will  die  of  the  acute  dis- 
ease; and  10  per  cent  will  eventually  develop  he- 
patic cirrhosis.  As  in  the  case  presented,  the  latter 
of  these  may  occur  many  years  after  the  initial 
appearance  of  the  disease. 

In  addition  to  neonatal  hepatitis,  children  from 
infancy  onward  are  subject  to  various  insults  to 
the  liver  which  also  can  result  in  long-term  he- 
patic damage.  Craig  et  al.1G  have  listed  these  other 
etiologic  groups  that  can  produce  juvenile  liver 
damage: 

1.  Infections 

2.  Nutritional  difficulties 

3.  Toxins 

4.  Cardiac  cirrhosis 

5.  Glycogen  storage  disease 

6.  Tranfusional  hemosiderosis 

Ruggieri,  Baggenstoss,  and  Logan17  reviewed 

27  cases  of  juvenile  cirrhosis  seen  at  the  Mayo 
Clinic,  all  of  which  had  pathologic  verification. 
The  families  of  eight  of  the  patients  had  a total  of 
11  known  additional  instances  of  liver  disease,  and 
in  six  of  these  11  cases  the  patient  had  cirrhosis 
of  the  liver.  Over  60  per  cent  of  the  patients  had 
histories  suggestive  of  an  attack  of  hepatitis,  and 
78  per  cent  had  been  jaundiced  at  some  time  dur- 
ing their  lives.  Twenty-three  of  the  27  patients 
had  died  of  cirrhosis,  and  18  of  these  had  died 
within  two  years  or  less  after  the  onset  of  their 
first  symptoms.  This  study  points  out  the  striking- 
ly devastating  effects  of  hepatic  parenchymal  dis- 
ease in  the  juvenile  liver,  with  its  subsequent 
high  mortality  and  frequent  consequent  cirrhosis, 
regardless  of  the  etiologic  agent  responsible  for 
the  initial  hepatic  insult. 

SUMMARY 

The  differential  diagnosis  of  jaundice  in  infants 
and  children  presents  a most  difficult  problem  to 
the  medical  practitioner.  Hepatitis  is  a cause  of 
neonatal  jaundice  that  is  being  recognized  with  in- 
creasing frequency.  The  case  reported  in  this  pa- 
per is  an  excellent  illustration  of  the  long-term 
effects  of  damage  to  the  infant  liver.  The  patient 
in  question  may  well  have  had  neonatal  hepatitis, 
with  resultant  sequelae  of  hepatic  cirrhosis,  portal 
hypertension,  congestive  splenomegaly  and  esoph- 
ageal varices,  although  there  is  no  way  to  estab- 
lish the  diagnosis  definitely  at  this  time. 

The  literature  concerned  with  neonatal  hepa- 
titis has  been  reviewed,  and  the  available  diagnos- 
tic measures  have  been  discussed.  At  the  present 
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time,  there  is  no  conclusive  test  that  will  establish 
the  presence  of  neonatal  hepatitis,  but  by  follow- 
ing the  method  proposed  by  Silverberg  and  using 
the  serum  leucine  aminopeptidase  determination, 
we  may  soon  be  able  to  make  this  determination 
in  many  of  the  cases  that  at  present  are  going 
undiagnosed. 
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Physical  Fitness  and  Bunion  Derbies 

Faintheartedly  we  raise  our  voice  amid  the  clamorous  cacophony  to  express  a 
few  thoughts  about  Physical  Fitness  and  Fifty  Mile  Hikes.  Upon  another  occasion 
. . . we  have  dilated  upon  the  peculiar  concept  that  more  active  “physical  fitness” 
programs  would  decrease  the  number  of  rejections  by  the  Armed  Forces.  We  in- 
dicated that  we  saw  no  relationship  between  setting-up  exercises  wedged  between 
classes  on  advanced  flower  arranging  and  long  division  and  rejections  by  draft 
boards  and  induction-center  examiners  for  the  weird  assortment  of  disorders  which 
arouse  them  to  feverish  excitement — namely  inguinal  hernia,  varicose  veins,  third 
degree  flat  foot,  variococele,  absence  of  the  right  index  finger,  perforated  ear  drum 
and  even  bed-wetting.  We  know  of  no  one  rejected  for  soft  muscles.  We  do  not  feel 
that  the  recent  popularity  of  touch  football,  rocking  chairs  or  swimming-pool  im- 
mersion have  appreciably  changed  the  incidences  of  these  disorders. 

We  fully  concur  that  every  Marine  should  be  able  to  walk  50  miles  at  the  drop  of 
a hat.  Our  very  security  depends  upon  it.  We  are  not  sure  that  it  applies  to  anyone 
else,  except  perhaps  professional  walkers.  An  early  and  famous  proponent  of  this 
challenging  concept  of  50-mile  hikes,  and  of  physical  fitness  itself,  was  none  other 
than  the  great  Theodore  Roosevelt.  We  intend  no  disrespect  if  we  point  out  that  he, 
himself,  died  prematurely. 

Many  years  ago,  when  we  were  military  men,  we  too  had  hikes.  We  well  recall 
being  hauled  back  to  quarters  from  a ten-mile  hike  by  ambulance  because  our  feet 
gave  out.  We  were  then  told  that  we  couldn’t  have  the  privilege  of  serving  overseas 
unless  we  completed  a 25-mile  hike.  We  took  the  challenge  and  sat  it  out.  We  were 
on  the  very  next  boat. 

Seriously,  graded  exercise  is  probably  good  for  all.  Perhaps,  as  Dr.  Paul  Dudley 
White  maintains,  it  may  promote  longevity.  We  feel,  however,  that  there  are  many 
more  important  matters  which  should  arouse  our  youthful  and  vigorous  President 
to  action — automobile  fatalities,  particularly  in  the  young,  the  use  of  tobacco  by 
teen-agers,  and  last,  but  perhaps  most  imporant,  that  curse  of  affluence,  overeating. 

— Editorial  in  the  Rhode  island  medical 
journal,  46:216,  (April)  1963. 
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SUMMARY  OF  CLINICAL  FINDINGS 

A 19- year-old  white  female,  gravida  I,  para  I,  was 
admitted  to  the  University  Hospitals  11  months 
after  having  given  a normal,  spontaneous,  vaginal 
delivery  to  an  8 lb.  14  oz.  female  infant.  She  had 
experienced  nausea  and  vomiting  throughout  her 
pregnancy.  Four  months  before  delivery  she  had 
had  an  episode  of  hemoptysis,  at  which  time  a 
chest  roentgenogram  was  interpreted  as  normal. 
Postpartum  examination  six  weeks  after  delivery 
had  been  normal. 

One  month  later  she  had  a sudden  onset  of 
vaginal  bleeding.  “Pills”  were  given  her,  but  the 
vaginal  bleeding  continued  and  she  underwent  a 
dilatation  and  curettage.  On  microscopic  examina- 
tion, the  tissue  removed  was  reported  as  showing 
chorionic  villi,  decidual  reaction  of  endometrium 
and  no  evidence  of  malignancy.  Because  the  bleed- 
ing continued,  the  patient  was  given  intravenous 
Premarin  and  oral  norethynodrel  (Enovid). 

During  the  following  month,  when  this  failed  to 
stop  the  vaginal  bleeding,  the  patient  consulted 
another  physician  and  was  again  hospitalized.  Her 
uterus  was  found  to  be  enlarged,  and  a pregnancy 
test  was  reported  as  positive.  Dilatation  and  curet- 
tage were  advised,  but  permission  was  refused  by 
the  hospital  on  the  grounds  of  religious  policy.  Her 
physician  therefore  recommended  that  she  see  an- 
other doctor,  and  five  months  later  she  did.  She 
had  continued  having  daily  vaginal  bleeding.  The 
third  doctor  found  the  uterus  enlarged  and  sof- 
tened. The  pregnancy  test  was  positive.  Dilatation 
and  curettage  were  performed,  and  showed  a 
chorioepithelioma.  Total  abdominal  hysterectomy 
and  bilateral  salpingo-oophorectomy  followed.  The 
patient’s  immediate  convalescence  was  uneventful, 
and  she  was  discharged  home  in  one  week,  but  she 
complained  thereafter  of  episodes  of  nausea  and 
vomiting,  occurring  daily  and  often  several  times 
a day.  One  month  later  she  developed  dyspnea 
with  hemoptysis,  and  a chest  roentgenogram  was 
interpreted  as  showing  metastatic  pulmonary  le- 
sions. 

On  admission  to  the  University  Hospitals,  her 
general  physical  examination  was  unremarkable 
except  for  a small  amount  of  granulation  tissue  in 


the  apex  of  the  vagina,  and  adjacent  to  it  a bluish 
nodule  covered  by  epithelium.  On  biopsy,  the  lat- 
ter showed  malignant  neoplasm.  The  urine  was 
normal  both  on  chemical  and  on  microscopic  ex- 
amination. The  hemoglobin  level  was  11.7  Gm/100 
ml.,  the  hematocrit  was  36  per  cent,  the  white 
blood  cell  count  was  8,900/cu.  mm.,  the  platelet 
count  was  430,000/cu.  mm.,  and  the  differential 
blood  smear  was  normal.  A chest  roentgenogram 
revealed  multiple  well-circumscribed  radiopaque 
densities  varying  in  size  from  1 to  3 mm.  The 
blood  urea  nitrogen  was  8 and  the  creatinine  0.7 
mg.  per  cent,  and  the  serum  albumin  was  3.8  and 
the  globulin  3.5  Gm.  per  cent.  The  alkaline  phos- 
phatase was  3.6  units,  the  thymol  turbidity  3.1 
units  and  the  total  bilirubin  0.8  mg.  per  cent.  The 
serum  showed  1,000  chorionic  gonadotrophin  units 
per  milliliter,  and  the  urine  showed  over  900,000 
units/24  hours. 

The  patient  started  the  first  course  of  amethop- 
terin  (Methotrexate)  therapy  shortly  after  admis- 
sion, and  it  was  planned  to  administer  25  mg.  in- 
tramuscularly for  5 days,  next  allow  a recovery 
period  of  several  days,  and  then  resume  the  Me- 
thotrexate. The  only  side  effects  of  the  drug  were 
nausea  and  vomiting.  Following  completion  of  the 
second  course  of  therapy,  the  patient  developed 
severe  ulcerations  of  the  lower  lip  mucosa,  and 
these  recurred  during  the  third  and  fourth  courses 
of  therapy.  There  were  no  complications  noted  fol- 
lowing the  fourth  through  eighth  courses  of  ther- 
apy. The  serum  chorionic  gonadotrophic  units  de- 
creased to  zero,  and  the  urinary  units  dropped  to 
fewer  than  20  in  24  hours  following  the  sixth 
course  of  Methotrexate  therapy.  During  this  time 
the  blood  count  remained  stable,  and  the  white 
blood  cell  count  never  fell  below  4,000/cu.  mm. 
Some  diminution  took  place  in  the  size  and  num- 
ber of  metastatic  pulmonary  lesions. 

At  the  time  of  the  ninth  course  of  therapy,  the 
dosage  of  Methotrexate  was  doubled  because  of 
a rise  to  20  chorionic  gonadotrophin  units  in  the 
serum,  and  to  over  1,700  units  in  the  urine.  When 
the  patient  was  given  50  mg.  of  Methotrexate  for 
two  days,  she  developed  watery  diarrhea,  with 
nausea,  vomiting  and  recurrence  of  the  oral  le- 
sions, and  the  dosage  was  reduced  to  37.5  mg. 
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Chlorambucil  was  also  started  and  continued  for 
four  days.  One  month  before  death  the  serum  cho- 
rionic gonadotrophins  were  20-40  units/ml.,  and 
the  urine  showed  19,000  units  in  24  hours.  At  that 
time  Methotrexate  was  stopped,  and  intravenous 
actinomycin-D  was  instituted,  500  meg.  per  day. 
The  side  effects  were  nausea,  vomiting  and  ma- 
laise. Two  weeks  later  the  patient  complained  of 
numbness  and  weakness  of  the  right  arm  and  leg, 
and  examination  revealed  muscle  weakness  and 
decreased  sensation  to  pin  prick.  Skull  and  spine 
roentgenograms  were  interpreted  as  normal.  A 
lumbar  puncture  revealed  an  opening  pressure  of 
145  mm.  H_>0,  a 1+  Pandy,  and  a protein  of  97  mg. 
per  cent.  The  electroencephalogram  was  not  re- 
garded as  showing  any  definite  abnormality.  Neu- 
rologic symptoms  progressed,  with  foot  drop  and 
inability  to  move  the  right  arm  and  leg.  Twenty- 
four  hours  before  death,  the  patient  experienced 
a severe  convulsion,  following  which  she  never  re- 
gained consciousness,  and  her  body  temperature 
rose  to  105°  F.  She  expired  approximately  five 
months  after  Methotrexate  therapy  was  first  be- 
gun, and  14  months  after  delivery. 

DISCUSSION 

Dr.  S.  E.  Ziffren,  Surgery:  Mr.  Kammermeyer 
will  present  the  discussion  for  the  students. 

Mr.  John  Kammermeyer,  junior  ward  clerk: 
The  patient  experienced  an  episode  of  hemoptysis 
during  her  pregnancy.  With  hemoptysis,  one 
should  consider  bronchial  pulmonary  disease 
and/or  cardiovascular  disease.  However,  there  is 
nothing  in  the  protocol  to  indicate  that  she  suf- 
fered from  any  of  the  conditions  included  in  these 
two  categories,  and  when  one  considers  her  age 
he  must  regard  these  as  highly  unlikely.  One  in- 
teresting possibility  is  a minor  pulmonary  infarct 
secondary  to  hematologic  dissemination  of  emboli 
of  normal  chorionic  tissue  into  the  lung.  This  has 
been  reported  in  the  literature  as  occurring  in 
seemingly  normal  pregnancies. 

Ten  weeks  after  delivery,  the  patient  had  the 
onset  of  vaginal  bleeding,  which  at  first  might  be 
regarded  as  the  onset  of  normal  menstruation. 
However,  the  bleeding  persisted,  and  dilatation 
and  curettage  were  performed.  When  one  is  con- 
fronted with  vaginal  bleeding  or  menometrorrha- 
gia,  the  following  differential  diagnosis  should  be 
considered.  First,  one  should  think  of  conditions 
intrinsic  to  the  uterus,  such  as  carcinoma  of  the 
cervix  or  the  uterus,  sarcoma,  choriocarcinoma,  or 
chorioadenoma  destruens,  and  benign  lesions  such 
as  benign  mole,  fibroids,  endometrial  or  cervical 
polyps,  cervical  erosions,  or  endometriosis.  The 
systemic  conditions  that  are  most  likely  are  hyper- 
tension or  a disorder  of  the  hematopoietic  system, 
including  purpuras  or  leukemia.  Also  we  should 
consider  dysfunctional  uterine  bleeding  or  other 
endocrine  imbalances. 

In  this  case  there  is  nothing  to  suggest  systemic 


disease,  and  therefore  the  most  likely  causes  are 
local  benign  or  malignant  disease  of  the  uterus  or 
dysfunctional  uterine  bleeding.  Following  dilata- 
tion and  curettage,  the  pathologist  reported  cho- 
rionic villi  with  decidual  reaction  of  endometrium. 
These  findings  suggest  either  the  unlikely  pos- 
sibility of  trophoblastic  tissue  retained  from  the 
previous  pregnancy,  or  a new  pregnancy.  The  pro- 
tocol does  not  state  whether  the  villi  were 
edematous,  or  whether  or  not  any  trophoblastic 
proliferation  was  present.  In  these  conditions,  hy- 
datidiform  mole  should  be  considered.  Hormonal 
treatment  failed  to  stop  the  bleeding,  a fact  tend- 
ing to  indicate  that  hormonal  imbalance  was  not 
at  fault. 

One  month  later,  the  uterus  was  enlarged  and 
a pregnancy  test  was  reported  as  positive.  At  this 
point  one  should  consider  pregnancy,  a hydatid- 
iform  mole,  or  malignancy  of  the  trophoblast  as 
possible  explanations  for  the  clinical  picture.  A 
delay  of  five  months  ensued,  after  which  dilatation 
and  curettage  were  again  performed,  and  showed 
choriocarcinoma.  Abdominal  hysterectomy  and  bi- 
lateral salpingo-oophorectomy  were  done,  and 
postoperatively  the  patient  had  nausea  and  vomit- 
ing. We  feel  that  this  was  probably  due  to  the 
elevated  chorionic  gonadotrophin  titer  which  was 
present  at  that  time.  One  month  later  dyspnea  and 
hemoptysis  occurred,  and  metastatic  pulmonary 
lesions  were  found. 

Upon  the  patient’s  admission  to  S.U.I.  Hospitals, 
a lesion  was  found  upon  vaginal  examination 
which  fits  the  description  of  metastatic  choriocar- 
cinoma grossly.  The  chorionic  gonadotrophin  level 
of  both  serum  and  urine  were  so  greatly  elevated 
as  to  be  virtually  diagnostic  of  choriocarcinoma, 
even  without  the  previous  pathologic  confirmation. 
Methotrexate  was  administered,  and  the  nausea, 
vomiting,  and  stomatitis  which  followed  are  its 
commonly-encountered  side  effects.  For  some  time 
the  patient  improved,  and  then,  as  the  chorionic 
gonadotrophin  titer  started  to  rise,  chlorambucil 
and  actinomycin-D  were  instituted  as  therapy. 
Shortly  thereafter,  progressive  neurologic  deficits 
developed.  Since  lung,  brain,  liver  and  bone  are 
the  four  most  likely  sites  of  metastatic  chorio- 
carcinoma, it  is  logical  to  suppose  that  the  symp- 
toms were  due  to  central  nervous  system  metas- 
tases.  Examination  of  the  spinal  fluid  revealed  an 
increase  in  protein  consistent  with  malignant  in- 
volvement of  the  central  nervous  system. 

Prior  to  death,  the  patient  underwent  a con- 
vulsion, coma,  and  a rise  in  body  temperature. 
These  are  best  explained  by  central  nervous  sys- 
tem metastases  which  destroyed  vital  centers  in 
the  brain  either  by  direct  invasion  or  by  necrosis 
and  resultant  intracranial  hemorrhage.  The  fever 
might  be  explained  as  the  result  of  metastatic  in- 
volvement of  the  hypothalamic  region  or,  less 
probably,  as  due  to  a terminal  intercurrent  bac- 
terial or  fungal  infection  such  as  cryptococcosis. 
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In  order  to  rule  in  or  out  the  possibility  of  a 
terminal  infection,  we  should  like  to  know  whether 
the  spinal  fluid  examination  showed  any  increase 
in  number  of  cells. 

In  summary  then,  my  colleagues  and  I feel  that 
the  following  is  the  most  likely  explanation  of  the 
patient’s  course.  The  episode  of  hemoptysis  four 
months  before  term  may  have  represented  the  on- 
set of  choriocarcinoma,  or  may  have  been  an  in- 
significant occurrence.  Choriocarcinoma  may  de- 
velop in  the  course  of  a full-term  pregnancy  and 
remain  dormat,  so  to  speak,  for  months  or  years, 
even  with  an  intervening  normal  pregnancy,  be- 
fore becoming  fulminant  in  its  course.  Trophoblas- 
tic tissue  may  have  been  retained  following  the 
first  pregnancy,  but  it  is  more  likely  that  a second 
pregnancy  occurred.  Either  a mole  or  a malignant 
mole  then  appeared  and  progressed  to  choriocar- 
cinoma, or  the  choriocarcinoma  arose  directly.  At 
first,  the  chemotherapeutic  regimen  produced  re- 
gression of  the  metastases;  but  the  patient  finally 
succumbed  to  central  nervous  system  metastases 
which,  either  directly  or  as  a result  of  necrosis  and 
intracranial  hemorrhage,  compromised  and  de- 
stroyed vital  centers.  The  possibility  of  a terminal 
infection  due  to  debilitation  should  be  considered, 
but  it  is  unlikely. 

Dr.  Ziffren:  The  spinal  fluid  was  clear  and  there 
were  no  cells. 

Dr.  Jacobs  will  make  a few  remarks. 

Dr.  J.  P.  Jacobs,  Obstetrics  and  Gynecology:  I 
shall  first  ask  Dr.  Van  Epps  to  show  the  roentgeno- 
grams on  this  patient. 

Dr.  Eugene  P.  Van  Epps,  Radiology:  The  first 
roentgenogram  demonstrated  multiple,  discrete, 
nodular  densities  of  varying  sizes  up  to  3 cm. 
These  were  undoubtedly  metastases. 

Next  we  see  the  metastases  again.  Several  were 
large  and  several  were  small. 

Later  roentgenograms  revealed  remarkable  re- 
gression in  the  lesions,  but  nodules  were  still 
present.  I suspect  that  many  of  them  will  have 
shown  necrosis  at  the  time  of  autopsy.  Thus,  we 
have  a definite  response  of  these  metastatic  lesions 
to  the  drug  therapy  given  the  patient.  Total  dis- 
appearance of  the  lesions  did  not  occur. 

Dr.  Jacobs:  Since  this  patient’s  difficulty  was  an 
apparent  choriocarcinoma  that  was  not  cured, 
there  is  not  much  to  say  about  the  protocol.  I 
should  like,  however,  to  discuss  the  lesions  that 
usually  develop  with  intensive  Methotrexate  ther- 
apy. Ulceration  of  the  buccal  mucosa  is  a very 
frequent  complication  in  Methotrexate  therapy,  as 
it  is  also  with  actinomycin-D  and  certain  other 
chemotherapeutic  agents.  From  photos  taken  of 
the  patient,  one  can  see  the  ulceration  on  the  low- 
er lip,  with  raised  margins  in  this  area  of  involve- 
ment. These  are  quite  painful,  and  significantly 
affect  the  patient’s  ability  to  eat  and  drink.  They 
require  good  local  care,  they  usually  necessitate  a 
liquid  diet,  and  they  regress  rather  rapidly  be- 


tween courses  of  therapy.  Along  with  the  possibil- 
ity of  leukopenia,  this  is  one  of  the  major  reasons 
why  we  elect  to  allow  several  days,  usually  a 
week,  between  courses  of  therapy. 

Dr.  Ziffren:  Do  you  have  any  questions  you 
would  like  to  direct  to  anyone? 

Dr.  Henry  E.  Hamilton,  Internal  Medicine:  What 
per  cent  have  spontaneous  regression  of  tumors? 

Dr.  W.  C.  Keettel,  Obstetrics  and  Gynecology: 
About  6 per  cent  have  spontaneous  regression. 

Dr.  D.  S.  Longnecker,  Pathology:  At  autopsy 
this  woman  was  found  to  have  metastatic  foci  of 
choriocarcinoma  in  the  pelvis,  in  a remnant  of 
one  of  the  broad  ligaments,  and  in  the  lungs, 
liver,  brain,  adrenals,  pancreas,  thyroid,  kidney, 
bone  and  small  bowel.  Members  of  our  depart- 
ment had  an  opportunity  to  examine  slides  from 
the  hysterectomy  specimen  and  the  two  previous 
curettings,  and  found  evidence  of  choriocarcinoma 
in  all  three.  These  materials  included  the  tissue 
from  the  curettage  which  was  performed  2V2 
months  after  delivery.  I should  like  to  quote  from 
Dr.  Layton’s  report  on  this  specimen.  He  stated: 
“It  is  often  difficult  to  assess  the  significance  of 
these  lesions  with  unusual  degrees  of  trophoblastic 
proliferation,  and  to  know  whether  one  is  dealing 
with  a very  cellular  mole  or  with  a choriocar- 
cinoma. Because  the  slides  under  consideration 
display  an  unusual  proliferation  of  trophoblastic 
elements  with  villus  formation,  I should  tend  to 
make  a diagnosis  of  choriocarcinoma.” 

The  metastasis  found  in  the  brain  appeared 
originally  to  have  involved  the  dura  over  the  left 
cerebrum  in  the  motor  area.  However,  at  the  time 
of  autopsy  there  was  invasion  of  the  brain  for  a 
distance  of  about  2 cm.,  and  there  was  extensive 
hemorrhage  in  that  portion  of  the  cerebral  hem- 
isphere. This  appears  to  have  been  the  basis  for 
the  terminal  neurologic  signs.  There  was  slight 
generalized  cerebral  edema,  but  there  was  no  le- 
sion in  the  brain  stem.  The  tumor  nodules  in  the 
lung  were  necrotic  and  appeared  to  contain  no 
viable  tumor.  They  measured  up  to  3 cm.  in  di- 
ameter. It  was  not  clear  whether  this  regression 
was  the  result  of  the  natural  course  of  the  disease, 
or  whether  it  was  the  result  of  the  chemotherapy. 

The  bone  marrow  was  of  particular  interest  be- 
cause of  possible  toxic  depression  by  the  chemo- 
therapeutic agents.  Foci  of  viable  and  necrotic 
tumor  were  found  in  the  bone  marrow  both  in 
vertebra  and  rib.  In  other  foci  there  was  well  pre- 
served marrow  with  mild  myeloid  hyperplasia, 
and  thus  there  was  no  evidence  of  toxic  effect  on 
the  marrow. 

There  was  a well-developed  patchy  broncho- 
pneumonia, but  the  amount  of  lung  tissue  in- 
volved was  relatively  small.  One  lung  was  of  es- 
sentially normal  weight,  and  the  other  was  only 
moderately  increased,  so  that  death,  apparently, 
was  the  result  primarily  of  the  cerebral  metastasis 
and  not  of  the  pulmonary  infection. 
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In  summary,  this  woman  developed  choriocar- 
cinoma of  the  uterus  in  connection  with  an  ap- 
parently normal  term  pregnancy,  and  eventually 
died  as  a result  of  metastatic  spread.  I see  no  rea- 
son to  assume  that  there  was  an  intervening  preg- 
nancy episode,  but  I have  no  absolute  basis  on 
which  to  rule  it  out. 

I want  to  review  briefly  the  concept  of  tumors 
arising  from  the  embryonic  chorion — ones  which 
might  be  referred  to  as  tumors  of  pregnancy.  On 
one  hand  we  have  the  hydatidiform  mole,  which 
need  not  necessarily  be  regarded  as  a neoplasm. 
It  is  essentially  a malformation  or  a degenerative 
change  in  the  villus,  involving  swelling  and  tro- 
phoblastic proliferation.  There  are  avascular  villi. 
This  proliferation  of  tissue  is  not  really  neoplastic, 
since  it  represents  an  alteration  of  chorionic  villi, 
but  it  is  commonly  regarded  as  a neoplasm,  and 
one  cannot  really  disregard  this  point  of  view 
since  there  is  no  particular  morphologic  difference 
between  an  ordinary  hydatidiform  mole  and  the 
variant  which  is  referred  to  as  chorioadenoma 
destruens,  invasive  mole,  or  malignant  mole. 

In  this  lesion,  trophoblastic  proliferation  is  usual- 
ly more  striking.  Normal  trophoblastic  cells  have 
the  role  in  the  body  of  invading  and  opening  blood 
vessels  at  the  placental  site.  It  is  an  extension  of 
this  normal  tendency  which  leads  to  malignant  be- 
havior. Accordingly,  at  the  top  of  the  neoplastic 
scale  we  have  choriocarcinoma,  which  is  a highly 
malignant  neoplasm  composed  of  trophoblasts.  We 
see  no  villi  in  choriocarcinoma,  and  local  invasion 
and  metastasis  by  the  blood  stream  are  character- 
istic. Because  of  the  tendency  to  open  blood  ves- 
sels, hemorrhage  at  the  site  of  metastasis  is  quite 
common.  These  features  were  well  demonstrated 
by  the  case  under  discussion. 

Dr.  J.  T.  Bradbury,  Obstetrics  and  Gynecology : 
In  this  condition,  as  Dr.  Longnecker  has  just 
pointed  out,  the  proliferation  of  the  trophoblast 
of  the  benign  placenta  changes  to  a malignant 
proliferation  of  the  mole,  or  chorioepithelioma. 
Along  with  this  increased  proliferation  of  tropho- 
blast, there  is  an  increased  output  of  chorionic 
gonadotrophin.  The  placenta  produces  this  sub- 
stance, but  except  during  the  early  weeks  of  preg- 
nancy, the  serum  titer  never  exceeds  100  units 
per  cc.  Titers  in  excess  of  200  units  per  cc.,  con- 
stitute good  evidence  of  hydatiditform  mole  or 
chorioepithelioma. 

At  the  time  this  patient  was  admitted,  her  blood 
titer  was  about  1000  units  per  cc.  This  is  five  times 
the  minimum  of  200  units  which,  in  our  ex- 
perience, is  diagnostic  of  trophoblastic  disease. 
During  the  early  phases  of  treatment,  the  values 
fell  to  less  than  10  units  per  cc  of  serum.  This  was 
a hundred-fold  drop  in  titer,  and  the  progress  was 
encouraging.  Later  on,  the  reverse  trend  toward 
higher  titers  indicated  that  the  malignancy  was 
progressing  in  spite  of  the  therapy. 

Unfortunately  the  Ascheim  Zondek  tests  that 


were  done  in  the  months  between  her  delivery 
and  her  arrival  here  were  only  qualitative  ones, 
and  it  was  presumed  she  had  become  pregnant 
again.  Possibly  if  the  A-Z  tests  had  been  done  in  a 
quantitative  manner,  the  diagnosis  of  chorioepi- 
thelioma would  have  been  made  much  earlier. 
The  quantitative  test  is  merely  a dilution  technic 
for  finding  the  minimal  dose  that  will  give  a posi- 
tive test.  Each  laboratory  needs  to  establish  its 
own  range  of  normal  values,  depending  on  wheth- 
er the  frog,  rat  or  rabbit  is  used  for  the  bioassay. 

Dr.  W.  C.  Keettel,  Obstetrics  and  Gynecology: 
I should  like  to  comment  briefly  on  the  etiology 
of  this  disease.  You  are  familiar  with  the  facts 
that  in  50  per  cent  of  cases  choriocarcinoma  de- 
velops following  a mole;  in  25  per  cent  after  a 
term  pregnancy;  and  in  25  per  cent  following  an 
abortion.  Thus  the  more  abnormal  the  gestation, 
the  higher  the  frequency  of  choriocarcinoma. 
After  a term  pregnancy,  the  chance  that  a chorio- 
carcinoma will  develop  is  1 in  150,000  deliveries; 
after  an  abortion — and  abortions  occur  in  about 
10  per  cent  of  pregnancies — 1 in  15,000  patients 
will  develop  choriocarcinoma.  Following  an  ec- 
topic pregnancy — which  occurs  once  in  300  gesta- 
tions— the  incidence  is  1 in  5,000;  but  with  a molar 
pregnancy — which  occurs  in  1 of  2,000  pregnan- 
cies— it  is  estimated  that  2.5  per  cent  will  develop 
choriocarcinoma.  Chorioadenoma  destruens,  which 
is  an  invasive  mole,  occurs  in  16  per  cent  of  the 
patients  with  molar  pregnancy. 

The  detection  of  choriocarcinoma  is  easier  fol- 
lowing a molar  pregnancy,  since  it  is  one  of  the 
anticipated  complications.  After  the  mole  has  been 
expelled  and  the  uterine  cavity  has  been  curetted, 
the  pregnancy  test  should  become  negative  within 
four  to  six  weeks,  and  should  remain  so.  These 
patients  should  be  warned  not  to  become  preg- 
nant again  for  at  least  nine  months  to  one  year. 
If  the  patient  has  a thecal  luteal  cyst,  it  takes  long- 
er for  the  biological  test  to  become  negative.  The 
reappearance  of  chorionic  gonadrotrophins  is  high- 
ly suggestive  of  choriocarcinoma.  Other  suspicious 
signs  of  choriocarcinoma  are  irregular  vaginal 
bleeding  and  enlargement  of  the  uterus. 

Since  chorio  is  so  uncommon  following  a term 
pregnancy  or  an  abortion,  we  forget  to  consider 
this  condition  when  suggestive  symptoms  occur. 
Recently,  we  have  treated  three  patients  with 
choriocarcinoma  following  a term  pregnancy.  Each 
had  a different  entering  complaint:  one  had  res- 
piratory symptoms,  one  had  a bleeding  problem 
and  the  third  had  neurologic  symptoms. 

This  disease  was  considered  one  of  the  most 
fatal  of  all  malignancies  until  the  introduction  of 
amethopterin.  Prior  to  the  use  of  this  agent,  pa- 
tients with  chorioadenoma  destruens  were  treat- 
ed by  hysterectomy  and  occasionally  by  local  ex- 
cision of  an  isolated  nodule,  with  good  prognosis. 
In  true  choriocarcinoma,  the  treatment  of  choice 
was  abdominal  hysterectomy  and  bilateral  sal- 
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pingo-oophorectomy.  Extended  surgery  offered  no 
advantage,  since  the  spread  was  by  venous  chan- 
nels. If  there  was  metastatic  disease,  it  was  treated 
with  irradiation. 

The  chance  of  survival  with  metastatic  spread 
was  less  than  six  per  cent,  and  even  when  the 
disease  was  confined  to  the  uterus,  the  chance  of 
survival  was  only  16  per  cent.  Dr.  Hamilton  has 
intimated  that  there  were  occasional  patients  with 
metastatic  disease  who  had  spontaneous  regres- 
sion after  hysterectomy.  This,  however,  was  ex- 
tremely uncommon. 

Five  years  ago  the  Methotrexate  was  first  used 
in  the  treatment  of  choriocarcinoma.  It  was  felt 
that  this  drug  might  be  of  value  since  it  is  a folic 
acid  antagonist,  and  it  is  assumed  that  embryo- 
logic  tissue,  such  as  trophoblasts,  would  be  de- 
pendent upon  folic  acid.  Dr.  Roy  Hertz,  of  the 
National  Institutes  of  Health,  has  now  treated  63 
patients  having  various  types  of  trophoblastic 
disease  with  proven  metastatic  spread,  and  has 
obtained  a 48  per  cent  survival.  While  those  have 
not  been  five-year  survivals,  many  have  lived  at 
least  three  years.  This  success  is  highly  signifi- 
cant, since  the  majority  of  patients  die  within  the 
first  year,  and  it  is  a remarkable  improvement 
from  the  six  per  cent  survival  without  chemo- 
therapy. A few  patients  have  not  been  subjected 
to  hysterectomy,  and  after  being  cured  have  com- 
pleted normal  subsequent  pregnancies. 

Dr.  Jacobs  mentioned  that  we  used  intermittent 
therapy,  treating  for  five  days,  waiting  for  signs 
of  toxicity  to  subside  and  then  starting  another 
course.  This  type  of  therapy  is  continued  until 
the  chorionic  gonadotrophins  have  disappeared, 
both  from  blood  and  from  urine.  One  wonders 
whether  this  is  the  best  method  of  administra- 
tion or  whether  a smaller  amount  of  the  drug 
should  be  given  continuously.  Since  Dr.  Hertz’s 
results  have  been  so  striking  and  because  this  is 
such  a lethal  disease,  no  one  has  wished  to  ex- 
periment with  variations  in  the  dosage  schedule. 

This  particular  patient  seemed  to  respond  well 
at  first,  but  then  developed  a resistance  to  therapy 
or  perhaps  an  increase  in  the  cerebral  metastases. 
Actinomycin-D  should  have  been  instituted  earli- 
er, when  the  titer  started  rising,  but  in  view  of 
the  postmortem  findings  it  would  not  have  helped 
materially.  It  would  appear  that  this  patient  had 
too  extensive  a spread  prior  to  initial  therapy.  Dr. 
Hertz  has  demonstrated  that  the  pi’ognosis  is  very 
poor  in  patients  who  have  had  the  disease  for  six 
months  or  more,  in  those  with  cerebral  metastases 
and  in  those  with  kidney  obstruction.  It  appears 
that  the  histology  of  the  tumor  is  not  important 
nor  is  the  height  of  the  titer.  There  is  slight  evi- 
dence that  oophorectomy  may  improve  the  sur- 
vival. 

A number  of  complex  problems  prevented  this 
patient  from  being  treated  earlier.  About  eight 
weeks  postpartum,  dilatation  and  curettage  were 


done  because  of  irregular  bleeding.  There  was 
marked  trophoblastic  proliferation,  and  some  di- 
cidua  were  present.  The  pathologist  did  not  con- 
sider these  findings  abnormal.  We  have  seen  these 
slides,  and  although  it  is  always  easier  to  diagnose 
in  retrospect,  we  feel  the  condition  should  have 
been  diagnosed  as  choriocarcinoma  at  that  time. 
The  patient  became  concerned  about  the  contin- 
ued bleeding,  and  the  physician  to  whom  she 
transferred  her  case  wanted  to  do  a repeat  dila- 
tation and  curettage  four  weeks  later.  The  hos- 
pital would  not  permit  this  surgery  because  the 
pregnancy  test  was  positive.  The  chance  of  a nor- 
mal gestation  just  four  weeks  after  dilatation  and 
curettage  is  most  unlikely,  however,  and  if  the 
situation  had  been  explained  to  the  administra- 
tors in  more  detail,  the  repeat  procedure  could 
have  been  carried  out  in  a Catholic  institution. 

Dr.  Ziffren:  We  have  a distinguished  visitor 
here,  Dr.  Willard  Allen,  professor  and  head  of  the 
Department  of  Obstetrics  and  Gynecology  at 
Washington  University,  St.  Louis.  Would  you 
care  to  comment  on  this  case,  Dr.  Allen? 

Dr.  Willard  Allen:  I am  sure  I cannot  add  any- 
thing of  great  importance.  I did  ask  Dr.  Keettel 
a question,  very  quietly,  about  the  appearance  of 
the  decidua  in  the  original  curettings.  Even  though 
one  found  a few  old  chorionic  villi  in  a patient 
who  was  bleeding  10  to  12  weeks  postpartum,  he 
would  not  expect  to  find  any  decidua,  or  even 
anything  that  looked  like  decidua.  I bring  this  up 
because  we  had  a patient  several  years  ago  who 
developed  intracranial  metastases  from  a chorio. 
The  patient  had  bleeding,  and  on  curettage  was 
found  to  have  very  well  developed  decidua  that 
helped  us  decide  that  her  slightly  enlarged  ovaries 
were  producing  the  hormones  responsible  for  de- 
cidual changes.  I believe  that  the  finding  of  de- 
cidua was  important,  and  that  some  significance 
should  have  been  attached  to  it. 

We  recently  had  a chorio  that  developed  fol- 
lowing a mole.  The  pulmonary  lesion  was  as  large 
as  the  one  seen  in  the  right  upper  lobe  of  this  pa- 
tient. Our  patient  had  two  courses  of  Metho- 
trexate, each  of  five  days’  duration  with  a two- 
week  interval  between  them.  At  the  completion 
of  the  first  course,  the  titer  was  falling,  and  at 
the  beginning  of  the  next  course  it  was  negative. 
It  remained  so  thereafter.  This  patient  actually 
had  only  two  courses  of  treatment  because  the 
lesions  progressively  decreased  in  size  and  the  ti- 
ter became  negative.  One  year  after  treatment, 
only  a little  scarring  was  noted  in  the  area  where 
this  fairly  large,  discrete  tumor  mass  had  been 
located.  The  uterus  was  not  removed,  and  the 
patient  is  now  having  normal  menstrual  periods. 
I mention  this  as  a specific  illustration  of  the  cases 
to  which  Dr.  Keettel  has  alluded — those  treated 
without  hysterectomy. 

I am  curious  about  the  percentage  of  your  pa- 
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tients  who  have  survived  with  Methotrexate.  Is 
it  50  per  cent? 

Dr.  Keettel:  Yes.  We  have  had  four  patients 
with  choriocarcinoma  in  the  last  18  months,  three 
of  them  following  term  pregnancies.  Various 
symptoms  were  present.  One  was  seen  because  of 
continuing  postpartum  bleeding,  one  because  of 
marked  respiratory  distress,  and  the  third  be- 
cause of  neurologic  signs.  One  survival  in  this 
group  had  massive  chest  metastases.  The  other  pa- 
tient who  survived  had  a molar  pregnancy  which 
perforated  and  was  treated  by  hysterotomy,  with 
repair  of  the  defect.  Afterward,  the  titer  increased 
and  bleeding  continued,  and  a diagnosis  was  made 
of  choriocarcinoma.  That  condition  was  treated  by 
abdominal  hysterectomy  and  bilateral  salpingo- 
oophorectomy,  and  the  diagnosis  was  confirmed 
pathologically.  The  patient  developed  a recur- 
rence in  her  pelvis,  and  has  been  successfully 
treated  with  Methotrexate. 

Dr.  Allen:  I’ll  ask  you  another  question.  You 
said  that  six  per  cent  of  these  patients  had  pulmo- 
nary metastases  and  regression.  Have  you  ever 
seen  a patient  with  chorio  and  pulmonary  metas- 
tases who  survived  prior  to  Methotrexate? 

Dr.  Keettel:  I have  not. 

Dr.  Allen:  Neither  have  I. 


Dr.  Ziffren:  I should  like  to  ask  Dr.  Bradbury 
whether  the  same  type  of  units  are  used  for  the 
male  who  has  a similar  tumor. 

Dr.  Bradbury:  It’s  the  same  test,  the  same  sub- 
stance. 

Dr.  Ziffren:  The  same  hormones? 

Dr.  Bradbury : The  same  hormones. 

Dr.  Ziffren:  What  is  the  cure  rate  in  the  male? 

Dr.  Keettel:  It  is  very  low.  The  prognosis  is 
also  unfavorable  in  the  female  who  has  primary 
choriocarcinoma  of  the  ovary.  This  is  a type  of 
embryonal  carcinoma,  and  the  survival  is  poor 
even  when  treated  with  Methotrexate. 

CLINICAL  DIAGNOSIS 

Choriocarcinoma  with  metastases  to  pelvis,  lung 
and  brain 

STUDENT  DIAGNOSIS 

Choriocarcinoma  with  metastases  to  lung  and 
brain 

ANATOMIC  DIAGNOSES 

Choriocarcinoma,  primary  in  uterus,  with  me- 
tastases to  parametrium,  liver,  lung,  brain,  adre- 
nal, pancreas,  thyroid,  kidney  and  bowel 

Cerebral  edema,  mild 

Bronchopneumonia,  bilateral 


A Lesson  From  Rome 

“In  a little  time,  when  the  emperor  Octavius  had  allured  to  his  interests  the  sol- 
diery by  a profusion  of  largesses,  the  people  by  distributions  of  corn,  and  the  minds 
of  men  in  general  by  the  sweets  of  peace,  his  views  grew  more  aspiring.  By  degrees, 
and  almost  imperceptibly,  he  drew  into  his  own  hands  the  authority  of  the  senate, 
the  functions  of  the  magistrates,  and  the  administration  of  the  laws.  To  these  en- 
croachments no  opposition  was  made.  The  true  republican  had  perished,  either  in 
the  field  of  battle,  or  by  the  rigour  of  proscriptions;  of  the  remaining  nobility,  the 
leading  men  were  raised  to  wealth  and  honours,  in  proportion  to  the  alacrity  with 
which  they  courted  the  yoke;  and  all  who  in  the  distraction  of  the  times  had  risen 
to  affluence,  preferred  immediate  ease  and  safety  to  the  danger  of  contending  for 
ancient  freedom.  The  provinces  acquiesced  under  the  new  establishment,  weary  of 
the  mixed  authority  of  the  senate  and  the  people,  a mode  of  government  long  dis- 
tracted by  contentions  among  the  great,  and  in  the  end  rendered  intolerable  by  the 
avarice  of  public  magistrates,  while  the  laws  afforded  a feeble  remedy,  disturbed  by 
violence,  defeated  by  intrigue,  and  undermined  by  bribery  and  corruption.” 

— the  annals  of  tacitus,  Book  I,  Chapter  2 


RECOMMENDED  READING 

In  the  Annual  Discourse  presented  at  the  annua] 
meeting  of  the  Massachusetts  Medical  Society  in 
May  of  this  year,  and  published  in  the  May  23 
issue  of  the  new  England  journal  of  medicine,* 
Dr.  Charles  H.  Bradford,  a Boston  orthopedist,  pre- 
sented an  eloquent  discussion  on  “aims  and  ideals 
in  the  medical  world.”  Everyone  who  has  access 
to  that  excellent  journal  is  urged  to  read  and  re- 
read Dr.  Bradford’s  discourse,  but  for  the  benefit 
of  those  who  don’t  have  access  to  it  in  its  entirety, 
here  are  several  excerpts: 

“The  appeal  that  humanity  makes,  from  death, 
for  life,  is  more  than  a mere  plea  for  survival,  for 
life  is  never  complete  until  every  component  in 
the  machine  for  living  is  functioning  perfectly, 
and  without  impairment.  To  restore  life,  we  must 
restore  activity,  we  must  restore  health,  and  we 
must  restore  happiness.  Therefore,  the  doctor  must 
look  deeply  into  the  intricate  mechanisms  of  the 
body  to  gain  a full  understanding  of  their  work- 
ings. This  will  bring  him  closer  to  the  mysteries 
of  nature,  and  from  them  he  will  learn  something 
of  what  the  book  of  job  calls  the  ‘Wisdom  of  the 
Inward  Parts.’  This  includes  the  biochemistry  of 
enzymes,  the  masterful  secretions  of  the  endo- 
crines,  the  carbon-oxygen  exchange  of  alveolar 
membranes,  the  glomerular  filtration  of  the  kid- 
neys and  a thousand  other  miracles  of  physiology. 
The  doctor  observes  the  anatomic  perfection  of 
the  hand,  and  the  stabilizing  microphones  of  the 
ear,  and  the  television  screens  of  the  retina,  and 
the  multiple  batteries  of  electric  computers  in  the 
brain,  and  from  all  of  these,  he  gains  a new  rever- 
ence for  the  incomprehensible  power  that  created 
man,  ‘so  curiously  and  so  wonderfully  wrought.’ 
Such  a marvel  could  not  have  evolved  without 
the  operation  of  a supreme  and  divine  intelligence. 
If  this  thought  deepens  the  faith  of  the  modern 
doctor,  it  only  reaffirms  the  ancient  texts  of  the 
Hebrew  psalms  when  they  say,  ‘He  that  planted  the 
ear,  shall  he  not  hear;  he  that  formed  the  eye, 
shall  he  not  see;  he  that  teacheth  man  knowledge, 
shall  he  not  know!’ 

* * * 

“The  materials  the  doctor  handles  compose  the 
very  fabric  of  life  itself;  the  mission  he  serves,  the 
objective  he  seeks,  and  the  vision  that  guides  him, 

* Bradford  C.  H.:  Annual  discourse:  medical  aims  and 
ideals,  new  England  j.  med.,  268:1147-1150,  (May  23)  1963. 


are  best  expressed  in  the  words  of  the  Gospel, 
‘Give  life,  and  give  it  more  abundantly.’ 

* * * 

“As  we  wield  . . . healing  powers,  we  should 
pause  to  acknowledge  our  extreme  good  fortune 
in  having  been  given  miracles  to  work  with,  rather 
than  myths  and  fables,  like  the  doctors  before  us. 
This  has  made  our  generation  the  most  privileged 
that  ever  entered  the  ranks  of  medicine,  and  by 
the  same  token,  it  should  bring  us  more  joy  in 
our  work  than  came  to  our  predecessors.  Some 
doctors  are  apt  to  complain  of  their  frustrations, 
their  hard  hours,  their  heavy  responsibilities  and 
their  perilous  decisions,  but  here  for  a change,  let 
us  take  the  time  to  say  a few  words  about  our 
joys.  ...  Joy  is  a more  profound  emotion  than 
pleasure  or  happiness,  for  it  dips  its  buckets  deep- 
er into  the  wells  of  the  spirit,  and  draws  up  satis-  ' 
factions  that  superficial  experiences  could  not 
reach.  What  joy,  for  example,  could  compare  with 
mastering  the  knowledge  that  enables  us  to  lift 
the  burden  of  sickness  off  men’s  bodies  and  to 
liberate  them  from  the  thralldom  of  disease? 

* * * 

“If  medicine  is  to  regain  its  former  status,  it 
must  resume  its  service  of  friendship;  it  must  re- 
new its  personal  interest  in  the  patient,  and  it 
must  reaffirm  its  faith  in  the  mission  to  give  life 
and  give  it  more  abundantly.  Though  medicine  is 
scientific,  life  is  spiritual. 

* * * 

“Thus,  people  everywhere,  whether  they  realize 
it  or  not,  live  under  the  constant  shelter  and  pro- 
tection of  the  medical  profession,  and  it  becomes 
our  obligation  as  doctors  to  make  sure  that  ade- 
quate help  is  always  available.  We  occupy  both 
the  front  rank  and  the  rear  rank,  the  outermost 
and  the  innermost  positions  in  the  protective  net- 
work of  medical  defense  that  shields  the  commu- 
nity; in  this  responsible  position,  we  must  never 
forget  the  lifesaving  nature  of  our  service,  or  the 
insistent  duty  that  it  imposes.  If  we  neglect  either, 
we  cease  to  be  physicians  in  the  true  sense  of  the 
word  and  become  mere  technicians,  or  merchants 
of  health. 

* * * 

“Medicine  must  march  with  the  times,  not 
against  the  times,  and  wherever  it  can  enlarge  its 
service  by  governmental  programs,  it  should  wel- 
come the  opportunity — so  long  as  this  does  not 
destroy  the  individuality  and  initiative  and  per- 
sonal responsibility  on  which  its  effectiveness 
rests.  For  the  future,  let  us  hope  that  medicine 
may  escape  from  political  entrapment,  that  the 
splendid  treasure  house  of  healing  will  never  be 
exposed  by  visionaries  to  the  plunder  of  dema- 
gogues and  that  physicians  may  always  continue 
to  confront  the  perils  of  life  and  the  challenges  of 
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death  with  unhindered  freedom  in  their  God-given 
profession.” 

Adherence  to  the  philosophy  expressed  by  Dr. 
Bradford  would  assure  the  medical  profession  an 
unassailable  place  in  the  nation,  in  the  community 
and  in  the  hearts  of  men. 

KIDNEY  HOMOGRAFTS 

A recent  report  by  Murray  and  associates*  at 
Peter  Brent  Brigham  Hospital  and  Harvard  Medi- 
cal School,  on  an  experience  with  human-kidney 
homografts  in  13  patients,  is  an  exciting  and  en- 
couraging one.  It  is  a dramatic  example  of  the  ef- 
forts that  are  being  made  in  several  research  cen- 
ters to  transplant  organs  successfully  from  one 
individual  to  another. 

In  nine  of  13  patients  in  whom  the  transplants 
were  performed,  renal  function  occurred  in  the 
transplanted  kidney.  One  23-year-old  young  man, 
operated  upon  in  April,  1962,  was  alive  12  months 
after  the  transplantation,  was  working  as  an  ac- 
countant, and  was  living  at  home,  though  report- 
ing daily  to  the  hospital.  He  was  being  maintained 
on  an  antimetabolite  and  prednisone  administered 
daily.  One  patient  had  survived  160  days  before 
dying  as  a result  of  cerebral  hemorrhage.  At  the 
time  of  the  report,  in  addition  to  the  patient  who 
had  survived  a year,  there  were  survivors  at  40, 
60  and  110  days  after  transplants. 

The  source  of  the  kidney  was  a cadaver  in  five 
of  the  cases,  from  an  infant  with  hydrocephalus 
undergoing  subarachnoid-ureteral  shunt  in  five 
cases,  and  from  a living  donor  in  three  cases.  In 
the  instance  of  the  young  man  who  had  survived 
for  a year,  the  transplant  had  been  procured  from 
a cadaver.  The  three  transplants  from  living  do- 
nors had  been  the  most  recent  in  the  series,  and 
the  transplanted  kidneys  were  continuing  to  func- 
tion at  the  time  of  the  report. 

Aside  from  the  technical  problems  of  trans- 
plantation, the  most  serious  obstacle  to  success  is 
the  rejection  and  destruction  of  the  graft  by  the 
immunologic  reaction  of  the  recipient  to  the  im- 
planted cellular  tissues  of  the  donor— the  so-called 
homotransplantation  reaction.  Various  methods 
have  been  tried  in  an  endeavor  to  modify  or  in- 
hibit the  immunologic  response  to  the  antigenic 
stimulus  of  the  transplants.  Total-body  irradiation 
has  been  employed  by  various  investigators;  ir- 
radiation of  certain  lymphoid  tissues  such  as  the 
spleen  and  the  thymus  and  the  site  of  the  implant 
has  been  undertaken  by  others;  and  a combination 
of  irradiation  and  drugs  has  been  administered  to 
suppress  the  immune  response  by  still  others.  In 
the  management  of  the  13  cases  described  by  the 
Boston  group,  drugs  alone  were  used  to  prevent 
rejection  of  the  transplanted  kidneys. 

In  the  investigators’  earlier  experience  with  renal 

* Murray,  J.  E.,  Merrill,  J.  P.,  Harrison,  J.  H.,  Wilson, 
R.  E.,  and  Dammin,  G.  J.:  Prolonged  survival  of  human- 
kidney  homografts  by  immunosuppressive  drug  therapy. 
new  England  j.  med.,  2 6 8:1315-1323,  (June  13)  1963. 


transplants  in  dogs,  the  drugs  employed  to  condi- 
tion the  donors  proved  to  be  highly  lethal.  Con- 
sequently, it  was  decided  that  in  human  beings  a 
minimal  dose  of  the  drugs  would  be  employed, 
and  if  incipient  rejection  to  the  transplant  became 
manifest,  it  would  be  treated  by  means  of  appro- 
priate drugs.  Imuran,  an  immunosuppressive  drug, 
was  the  most  important  agent  employed  to  inhibit 
the  antigenic  response,  and  this  was  continued  in 
a daily  dosage.  In  the  early  postoperative  period, 
the  patients  were  also  given  Azaserine,  an  alky- 
lating agent.  Actinomycin  C was  given  to  several 
patients,  and  it  appeared  to  contribute  to  a re- 
versal of  the  rejection  process.  The  place  of  the 
corticosteroids  in  the  management  of  such  patients 
is  still  undetermined,  but  they  may  assist  in  re- 
versing the  rejection. 

Parsons  and  associates,**  from  the  General  In- 
firmary, Leeds,  England,  recently  reported  the 
successful  transplant  of  a kidney  from  a cadaver 
in  two  patients,  but  one  patient  succumbed  33 
days  after  the  operation,  and  the  other  died  from 
recurrent  pyelonephritis  3^2  months  after  the 
operation.  The  British  group  employed  cyclophos- 
phamide or  Cytoxin  to  suppress  the  immunologic 
response  of  the  recipient.  The  cadaveric  kidney 
was  procured  promptly  after  the  donor’s  death  and 
was  cooled  to  10 °C.  by  a perfusion  technic.  It  was 
thought  that  renal  function  could  thus  be  pro- 
tected by  reducing  metabolism,  preventing  ischem- 
ic acidosis,  and  preventing  renal-artery  spasm  and 
thrombosis  of  the  small  vessels. 

It  must  be  fully  understood  that  kidney  trans- 
plantation is  still  purely  a research  project,  and 
that  it  has  been  employed  only  in  patients  with 
irreversible  uremia.  Transplantation  of  a kidney 
from  a monozygotic  (identical)  twin  of  the  pa- 
tient with  irreversible  uremia  eliminates  the  haz- 
ard of  the  homotransplantation  reaction.  Accord- 
ing to  the  Boston  group,  the  greater  the  genetic 
disparity  between  donor  and  host,  the  more  dra- 
matic the  need  for  conditioning  the  host. 

Murray  and  his  colleagues  conclude  that  in  the 
present  state  of  knowledge,  it  appears  advisable 
to  continue  using  expendable  kidneys  in  this  ex- 
perimentation. Special  effort  should  be  made  to 
solve  the  logistic  problems  of  procurement  and 
preservation  of  cadaveric  kidneys.  The  indiscrim- 
inate transplantation  of  kidneys  from  adult  living 
volunteers  is  inadvisable  at  this  time.  Although 
chemical  suppressive  agents  may  be  temporarily 
successful,  there  are  many  unanswered  questions 
such  as  the  eventual  status  of  the  homografted 
kidney,  the  length  of  time  during  which  drug 
therapy  must  be  maintained,  and  whether  the  orig- 
inal kidney  disease  will  develop  in  the  homograft. 
The  influence  of  the  suppressant  drugs  upon  the 
total  immunologic  response  during  the  lifetime  of 
the  host  also  remains  unknown. 

Despite  the  many  problems  relating  to  human 

**  Parsons,  F.  M.,  Markland,  M.,  Raoer,  F.  P.,  and  Fox,  M.: 
Cadaveric  renal  transplantation.  British  m.j.,  1:930-931, 

(Apr.  6)  1963. 
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homografts,  the  Boston  group  conclude:  “This  re- 
port permits  a note  of  optimism  in  a problem  that 
10  years  ago  was  considered  almost  insoluble.” 

DIVERTICULITIS  OF  THE  COLON 

Diverticulitis  of  the  distal  portion  of  the  colon 
has  become  a common  problem  that  taxes  the 
judgment  of  the  clinician  and  the  surgeon.  It  is 
estimated  that  10  per  cent  of  persons  more  than 
40  years  of  age  have  diverticulosis  of  the  distal 
portion  of  the  colon  and  that  one-fifth  of  these  de- 
velop sufficient  inflammation  to  warrant  a diag- 
nosis of  diverticulitis.  The  staff  members  of  the 
Department  of  Surgery  at  the  Montreal  General 
Hospital*  have  reported  their  experience  with 
370  patients  with  diverticulitis  who  were  admitted 
during  the  years  1935  to  1959.  Such  a report 
should  be  of  value  to  the  physician  who  must  un- 
dertake the  management  of  patients  with  this  con- 
dition. Approximately  one-fourth  of  the  patients 
admitted  to  the  Montreal  General  Hospital  be- 
cause of  diverticulitis  developed  complications, 
and  there  was  a resultant  mortality  of  5.4  per 
cent.  This  latter  figure  provides  us  an  indication 
of  the  potential  seriousness  of  the  condition. 

The  Montreal  physicians  divided  their  370  cases 
into  three  groups  according  to  the  extent  and  the 
nature  of  the  disease.  Group  I consisted  of  284 
cases  of  simple  diverticulitis  in  which  the  inflam- 
matory process  was  confined  to  the  diverticula 
and  the  immediately  surrounding  area.  Gross  sup- 
puration was  not  present,  and  stricture  of  the 
colon  had  not  developed.  Group  2 was  made  up 
of  20  patients  in  whom  fibrous  stricture  of  the 
colon  related  to  the  diverticula  was  present.  Group 
3 consisted  of  66  patients  in  whom  gross  abscess 
formation  had  occurred,  in  contrast  to  the  minute 
abscesses  often  found  in  patients  with  simple 
diverticulitis. 

Of  the  group  of  patients  with  simple  diverticu- 
litis, 76  per  cent  responded  to  medical  treatment 
and  recovered  without  surgery.  Surgical  treat- 
ment was  required  in  68  patients.  Resection  of  the 
colon  was  performed  in  38  patients,  and  in  33  of 
them  a proximal  decompression  was  done,  usually 
a transverse  colostomy.  The  indications  for  resec- 
tion were  colonic  obstruction,  perforation  with 
generalized  peritonitis,  repeated  attacks  of  acute 
inflammation,  and  in  a considerable  number,  the 
possibility  of  carcinoma  of  the  colon.  Colostomy 
alone  was  performed  in  16  cases.  Other  operative 
procedures  were  performed  in  14  of  the  68  patients 
— laparotomy  alone  in  nine,  ileocolostomy  in  two, 
closure  of  a perforated  diverticulum  in  two,  and 
an  exteriorization  of  a mass  in  one  patient.  In  the 
group  of  68  patients  operated  upon,  there  were 

* Estrada,  R.  L.,  Hoehn,  R.  J.,  and  Robertson,  H.  R.:  Di- 
verticulitis of  distal  colon;  twenty-five  years’  experience. 
postgraduate  med.,  31:30-36,  (Jan.)  1962. 


two  deaths,  making  the  mortality  rate  0.7  per  cent 
for  the  284  patients  classified  as  having  simple 
diverticulitis. 

The  20  patients  with  chronic  stenosing  diverticu- 
litis were  so  classified  because  of  the  evidence  of 
fibrosis  and  stenosis  in  the  pathologic  specimen, 
the  presence  of  narrowing  of  the  colon  for  at  least 
nine  to  12  months,  and  a history  of  recurrent  par- 
tial obstruction  during  periods  ranging  from  two 
to  12  years.  Eight  of  this  group  of  20  patients  did 
not  have  surgical  treatment,  and  12  were  operated 
upon  because  of  obstruction.  Eleven  of  them  un- 
derwent resection.  Three  of  the  group  had  pri- 
mary resection,  and  the  other  eight,  who  had  un- 
dergone colostomy  previously,  had  stomas  that 
were  not  functioning.  The  mortality  rate  in  the 
20  patients  with  chronic  stenosing  diverticulitis 
was  20  per  cent.  Of  the  eight  patients  treated  con- 
servatively, four  had  died,  three  were  symptom- 
free  after  three  years,  and  one  patient  was  lost  to 
follow-up.  Two  of  the  12  patients  who  had  been 
operated  upon  died  following  the  operation. 

Among  the  66  patients  with  suppurative  divertic- 
ulitis, only  seven  were  treated  conservatively. 
This  therapy  consisted  of  intestinal  decompression, 
the  administration  of  antibiotics,  and  the  prescrib- 
ing of  a low-residue  diet.  The  decision  to  treat 
these  patients  medically  rather  than  surgically 
was  based  upon  the  presence  of  septic  fever;  an 
acutely  tender  mass  palpated  rectally  or  in  the 
left  lower  quadrant,  with  cellulitis  of  the  overlying 
skin;  drainage  of  pus  rectally  or  vaginally;  and 
x-ray  evidence  of  an  abscess  or  of  an  internal  or 
blind  fistula.  All  of  the  seven  patients  treated 
conservatively  survived.  Fifty-nine  patients  in  the 
suppurative  group  were  subjected  to  operation. 
The  indications  for  surgery  were  suppuration, 
colonic  obstruction,  perforation,  generalized  peri- 
tonitis, fistula,  empyema  and  pyelophlebitis.  In  27 
of  the  patients,  the  abscess  was  about  the  divertic- 
ula and  within  the  mesocolon.  There  were  three 
deaths  in  this  group,  or  a mortality  of  11  per  cent. 
Large  paracolic  abscesses  were  present  in  32  of 
the  suppurative  group,  and  were  walled  off  in  the 
pelvis  or  in  the  left  iliac  fossa.  Of  the  32  patients 
with  paracolic  abscesses,  11,  or  34.4  per  cent,  died. 
Drainage  of  the  abscess  and  proximal  colostomy 
were  done  in  19  cases;  three  of  these  patients  died 
after  operation.  When  the  abscess  stopped  drain- 
ing, eight  patients  had  resections  of  the  colon  and 
two  of  them  died.  The  colonic  stoma  was  closed 
in  eight  patients,  and  in  three  the  stoma  was  per- 
manent. In  three  cases  drainage  of  the  abscess  and 
proximal  cecostomy  were  performed,  and  two  of 
the  patients  died.  One  patient  died  after  a trans- 
verse colostomy,  and  one  succumbed  just  as  the 
anesthetic  was  being  started.  In  all,  there  were  14 
deaths  in  the  suppurative  group  of  66  patients — 
a mortality  of  23.7  per  cent. 

As  a result  of  this  experience  with  370  patients, 
the  Montreal  surgical  group  concluded  that  medi- 
cal management  is  successful  in  the  majority  of 
cases  of  simple  diverticulitis,  and  that  if  surgery 
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is  required,  the  mortality  is  low  even  if  obstruc- 
tion or  free  perforation  has  occurred.  Despite  the 
good  response  to  conservative  treatment,  surgical 
intervention  was  found  necessary  in  24  per  cent 
of  the  group  with  simple  diverticulitis.  The  great- 
est difficulty  was  encountered  and  the  majority  of 
the  deaths  occurred  in  those  cases  in  which  para- 
colonic  abscesses  had  developed.  Some  deaths 
were  ascribed  to  a series  of  exhausting  operations 
performed  in  an  attempt  to  eradicate  infection. 

The  special  lesson  learned  from  the  Montreal 
study  was  that  the  patient  with  diverticulitis  should 
be  managed  with  great  care  so  that  the  hazardous 
phase  of  frank  suppuration  may  be  anticipated 
and,  if  possible,  prevented.  If  a patient  does  not 
respond  promptly  to  medical  treatment,  operative 
intervention  should  be  seriously  considered.  It  is 
now  felt  that  surgical  procedures  can  be  carried 
out  with  a high  degree  of  safety  before  suppura- 
tion and  abscess  formation  make  corrective  pro- 
cedures hazardous.  Those  patients  in  whom  di- 
verticulitis recurs  repeatedly  are  also  considered 
proper  candidates  for  resection.  In  the  manage- 
ment of  diverticulitis,  the  clinician  is  in  a difficult 
position.  He  cannot  predict  with  certainty  which 
case  of  simple  diverticulitis  will  subside  and  which 
one  will  develop  serious  complications.  By  care- 
fully following  the  patient  and  by  exercising  sound 
judgment,  however,  he  can  appreciably  reduce  the 
morbidity  and  mortality  from  diverticulitis. 

INFECTIOUS  MONONUCLEOSIS 

A study  at  the  Department  of  Infectious  Dis- 
eases of  the  Royal  Free  Hospital,  London,*  has 
confirmed  several  previous  studies  indicating  that 
infectious  mononucleosis  is  not  the  innocuous 
malady  it  was  originally  reputed  to  be.  Eighty 
cases  of  infectious  mononucleosis  were  admitted 
there  between  the  summer  of  1959  and  the  fall  of 
1962.  Patients  were  admitted  all  during  the  year, 
but  there  were  increases  in  admissions  in  the 
spring  and  fall,  and  a peak  in  February.  Eleven 
patients  were  under  15  years  of  age — five  of  them 
male  and  six  female.  Fifty-nine  of  the  group  were 
between  15  and  25  years  of  age — 16  male  and  43 
female.  Ten  patients  were  over  25  years  old,  equal- 
ly divided  as  to  the  sexes. 

Because  of  the  fact  that  symptoms  and  signs  of 
the  disease  are  so  varied,  it  was  found  that  the 
final  diagnosis  had  been  determined  on  a com- 
bination of  clinical,  hematologic  and  serologic 
findings.  The  posterior  cervical  glands  were  in- 
variably enlarged.  The  axillary  and  inguinal  glands 
were  frequently  enlarged.  The  spleen  was  felt  in 
fewer  than  half  the  cases.  Injection  of  the  tonsils 
and  fauces  usually  was  present,  and  an  exudate 
was  present  in  over  half  the  cases.  The  exudate 
was  creamy  and  could  be  easily  removed  without 
bleeding.  Edema  of  the  throat  was  common,  and 


* Dunnet,  W.  N.:  Infectious  mononucleosis  British  m.j.. 
1:1187-1191,  (May  4)  1963. 


was  severe  enough  in  one  patient  to  obstruct 
breathing. 

Cultures  were  taken  from  the  nose,  the  throat 
and  the  postnasal  space.  Pathogenic  organisms 
were  isolated  in  only  19  cases.  Forty-four  of  the 
80  patients  had  received  antibiotics  before  admis- 
sion, but  pathogens  were  found  in  nine  of  the 
group.  It  was  felt  that  the  administration  of  anti- 
biotics had  had  little  if  any  influence  on  the  de- 
velopment of  secondary  infection. 

An  enanthem,  usually  consisting  of  pinpoint 
petechiae  along  the  division  between  the  soft  and 
the  hard  palate,  was  observed  in  33  cases.  A fine 
macular  rash,  similar  to  the  rash  of  rubella,  oc- 
curred in  11  patients,  usually  between  the  tenth 
and  the  fourteenth  days  of  illness.  Periorbital 
edema  was  present  in  eight  of  the  80  patients. 

Blood  studies  revealed  the  presence  of  atypical 
mononuclear  cells,  particularly  during  the  acute 
phase  of  the  disease,  and  these  often  comprised 
over  80  per  cent  of  the  white  blood  cells.  This 
was  particularly  characteristic  in  those  patients 
with  the  anginose  form  of  the  disease.  These  cells 
rapidly  disappeared  as  the  patient’s  temperature 
subsided  and  the  exudate  separated  from  the  ton- 
sils. In  the  first  few  days  of  the  illness,  leukopenia 
and  a relative  lymphocytosis  were  characteristic, 
but  in  the  well  established  case,  a white  cell  count 
of  12,000  to  18,000/cu.  mm.  was  common. 

The  heterophile  antibody  was  absent  or  in  low 
titer  in  the  first  week  of  the  disease,  and  usually 
attained  a maximum  during  the  third  and  fourth 
weeks.  In  one  case  the  Paul-Bunnell  test  did  not 
become  positive  until  the  seventh  week,  and  in 
seven  patients — five  of  them  under  10  years  of 
age — the  test  never  became  positive.  The  titer  of 
antibody  did  not  reflect  the  severity  of  the  dis- 
ease, and  there  was  no  correlation  between  the 
titer  and  the  development  of  complications. 

The  concept  that  infectious  mononucleosis  is  a 
trivial  and  benign  disease  was  refuted  by  the 
London  experience.  According  to  the  author  of 
this  report,  the  majority  of  the  patients  complained 
of  lassitude,  anorexia,  inability  to  concentrate  and 
other  manifestations  of  general  systemic  upset  for 
many  weeks  and  even  months  after  the  acute 
phase  of  the  disease  had  passed. 

One  of  the  surpi’ising  results  of  the  study  was 
the  finding  that  hepatitis  occurs  in  practically 
every  case,  and  should  now  be  regarded  less 
as  a complication  than  as  a part  of  the  syndrome 
of  infectious  mononucleosis.  Repeated  conventional 
liver-function  tests  and  enzyme  determinations 
were  done  in  every  case.  Conventional  liver-func- 
tion tests  were  frequently  normal  in  the  presence 
of  greatly  increased  enzyme  activity.  The  serum 
bilirubin  was  raised  in  26  cases;  jaundice  was  pres- 
ent in  12;  and  the  liver  was  enlarged  or  tender  in 
27  patients.  The  serum  glutamic  oxaloacetic  trans- 
aminase (SGOT)  was  elevated  in  73  per  cent  of 
cases  and  the  serum  isocitric  dehydrogenase 
(SICD)  was  elevated  in  93  per  cent  of  the  80  pa- 
tients. There  was  often  a wide  daily  fluctuation  in 
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enzyme  activity.  The  titer  was  usually  highest  be- 
tween the  second  and  fourth  weeks,  and  most  titers 
had  returned  to  normal  by  the  end  of  the  sixth 
week.  The  degree  of  liver  damage  appeared  to  be 
unrelated  to  the  severity  of  the  infection. 

Electrocardiographic  changes  indicative  of  non- 
specific myocarditis  were  observed  in  13  cases  (16 
per  cent) . An  abnormality  of  the  T wave  was  the 
most  common  finding. 

One  patient  developed  a right  lower-motor- 
neurone  facial  paralysis.  Several  patients  had 
x-ray  evidence  of  enlarged  hilar  glands,  but  there 
was  no  evidence  of  parenchymal  pulmonary  in- 
volvement. 

According  to  the  author,  hepatitis  can  be  as- 
sessed adequately  by  means  of  twice-weekly  en- 
zyme determinations.  The  serum  isocitric  dehydro- 
genase estimation  is  considered  a sensitive  and  a 
specific  guide  to  hepatocellular  activity,  and  be- 


By  acclamation,  Donovan  F.  Ward,  M.D.,  of  Dubuque,  was 
elected  vice-president  of  the  American  Medical  Association, 
at  the  organization's  June  meeting  in  Atlantic  City.  He  is 
the  senior  IMS  delegate  to  the  AMA,  and  has  served  on 
numerous  reference  committees  of  the  AMA  House  of  Dele- 
gates. This  year,  he  was  a member  of  the  Reference  Com- 
mittee on  Insurance  and  Medical  Service,  and  of  the  Con- 
tinuing Committee  on  Medical  Practices.  He  was  nominated 
for  the  vice-presidency  by  L.  W.  Swanson,  M.D.,  of  Mason 
City,  and  the  delegations  from  a number  of  states  besides 
Iowa  gave  active  support  to  his  candidacy.  As  vice-president, 
Dr.  Ward  will  be  an  ex-officio  member  of  the  AMA  Board 
of  Trustees. 


cause  it  is  usually  positive  in  infectious  mono- 
nucleosis, it  is  useful  as  a diagnostic  aid. 

The  treatment  employed  by  the  London  group 
consisted  of  bed  rest  during  the  acute  phase  of 
the  disease.  Convalescence  was  gradual,  and  pa- 
tients were  not  discharged  from  the  hospital  until 
the  enzyme  determinations  were  normal  and  the 
electrocardiogram  had  returned  to  normal.  Em- 
phasis is  given  to  the  need  for  prolonged  con- 
valescence if  the  patient  is  to  be  spared  the  frus- 
tration that  is  inevitable  when  he  finds  that  he  is 
unable  to  resume  his  usual  activities.  Chemothera- 
peutic agents  and  antibiotics  failed  to  influence 
the  course  of  the  disease. 

From  the  experience  of  others  and  from  this 
study  of  80  cases  at  the  Royal  Free  Hospital,  Lon- 
don, it  is  clear  that  the  diagnosis  of  infectious 
mononucleosis  is  frequently  difficult.  Clinical, 
hematologic  and  serologic  studies  are  necessary 
to  a final  diagnosis.  Liver  function  studies  and  en- 
zyme determinations  indicate  that  hepatitis  is,  in 
fact,  a part  of  the  syndrome.  Nonspecific  myo- 
carditis is  a not  unusual  complication.  Because 
of  the  generalized  nature  of  the  infection  and  the 
frequency  of  complications,  convalescence  should 
be  slow  and  guarded. 

DR.  ZIMMERER  SERVED  WELL 

We  think  it  appropriate  to  reprint  an  editorial 
from  a July  4 issue  of  the  des  moines  tribune  and 
to  say  that  we  heartily  approve  of  it,  rather  than 
to  compose  a tribute  of  our  own.  It  is  as  follows: 

The  death  of  Dr.  E.  G.  Zimmerer  Tuesday  ended 
nearly  a half-century  of  conscientious  service  to 
the  public  health  work  in  Nebraska  and  in  Iowa. 

He  served  in  the  Iowa  State  Department  of 
Health  from  1939  until  his  death,  part  of  the  time 
as  director  of  the  Division  of  Cancer  Control  and, 
during  the  last  ten  years,  as  commissioner  and 
head  of  the  Health  Department. 

He  was  a man  who  had  studied  at  Harvard  and 
in  Vienna  and  who  was  associated  with  a number 
of  national  and  international  medical  and  health 
organizations.  It  is  probable  that  he  could  have 
found  greater  financial  rewards  in  private  prac- 
tice but  he  remained  in  that  field  only  a few  years 
after  his  graduation. 

The  job  of  running  the  State  Department  of 
Health  is  one  of  the  most  important  in  the  state, 
although  it  may  come  to  notice  only  when  there 
is  an  epidemic  or  emergency.  It  is  a detailed  job 
involving  relationships  with  all  the  doctors  in  all 
the  towns  in  Iowa,  and  it  is  most  likely  to  come 
to  public  attention  when  something  goes  wrong. 
Dr.  Zimmerer  was  a quiet  and  conscientious  man 
who  did  his  work  quietly,  faithfully  and  well. 

He  was  a career  man  in  public  health.  As  such 
he  provided  a day-by-day  protection  to  the  citi- 
zens of  Iowa  for  which  there  is  no  adequate  pay. 
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Wednesday,  September  18,  has  been 
selected  for  this  year’s  Fall  Conference 
of  County  Medical  Society  Representa- 
tives, and  I hope  that  all  county  officers, 
committee  chairmen,  delegates,  legisla- 
tive contact  men  and  Blue  Shield  liaison 
men  will  make  a special  effort  to  come 
to  Des  Moines  for  that  day. 

All  who  attended  last  year’s  meeting 
said  they  got  a great  deal  from  it,  and 
every  effort  is  being  made  to  provide  an 
equally  interesting  and  valuable  pro- 
gram this  year.  As  most  of  you  have  heard  me  say  on  previous 
occasions,  I am  convinced  that  the  principal  way  in  which  we 
can  increase  our  effectiveness  in  all  of  our  activities  is  by  re- 
solving our  misunderstandings  and  disagreements,  and  by  co- 
ordinating our  efforts.  The  Fall  Conference  provides  us  a 
chance  to  do  these  things— but  only  if  it  is  attended  by  several 
physicians  from  each  county  medical  society.  Doctors  and  the 
representatives  from  the  Auxiliary  will  be  guests  of  the  IMS 
at  lunch. 

In  the  evening,  the  Polk  County  Medical  Society  will  con- 
duct its  regular  dinner  meeting.  Its  guest  speaker  will  be  Mr. 
Hugh  Brennenran,  public  relations  counsel  to  the  Michigan 
Medical  Society.  Out-of-town  doctors  are  encouraged  to  attend, 
on  a Dutch-treat  basis. 


President 


BOOK  REVIEWS 

The  Care  of  Minor  Hand  Injuries,  Second  Edition, 

by  Adrian  E.  Flatt,  M.D.  (St.  Louis,  The  C.  V. 

Mosby  Company,  1963.  $10.50). 

This  well  written,  beautifully  illustrated  book  on 
the  treatment  of  minor  hand  injuries  was  first  pub- 
lished in  1959,  and  has  been  well  received.  The  sec- 
ond edition,  just  recently  off  the  press,  contains  some 
slight  modifications  in  the  text,  and  23  new  figures 
have  been  added. 

The  important  thing  about  this  book  is  that  it  re- 
flects Dr.  Flatt’s  personal  experience  with  hand  inju- 
ries, which  is  considerable.  The  procedures  recom- 
mended are  accurately  described  as  to  operative  tech- 
nic; the  details  of  after  care,  so  important  in  surgery 
of  the  hand,  are  stressed. 

The  only  criticism  this  reviewer  can  make  of  this 
book  concerns  emphasis.  The  use  of  thenar  and  cross 
finger  flaps  in  the  replacement  of  pulp  loss  on  finger 
tips  is,  I believe,  given  too  important  a place.  The 
vast  majority  of  fingertip  injuries  associated  with  pulp 
loss  are  best  treated  either  by  free  skin  grafts  or  by 
shortening  the  distal  phalanx  slightly  to  permit  flap 
closure  of  the  remaining  skin. 

The  dangers  of  thenar  and  cross-finger  flaps  include 
(1)  unnecessary  damage  to  the  palmar  skin  or  to  an 
adjacent  digit  which  must  be  resurfaced  with  a free 
skin  graft,  (2)  frequent  disability  (stiffness  of  the 
hand,  especially  in  older  patients)  resulting  from  im- 
mobilization of  the  hand  for  two  or  three  weeks, 
while  the  flaps  become  attached  in  their  new  location, 
and  (3)  the  partial  or  complete  loss  of  the  flap  from 
infection,  movement  or  technical  difficulties. 

Cross-finger  and  thenar  flaps  are  indicated  only  in 
a small  and  very  carefully  selected  group  of  cases, 
and  in  young  adult  patients  (rarely  in  children).  The 
technical  pitfalls  in  the  successful  application  of  these 
useful  flaps  are  manifold  and  can  be  avoided,  in  the 
opinion  of  this  reviewer,  only  by  skillful  and  ex- 
perienced hand  surgeons  like  Dr.  Flatt. 

With  the  above  reservation,  which  concerns  empha- 
sis only,  this  book  covering  all  aspects  of  minor  hand 
injuries  is  highly  recommended. — Julian  M.  Bruner, 
M.D. 


Handbook  of  Pediatric  Medical  Emergencies,  Third 
Edition,  by  Adolph  G.  DeSanctis,  M.D.,  and  Charles 
Varga,  M.D.  (St.  Louis,  The  C.  V.  Mosby  Company, 
1963.  $12.75). 

The  third  edition  of  this  most  valuable  handbook  is 
presented  in  much  the  same  manner  as  the  previous 
editions,  with  revisions  designed  to  update  the  ma- 


terials and  make  them  consistent  with  new  advances 
in  pediatrics.  The  chapters  on  cardiovascular  emer- 
gencies, metabolic  emergencies  and  eye  injuries  have 
been  rewritten.  New  chapters  on  emergencies  in  the 
newborn  and  psychiatric  emergencies  have  been 
added.  The  data  on  poisons,  drug  dosages  and  pedi- 
atric procedures  are  especially  valuable.  The  liberal 
use  of  illustrations,  reference  data  and  tabulations  is 
commendable. — M.  E.  Alberts,  M.D 


Margin  of  Safety,  by  John  Rowan  Wilson,  M.D.  (Gar- 
den City,  New  York,  Doubleday  & Company,  Inc., 
1963.  $4.95). 

This  book,  by  an  editor  of  the  British  medical  jour- 
nal, is  an  expose  on  the  development  of  the  polio- 
myelitis vaccines,  with  a remarkable  account  of  the 
step-by-step  rise  and  fall  of  the  hopes  and  ambitions 
of  the  researchers  as  well  as  of  the  anxious  public. 

Many  of  the  procedures  involved  in  the  develop- 
ment of  these  vaccines  were  fraught  with  poor  re- 
sults and  disappointments.  Pressures  were  exerted  by 
interested  groups — big  business,  misguided  philan- 
thropies and  political  factions.  Many  physicians  will 
recall  April  12,  1955,  when  the  organization  now  called 
The  National  Foundation  employed  a maximum  of 
ballyhoo  in  announcing  the  availability  of  Salk  vac- 
cine, even  though  so  little  of  it  had  been  produced 
that  many  people  contended  it  could  be  secured  only 
on  the  “black  market.” 

This  is  an  interesting  book.  It  is  of  a type  that  will 
interest  lay  people  as  well  as  professional  medical 
workers,  for  it  presents  an  interesting  insight  into  the 
workings  of  the  minds  of  the  American  public  as  well. 
This  reviewer  found  the  report  informative  as  well 
as  most  absorbing. — M.  E.  Alberts,  M.D. 

BOOKS  RECEIVED 

HANDBOOK  OF  THE  PRACTICE  OF  ANESTHESIA,  by 
John  R.  S.  Shields,  M.B.,  Ch.B.  (St.  Louis,  The  C.  V.  Mosby 
Company,  1963.  $6  85) . 

SCIENCE  AND  PSYCHOANALYSIS,  VOLUME  VI,  ed.  by 
Jules  H.  Masserman,  M.D.  (New  York,  Grune  & Stratton, 
Inc.,  1963.  $8.75). 

TEXTBOOK  OF  MEDICINE,  ELEVENTH  EDITION,  ed.  by 
Paul  B.  Beeson,  M.D.,  and  Walsh  McDermott,  M.D.  (Phil- 
adelphia, W.  B.  Saunders  Company,  1963.  $19  50  for  a single 
volume  and  $23.50  for  the  two-volume  set). 

RESULTS  OF  SURGERY  FOR  PEPTIC  ULCER:  A COOPER- 
ATIVE STUDY  BY  TWELVE  VETERANS  ADMINISTRA- 
TION HOSPITALS,  ed.  by  R.  W.  Postlethwait,  M.D.,  and 
James  C.  Thoroughman,  M.D.  (Philadelphia,  W.  B.  Saun- 
ders Company,  1963.  $8.00). 
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PREVENTION  OF  HOSPITALIZATION,  by  Milton  Greenblatt, 
M.D.,  Robert  F.  Moore,  M.D.,  Robert  S.  Albert,  Ph.D.,  and 
Maida  H.  Solomon,  B.A.,  B.S.  (New  York,  Grune  & Strat- 
ton, Inc.,  1963.  $7.50). 

PEDIATRIC  CARDIOLOGY,  SECOND  EDITION,  by  Alex- 
ander S.  Nadas,  M.D.,  F.A.C.P.  (Philadelphia,  W.  B.  Saun- 
ders Company,  1963.  $16.00). 


Cooperative  Study  of  Anesthetics 

A nationwide  cooperative  clinical  study  of  anes- 
thetic agents  in  wide  use  in  this  country  will  be 
conducted  by  the  National  Academy  of  Sciences- 
National  Research  Council,  it  was  announced  on 
July  1 by  Surgeon  General  Luther  L.  Terry  of  the 
U.  S.  Public  Health  Service,  and  Dr.  Frederick 
Seitz,  president  of  the  National  Academy-NRC. 

The  two-year  project  is  being  supported  by  a 
$1,650,000  research  contract  from  the  Public 
Health  Service’s  National  Institute  of  General 
Medical  Sciences,  National  Institutes  of  Health, 
Bethesda,  Maryland.  The  project  will  be  carried 
out  in  approximately  20  hospitals,  to  be  selected 
by  the  Academy-NRC,  in  various  parts  of  the 
country. 

The  study  is  expected  to  provide  comparative 
scientific  data  on  the  widely  used  drug,  halothane, 
which  was  introduced  in  1956  following  extensive 
animal  and  human  studies.  It  is  estimated  that 
more  than  half  of  the  operations  in  this  country 
are  performed  under  this  anesthetic  and  that 
about  ten  million  patients  have  received  it  to  date. 
The  Surgeon  General  pointed  out  that  halothane 
has  achieved  an  extraordinary  record  of  safety, 
and  is  considered  one  of  the  safest  of  the  anes- 
thetics in  general  use,  if  not  the  safest.  Only  since 
its  advent  has  it  been  possible  to  do  the  heart  sur- 
gery that  is  being  accomplished  today. 

However,  earlier  this  year  several  deaths  due 
to  liver  damage  were  reported  in  patients  who  had 


W.  B.  SAUNDERS  COMPANY  features  the  fol- 
lowing new  editions  in  their  full  page  advertise- 
ment appearing  elsewhere  in  this  issue: 

BEESON  and  McDERMOTT— C EC  IL-LOEB 
TEXTBOOK  OF  MEDICINE 
The  New  (11th)  Edition  of  a world-famous 
text,  with  contributions  by  173  authorities 
and  details  of  over  800  diseases 

GRAHAM— THE  CYTOLOGIC  DIAGNOSIS  OF 
CANCER 

An  up-to-date  revision  explaining  what  can 
be  learned  from  suspected  smears  through 
accurate  laboratory  methods 

MAYO  CLINIC— CLINICAL  EXAMINATIONS 
IN  NEUROLOGY 

A famous  medical  center’s  working  blueprint 
to  effective  neurologic  examination. 


received  halothane.  Dr.  Terry  emphasized  that  it 
was  not  possible  to  determine  whether  any  of 
these  deaths  was  related  to  the  anesthetic.  Death 
may  have  been  due  to  coincidental  infectious  hep- 
atitis, or  to  other  new  drugs  some  of  which  are 
also  suspected  of  causing  liver  damage,  and  which 
were  received  by  some  of  the  patients.  It  was 
pointed  out  that  authoritative  answers  to  the  ques- 
tions raised  in  recent  months  require  a large-scale, 
carefully  controlled  scientific  study. 

Plans  for  the  national  project  were  developed  by 
the  Academy-NRC’s  Committee  on  Anesthesia  af- 
ter its  members  first  recognized  and  identified 
the  problem.  Collaborating  with  the  committee 
and  its  chairman,  Dr.  Emanuel  Papper,  professor 
and  chairman  of  the  Department  of  Anesthesiol- 
ogy, Columbia  University,  have  been  outstanding 
authorities  in  biostatistics  and  internal  medicine. 
The  study  will  incorporate  the  most  advanced 
principles  of  experimental  design,  data-processing 
and  statistical  analysis. 


Occupational  Health  Bookshelf 

To  provide  a comprehensive  reading  list  for 
physicians  who  desire  to  increase  their  knowledge 
of  occupational  health  and  its  various  disciplines, 
the  Industrial  Medical  Association,  in  collabora- 
tion with  the  Division  of  Occupational  Health  of 
the  U.  S.  Public  Health  Service,  has  issued  a new 
booklet  called  “Occupational  Health  Bookshelf.” 

The  “Bookshelf”  contains  a total  of  182  refer- 
ences which  are  listed  under  the  following  head- 
ings: General  Interest  and  Historical  Background; 
Occupational  Disease  and  Disability;  Special 
Health  Problems;  Industrial  Hygiene  and  Toxi- 
cology; Employee  Health  Programs,  Personnel  and 
Facilities;  Preventive  and  Emergency  Services; 
Disability  Evaluation,  Rehabilitation  and  Compen- 
sation; and  Supplemental  Bibliographies.  Profes- 
sional periodicals  in  the  field  of  occupational 
health  are  also  listed. 

From  the  total  list  of  references,  13  are  desig- 
nated as  the  most  important  basic  references  in 
the  field  of  occupational  health.  The  references 
that  appear  in  this  list  were  selected  by  a commit- 
tee of  the  Industrial  Medical  Association  including 
Drs.  R.  E.  Eckardt,  chairman,  J.  S.  Felton,  David 
H.  Goldstein,  E.  V.  Henson,  Charles  E.  Lewis,  Hal- 
lett  A.  Lewis,  Harold  J.  Magnuson  and  Arthur  J. 
Vorwald. 

Single  copies  of  the  “Occupational  Health  Book- 
shelf” will  be  sent  without  charge  if  request  is  ac- 
companied by  a self-addressed  envelope  with  10c 
postage  affixed  (a  No.  10  envelope,  or  a 9 x 12  inch 
size).  Requests  should  be  addressed  to  the  Indus- 
trial Medical  Association,  55  East  Washington, 
Chicago  2,  111. 


THE  DOCTOR'S  BUSINESS 

Your  Life  Insurance  Coverage 
Should  Be  Carefully  Planned 

HOWARD  D.  BAKER 
Waterloo 


Prior  to  the  enactment  of  the  1954  Revenue 
Code,  life  insurance  proceeds  always  were  in- 
cluded in  the  decedent’s  gross  estate,  thereby  in- 
creasing estate  taxes.  In  other  words,  if  he  had 
paid  the  premiums  on  a policy,  it  was  included  in 
his  estate,  regardless  of  ownership. 

The  1954  Revenue  Code  and  subsequent  regula- 
tions have  made  it  possible  and  profitable  to  avoid 
the  tax,  in  part,  by  transferring  ownership  of  a 
portion  of  your  insurance  to  your  wife  and  chil- 
dren. You  can  now  pay  the  premiums  on  your 
policies  and  have  the  proceeds  excluded  from 
your  estate  by  modifying  the  policies  properly. 

What  must  you  do  in  order  to  take  advantage 
of  these  new  provisions?  The  important  thing  is 
for  you  to  retain  none  of  the  privileges  of  owner- 
ship. These  include  the  right  to  borrow  on  the 
policy  in  question,  to  pledge  or  assign  it  as  col- 
lateral, to  surrender  it  for  cash,  to  change  the 
beneficiary  or  to  change  the  ownership.  If  you 
have  retained  none  of  these  privileges,  you  may 
still  pay  the  premiums  but  have  the  policy  ex- 
cluded from  your  estate  in  the  event  of  your 
death.  The  tax  savings  on  a $10,000  policy  trans- 
ferred in  this  manner  can  range  from  $300  to 
$7,500,  depending  on  the  size  of  your  taxable 
estate. 

Transfers  of  policies  can  be  accomplished  by 
your  insurance  agent.  It  should  be  pointed  out, 
however,  that  the  transfer  of  old  policies  may 
create  a gift-tax  problem,  and  for  this  reason  such 
transfers  should  be  made  only  upon  the  recom- 
mendation of  your  estate  attorney. 

This  is  another  of  the  various  means  by  which 
you  can  minimize  the  estate  taxes  that  your  wife 
will  have  to  pay.  Your  individual  course  of  action 
should  be  governed  by  the  combined  advice  of 
your  insurance  counselor  and  the  attorney  who 
handles  your  estate  plan. 

Mr.  Baker  is  a partner  in  Professional  Management  Mid- 
west, and  manager  of  its  Retirement  Planning  Department. 
He  majored  in  accounting  and  business  administration  at 
S.U.I.,  and  was  an  agent  of  the  U.  S.  Bureau  of  Internal 
Revenue  for  3!'2  years  before  forming  his  present  association 
in  1953. 


In  most  cases,  life  insurance  is  the  major  asset 
in  a professional  man’s  net  worth,  but  in  both 
estate  planning  and  retirement  planning,  his  life 
insurance  must  be  given  proper  weight  in  relation 
to  his  other  holdings.  Regardless  of  the  purpose 
for  which  he  carries  life  insurance,  it  should  be 
clearly  recognized  as  a capital  asset  that  will  pro- 
duce a fixed  number  of  dollars,  either  to  his  bene- 
ficiary at  his  death,  or  to  himself  on  his  retirement. 
Coordinating  life  insurance  and  other  assets  means 
simply  putting  the  pieces  together  into  a plan 
that  will  accomplish  all  objectives  most  econom- 
ically. 

Consider  the  case  of  Dr.  “A,”  who  now  has  in- 
surance that  will  provide  a clean-up  fund,  that 
will  pay  off  a mortgage  and  that  will  pay  Mrs. 
“A”  an  income  of  $150  per  month  for  life,  in  case 
of  his  death.  The  doctor’s  goal  is  to  leave  his  wife 
a certain  income  of  $300  per  month,  and  on  the 
basis  of  the  foregoing  information,  we  should  con- 
clude that  he  needs  a substantial  amount  of  ad- 
ditional insurance.  But  we  haven’t  yet  considered 
the  facts  that  his  medical  building  will  provide 
additional  income  for  his  widow,  and  that  he  owns 
substantial  amounts  of  stocks  and  bonds  which 
will  further  supplement  her  income. 

In  a second  example,  Dr.  “B”  is  planning  for  his 
retirement.  It  has  been  determined  that  he  will 
need  to  invest  $175  monthly,  to  age  65,  divided 
equally  between  fixed  and  variable  investments, 
if  he  is  to  achieve  his  retirement  goal  and  main- 
tain a proper  balance  in  his  investments.  But  in 
the  computation,  the  $40,000  fixed  cash  value  of 
his  life  insurance  to  age  65  hasn’t  been  considered. 
This  cash  value  will  either  reduce  the  required 
monthly  investment,  or  will  increase  the  income 
available  to  him  at  retirement.  More  importantly, 
it  will  affect  the  ratio  of  his  future  investments  in 
fixed  and  variable  contracts. 

Whether  you  are  planning  your  estate,  pro- 
gramming your  life  insurance  or  planning  for  your 
retirement,  you  cannot  overemphasize  the  impor- 
tance of  coordinating  your  life  insurance  with 
your  other  assets. 
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Actions  of  the  House  of  Delegates 
American  Medical  Association 

112th  Annual  Meeting,  June  16-20,  1963 
Atlantic  City 


F.  J.  L.  BLASINGAME,  M.D. 
Executive  Vice  President 


Enlargement  of  the  Board  of  Trustees,  the  sec- 
tions and  scientific  program  of  the  AMA,  compen- 
sation for  interns  and  residents,  a new  Institute 
for  Biomedical  Research,  a physicians’  pension 
plan  and  the  relation  between  tobacco  and  disease 
were  among  the  major  subjects  acted  upon  by  the 
House  of  Delegates  at  the  American  Medical  As- 
sociation’s 112th  Annual  Meeting  held  June  16-20 
in  Atlantic  City. 

Dr.  Norman  A.  Welch  of  Boston,  a member  of 
the  House  of  Delegates  since  1951  and  speaker  of 
the  House  since  1959,  was  named  president-elect 
of  the  Association  by  acclamation.  Dr.  Welch  will 
become  president  at  the  June,  1964,  annual  meet- 
ing in  San  Francisco,  succeeding  Dr.  Edward  R. 
Annis,  of  Miami,  who  assumed  office  at  the  Tues- 
day night  inaugural  ceremony  in  Atlantic  City. 

The  AMA  1963  Distinguished  Service  Award 
was  voted  to  Dr.  Lester  R.  Dragstedt  of  Gaines- 
ville, Florida,  research  professor  of  surgery  at  the 
University  of  Florida  School  of  Medicine,  for  his 
achievements  in  the  fields  of  education,  research 
and  practicing  surgery. 

Final  registration  figures  at  the  meeting  reached 
a grand  total  of  36,811,  including  12,924  physicians. 

BOARD  OF  TRUSTEES 

The  House  adopted  amendments  to  the  Consti- 
tution and  Bylaws  designed  to  implement  the 
recommendations  presented  in  June,  1962,  by  the 
Ad  Hoc  Committee  on  the  Board  of  Trustees.  The 
changes  will  increase  the  size  of  the  Board  from 
11  members  to  15  members,  by  adding  three 
elected  trustees  and  including  the  immediate  past- 
president  for  a one-year  term.  The  amendments 
also  set  the  term  of  office  for  elected  Board  mem- 
bers at  three  years  and  limit  the  number  of  terms 
to  three,  for  a maximum  total  of  nine  years’  serv- 


ice. In  approving  the  amendments,  the  House  ex- 
pressed the  opinion  that  enlargement  of  the  Board 
of  Trustees  “would  improve  communications  be- 
tween the  Board  and  the  Association”  and  that 
the  proposed  changes  “would  be  consistent  with 
the  increase  in  membership  of  the  Association  and 
with  the  increase  of  the  size  of  the  House  of  Dele- 
gates.” 

AMA  SECTIONS  AND  SCIENTIFIC  PROGRAM 

In  considering  the  report  of  the  Ad  Hoc  Com- 
mittee to  study  the  Board  of  Trustees  Report  on 
the  Sections  and  Scientific  Program  of  the  AMA, 
originally  presented  at  the  1962  Clinical  Meeting 
in  Los  Angeles,  the  House  disagreed  with  some 
recommendations  in  both  of  those  reports. 

A major  change  was  the  House  decision  that  all 
section  officers — chairman,  vice-chairman,  dele- 
gate, alternate  delegate,  secretary,  assistant  secre- 
tary and  representative  to  the  scientific  exhibits 
— should  be  elected  by  members  of  the  section 
and  that  no  officers  be  appointed  by  the  AMA 
Board  of  Trustees. 

In  another  change,  relating  to  nominations  for 
specialty  boards,  the  House  approved  the  follow- 
ing recommendation:  “The  Committee  of  the 

Council  on  Scientific  Assembly  of  the  appropriate 
section  shall  nominate  the  AMA  representatives 
to  serve  on  the  medical  specialty  certifying  board. 
These  nominations  shall  be  submitted  to  the 
Board  of  Trustees.” 

In  connection  with  section  registration,  the 
House  decided  that  “a  member  of  a section  who 
desires  to  change  his  registration  from  one  sec- 
tion to  another  because  of  a change  in  his  special- 
ty, shall  be  required  to  inform  AMA  Headquar- 
ters by  written  notice  of  this  intention  at  least 
sixty  days  in  advance  of  the  Annual  Meeting.” 

The  House  agreed  with  the  Ad  Hoc  Committee’s 
recommendation  that  the  Section  on  Gastro- 
enterology and  Proctology  be  renamed  the  “Sec- 
tion on  Gastroenterology”  and  that  a separate 
“Section  on  Proctology”  be  established. 

The  House  also  commended  the  Board  of  Trus- 
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tees  for  its  recommendation  that  a national  forum 
be  sponsored  by  the  AM  A in  which  representatives 
of  national  medical  specialty  societies  and  the 
Academy  of  General  Practice  will  participate.  The 
Board  of  Trustees  was  directed  to  implement  this 
suggestion  as  early  as  possible. 

INTERNS  AND  RESIDENTS 

The  House  disapproved  the  report  of  the  Coun- 
cil on  Medical  Service  and  the  Council  on  Medical 
Education  and  Hospitals  on  Compensation  of 
House  Officers.  In  so  doing,  it  adopted  the  follow- 
ing statement: 

“We  therefore  recommend  that  in  view  of  the 
overwhelming  opposition  to  the  basic  proposal 
contained  in  the  report  of  the  Council  on  Medi- 
cal Service  and  the  Council  on  Medical  Education 
and  Hospitals,  the  AMA  record  itself  as  opposed 
to  any  system  or  program  by  which  any  part  of 
an  intern’s  or  resident’s  salary  is  paid  out  of  fees 
collected  by  the  attending  physician  or  out  of 
fees  collected  under  any  type  of  medical-surgical 
insurance  coverage.” 

The  House,  while  declaring  that  the  joint  coun- 
cil report  “represents  a well-intentioned  effort  to 
find  a solution  to  a most  difficult,  if  not  impossible, 
problem,”  recommended  that  any  future  proposals 
on  the  compensation  of  house  officers  be  thor- 
oughly studied  by  the  Law  Department  and  Ju- 
dicial Council  before  submission  to  the  House  of 
Delegates. 

In  another  action,  related  to  the  controversial 
“25  per  cent  rule,”  the  House  approved  a revision 
of  the  Essentials  of  an  Approved  Internship  which 
deletes  the  requirement  for  any  stated  proportion 
of  foreign  medical  graduates  and  graduates  of 
American  and  Canadian  medical  schools  as  an  es- 
sential feature  of  any  internship  program. 

NEW  RESEARCH  INSTITUTE 

In  acting  upon  two  reports  from  the  AMA  Edu- 
cation and  Research  Foundation,  the  House  ap- 
proved the  Foundation’s  announcement  that  it  will 
establish  and  operate  a new  Institute  for  Biomedi- 
cal Research. 

The  Institute  will  concern  itself  with  intensive 
and  fundamental  study  of  life  processes  particu- 
larly as  related  to  intracellular  mechanisms.  It 
will  be  composed  of  groups  of  dedicated,  imagina- 
tive workers  who  are  capable  of  significant  sci- 
entific achievements  through  the  interaction  of 
their  intellects  and  experiences,  with  unmatched 
facilities  and  maximum  freedom  from  external 
pressures. 

The  Institute  will  be  dedicated  to  pure,  basic, 
non-disease  oriented  research,  and  it  will  not  ren- 
der medical  service  to  patients  and  will  not  con- 
duct a graduate  training  program  leading  to  a de- 
gree. It  is  contemplated  that  the  first  research 
group  should  be  functioning  by  early  1965. 
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PHYSICIANS'  PENSION  PLAN 

The  House  approved  establishment  of  an  AMA 
physicians’  pension  plan  under  the  provisions  of 
the  Self-Employed  Individuals’  Retirement  Act  of 
of  1962,  and  noted  that  the  Board  of  Trustees  will 
make  every  effort  to  begin  operation  of  the  plan 
before  the  end  of  1963  so  that  physicians  will  be 
able  to  participate  this  year. 

The  plan  will  be  open  to  all  AMA  members  and 
their  employees  who  can  qualify  under  the  Act, 
Public  Law  87-792  (Keogh  Law). 

The  law  allows  a self-employed  individual  to 
set  aside  up  to  $2,500  or  10  per  cent  of  his  annual 
income,  whichever  is  less,  in  a retirement  fund, 
with  the  first  $1,250  being  deductible.  The  individ- 
ual must  provide  proportionate  benefits  for  any 
employee  who  works  for  him  more  than  20  hours 
a week  and  more  than  five  months  each  year. 

TOBACCO  AND  DISEASE 

The  House  agreed  with  a Board  of  Trustees  re- 
port which  concluded  that  the  AMA  should  defer 
any  definitive  statement  regarding  the  relation- 
ship of  tobacco  and  disease.  The  report  pointed 
out  that  the  AMA  is  continuing  its  study  of  this 
important  subject  and  is  merely  deferring  any 
public  pronouncement  pending  the  availability  of 
more  information,  including  whatever  may  come 
from  the  study  of  a committee  appointed  by  the 
United  States  Public  Health  Service. 

In  taking  this  action,  the  House  declared  that 
extensive  research  is  still  necessary  for  the  com- 
plete answers  on  the  cause  and  effect  of  many 
toxins,  including  tobacco.  However,  the  House 
said  that  the  AMA  “has  a duty  to  point  out  the 
effects  on  the  young  of  the  use  of  toxic  materials, 
including  tobacco,  and  these  facts  should  be  dis- 
seminated, particularly  in  our  schools.” 

MISCELLANEOUS  ACTIONS 

In  considering  a wide  variety  of  resolutions  and 
reports,  the  House  also: 

Disapproved  a Judicial  Council  opinion  on  the 
dispensing  of  glasses  by  opthalmologists  and  re- 
affirmed the  Council’s  interpretation  of  Section  7 
of  the  Principles  of  Medical  Ethics,  as  reported 
in  the  November  15,  1958,  issue  of  the  journal  of 

THE  AMERICAN  MEDICAL  ASSOCIATION. 

Approved  a Judicial  Council  opinion  on  phy- 
sician ownership  of  drugstores,  drug  repackaging 
houses  and  pharmaceutical  companies. 

Approved  of  AMA  participation  in  the  recent 
formation  of  a Joint  Commission  on  Medicine  and 
Pharmacy. 

Agreed  with  the  Council  on  Legislative  Activi- 
ties that  the  House  should  take  no  official  position 
on  the  “Liberty  Amendment”  but  should  call  it 
to  the  attention  of  individual  physician  citizens. 
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Disapproved  of  federal  funds  for  staffing  new 
community  mental  health  centers. 

Took  a position  opposing  the  student  loan  pro- 
visions of  the  Health  Professions  Educational  As- 
sistance Act  of  1963. 

Urged  all  state  and  county  medical  societies  to 
adopt  and  activate  all  phases  of  “Operation  Home- 
town.” 

Recommended  that  local  medical  societies  in 
the  vicinity  of  medical  schools  assume  the  respon- 
sibility of  establishing  and  maintaining  clear  lines 
of  communication  with  medical  students. 

Approved  the  organization  of  the  new  National 
Council  for  the  Accreditation  of  Nursing  Homes, 
jointly  sponsored  by  the  AMA  and  the  American 
Nursing  Home  Association. 

Adopted  the  recommendations  of  the  Committee 
to  Study  the  Joint  Commission  on  the  Accredita- 
tion of  Hospitals  and  suggested  that  the  commit- 
tee’s report  be  distributed  to  constituent  and 
component  societies  and  hospital  chiefs  of  staff. 

Approved  an  alteration  in  the  Association  By- 
laws which  states:  “The  Council  on  Medical  Edu- 
cation and  Hospitals  shall  consist  of  10  Active  or 
Service  members  at  least  one  of  whom  shall  be  a 
private  practitioner  of  medicine  who  is  not  a 
faculty  member  of  a medical  school  nor  a mem- 
ber of  a staff  of  a hospital  associated  with  a medi- 
cal school  or  university.” 

Commended  the  American  Farm  Bureau  for  its 
vigorous  leadership  in  opposing  unwarranted  gov- 
ernment interference  and  regulation. 

Urged  the  widest  dissemination  to  AMA  mem- 
bers of  a joint  report  by  the  AMA  Council  on 
Mental  Health  and  the  National  Academy  of  Sci- 
ences-National  Research  Council  on  The  Use  of 
Narcotic  Drugs  in  Medical  Practice  and  the  Medi- 
cal Management  of  Narcotic  Addicts. 

Recommended  that  all  AMA  members  and 
affiliates  give  strong  support  to  the  national  tu- 
berculin testing  campaign  proposed  by  the  Ameri- 
can School  Health  Association. 

Directed  the  Speaker  of  the  House  to  appoint 
an  ad  hoc  committee  to  study  the  size,  make-up 
and  functions  of  the  House  of  Delegates,  its  coun- 
cils, sections  and  committees  and  to  report  its 
findings  in  June,  1964. 

OPENING  SESSION 

Dr.  George  M.  Fister  of  Ogden,  Utah,  retiring 
AMA  president,  told  the  opening  session  that 
“our  fight  against  federal  dictation  is  not  merely 
one  of  concern  only  to  physicians  and  their  free- 
dom to  practice  the  best  medicine  possible,  but  it 
also  concerns,  equally  or  more  so,  the  individual 
citizen,  all  professions  and  the  private  enterprise 
system  in  this  country.”  Awards  announced  were 
the  AMA  Scientific  Achievement  Award  to  John 
F.  Enders,  Ph.D.,  of  Boston,  and  the  Joseph  Gold- 


berger  Award  in  Clinical  Nutrition  to  Dr.  John  B. 
Youmans  of  New  York  City. 

INAUGURAL  CEREMONY 

Dr.  Annis,  in  his  inaugural  address  Tuesday 
night,  stressed  the  importance  of  maintaining  an 
attitude  of  individualism  among  the  physicians  of 
America,  and  he  urged  members  of  the  profession 
to  have  the  courage  and  individuality  to  fight  for 
all  political,  economic  and  professional  freedoms. 
The  Distinguished  Service  Award  was  presented 
to  Dr.  Dragstedt,  and  the  Scientific  Achievement 
Award  was  presented  to  Dr.  Enders. 

WEDNESDAY  SESSION 

Speaking  at  the  Wednesday  session,  Dr.  Annis 
declared  that  “now,  more  than  ever  before,  there 
is  an  obligation  for  all  of  us  to  waive  or  at  least 
to  minimize  any  differences  between  or  within 
regions,  specialties  or  organizations  and  to  stand 
together  on  fundamental  principles  of  medical 
care  and  medical  practice,  of  enterprise  and  of 
freedom  for  which  our  great  Association  has 
striven  in  the  last  116  years.” 

ELECTION  OF  OFFICERS 

In  addition  to  Dr.  Welch,  the  new  president- 
elect, the  following  officers  were  named  at  the 
closing  session  on  Thursday: 

Dr.  D.  F.  Ward  of  Dubuque,  Iowa,  vice  presi- 
dent; Dr.  Milford  O.  Rouse  of  Dallas,  Texas, 
speaker  of  the  House,  and  Dr.  Walter  C.  Borne- 
meier  of  Chicago,  vice-speaker. 

Dr.  Percy  Hopkins  of  Chicago  and  Dr.  Raymond 
M.  McKeown  of  Coos  Bay,  Oregon,  were  re-elected 
to  the  Board  of  Trustees  for  three-year  terms.  Dr. 
Robert  C.  Long  of  Louisville,  Kentucky,  was 
named  to  fill  the  one  year  remaining  in  the  term 
of  Dr.  Hugh  H.  Hussey,  who  resigned  to  become 
director  of  the  AMA  Division  of  Scientific  Activi- 
ties. 

Elected  to  the  three  new  posts  on  the  Board, 
created  by  the  House  action  on  Wednesday,  were 
Dr.  Dwight  Wilbur  of  San  Francisco,  three  years; 
Dr.  Lester  Bibler  of  Indianapolis,  two  years,  and 
Dr.  L.  O.  Simenstad  of  Osceola,  Wisconsin,  two 
years. 

Nominated  and  elected  to  the  Judicial  Council 
was  Dr.  Walter  Judd  of  Minneapolis,  physician, 
former  member  of  Congress  and  1961  winner  of 
the  AMA  Distinguished  Service  Award. 

For  the  Council  on  Constitution  and  Bylaws, 
Dr.  William  D.  Stovall  of  Madison,  Wisconsin,  was 
re-elected,  and  Dr.  Thurman  B.  Givan  of  Brook- 
lyn, New  York,  was  named  to  replace  Dr.  Borne- 
meier. 

Elected  to  the  Council  on  Medical  Education 
and  Hospitals  were  Dr.  E.  Bryce  Robinson,  Jr.,  of 
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Fairfield,  Alabama;  Dr.  Francis  L.  Land  of  Fort 
Wayne,  Indiana,  and  Dr.  Melvin  Breese  of  Port- 
land, Oregon. 

To  fill  vacancies  in  the  Council  on  Medical  Serv- 
ice, the  House  elected  Dr.  Burns  A.  Dobbins,  Jr., 
of  Fort  Lauderdale,  Florida;  Dr.  Irvin  E.  Hendry  - 
son  of  Denver,  Colorado,  and  Dr.  Jess  W.  Read 
of  Tacoma,  Washington. 


By  acclamation  at  the  opening  session,  the 
House  also  expressed  appreciation  for  the  serv- 
ices of  Mr.  C.  Joseph  Stetler,  the  Association’s 
general  counsel  and  director  of  the  Legal  and 
Socio-Economic  Division,  who  will  be  leaving 
July  1 to  become  executive  vice-president  and 
general  counsel  of  the  Pharmaceutical  Manufac- 
turers Association. 


Research  Career  Award  for  S.U.I.  Researcher 

John  W.  Eckstein,  M.D.,  associate  professor  of  internal  medicine  at  the  S.U.I. 
College  of  Medicine,  has  been  named  to  receive  a Research  Career  Award  from 
the  U.  S.  Public  Health  Service.  Awards  are  made  to  experienced  investigators  of 
superior  potential  and  capability  who  are  engaged  in  productive  careers  of  inde- 
pendent research  and  teaching  in  the  sciences  related  to  health.  Selection  is  based 
on  nationwide  competition. 

The  initial  award  provides  that  Dr.  Eckstein’s  full  salary  will  be  paid  by  USPHS 
for  the  next  five  years,  and  future  program  objectives  call  for  continued  federal 
support  for  his  entire  career.  He  will  continue  his  regular  teaching  duties  in  the 
College  of  Medicine.  Other  S.U.I.  faculty  members  who  have  received  Research 
Career  Awards  are  Professor  Reino  E.  Kallio,  of  the  Department  of  Microbiology, 
and  Dr.  Nicholas  S.  Halmi,  a professor  of  anatomy. 

A staff  member  of  the  S.U.I.  Cardiovascular  Research  Laboratories,  Dr.  Eckstein 
is  engaged  in  a research  program  having  three  parts:  studies  on  venomotor  tone 
and  blood  volume  distribution;  studies  on  vascular  reactivity;  and  studies  on  myo- 
cardial function.  It  is  becoming  recognized  that  changes  in  tone  of  the  veins  play 
an  important  role  in  circulatory  stability  and  in  a number  of  disorders  affecting 
the  circulatory  system.  Studies  such  as  those  being  undertaken  by  Dr.  Eckstein 
should  also  provide  a clearer  understanding  of  some  of  the  mechanisms  by  which 
man  adapts  to  different  environments.  The  investigations  could  lead  to  a better 
understanding  of  a variety  of  ill-defined  diseases  and  to  better  methods  of  treatment. 

A nationally  recognized  authority  in  his  field,  Dr.  Eckstein  was  born  at  Central 
City,  took  his  B.S.  degree  at  Loras  College,  Dubuque,  in  1946,  and  received  his 
M.D.  from  S.U.I.  in  1950.  He  served  an  internal  medicine  residency  at  S.U.I.,  and 
was  awarded  a one-year  Rockefeller  Foundation  Postdoctoral  Fellowship  in  the 
Medical  Sciences  in  1952.  He  has  been  a research  fellow  of  the  American  Heart  As- 
sociation, a special  research  fellow  of  the  National  Heart  Institute,  and  an  “estab- 
lished investigator”  of  the  American  Heart  As- 
sociation, one  of  the  highest  awards  given  by 
that  group. 

He  has  been  active  in  the  work  of  the  Iowa 
Heart  Association  since  1953,  as  a member  of 
the  research  committee,  the  board  of  directors 
and  the  executive  committee,  and  he  is  now 
serving  as  vice-president  of  the  Iowa  Heart  As- 
sociation. On  the  national  level,  he  is  a member 
of  the  medical  advisory  boards  of  the  American 
Heart  Association’s  Councils  on  Circulation  and 
High  Blood  Pressure  Research. 

He  is  author  or  co-author  of  more  than  50 
scientific  articles,  and  is  a member  of  many  pro- 
fessional organizations  including  the  American 
College  of  Chest  Physicians,  the  American  Fed- 
eration for  Clinical  Research,  the  American 
College  of  Physicians  and  the  American  Society 
for  Clinical  Investigation. 


Togetherness 

V.  L.  SCHLASER,  M.D. 

Togetherness  is  a relatively  new  word  in  the 
English  language,  but  in  the  past  decade  it  has  be- 
come a popular  one,  especially  through  the  efforts 
of  the  clergy.  Ministers  and  priests  use  it  as  a 
symbol  for  unity  as  they  urge  the  retention  of 
close  relationships  among  members  of  families — 
especially  between  parents  and  children.  Together- 
ness, I think,  would  be  advantageous  not  only  for 
families  but  for  society  as  a whole,  and  it  be- 
hooves us,  one  and  all,  to  achieve  it  in  our  pro- 
fessional groups,  in  our  communities  and  in  our 
government. 

Let  us  fix  our  attention  on  the  possibilities  for 
togetherness  in  medicine,  the  profession  in  which 
we  doctors  are  most  interested.  Today,  physicians 
are  broken  up  into  groups,  and  perhaps  somewhat 
separated.  For  our  mutual  benefit  and  for  the 
sake  of  the  public  that  we  serve,  these  groups 
should  be  reunited,  or  at  least  should  be  per- 
suaded to  strive  for  the  achievement  of  identical 
goals.  For  this  unity  of  purpose  and  of  effort,  I 
have  in  mind  not  only  general  practitioners  and 
the  various  types  of  specialists,  but  also  medical 
school  faculties,  medical  and  premedical  students, 
the  personnel  of  paramedical  professions  and  the 
public  as  a whole. 

Unfortunately,  the  length  of  this  article  does  not 
permit  a full  discussion  of  all  aspects  of  this  pro- 
posal, but  I shall  enlarge  briefly  on  several  as  a 
general  practitioner  views  them. 

In  times  past,  physicians  haven’t  given  a thought 
to  the  premedical  student.  They  have  taken  for 
granted  that  youngsters  of  sufficient  ability  would 
gravitate  toward  medicine  more  or  less  automat- 
ically. This  is  all  in  the  past.  Physicians  must  re- 
member that  future  practitioners,  future  teachers 
of  medicine  and  future  research  workers  all  must 
come  from  the  young  people  who  are  growing  up 
today,  and  that  other  scientific  pursuits  now  rival 
medicine  in  offering  them  financial  security,  prom- 
inence and  opportunities  to  serve  their  fellow  men. 
Thus  it  has  become  one  of  the  duties  of  physicians 
to  discover  and  get  in  touch  with  young  people 
who  are  physically,  intellectually  and  psycho- 
logically suited  for  some  branch  of  medicine.  Doc- 
tors, individually  or  through  their  organizations, 


must  give  these  youngsters  glimpses  of  the  ac- 
tivities they  can  pursue  as  medical  students,  and 
afterwards  as  either  instructors,  researchers  or 
private  practitioners.  The  misconceptions  they 
may  have  about  medical  training  and  medical 
practice  must  be  corrected,  and  to  as  great  an  ex- 
tent as  possible,  all  obstacles — financial  or  of 
other  sorts — must  be  cleared  from  their  paths. 
By  undertaking  this  work,  physicians  can  make 
a start  toward  togetherness! 

We  doctors  should  take  a vital  interest  in  the 
training  of  medical  students.  Medical  school  cur- 
ricula are  not  static;  they  change  constantly  so 
as  to  include  all  of  the  advances  that  are  being 
made  in  scientific  medicine.  I don’t  intend  that  as 
practitioners  we  should  tell  the  dean  how  to  run 
his  medical  school,  for  he  would  like  that  no  bet- 
ter than  we  should  like  him  to  tell  us  how  to  run 
our  private  practices.  However,  a togetherness 
between  practitioners  and  medical  school  faculties 
would  promote  harmony  in  our  profession.  Be- 
cause points  of  view  differ  and  because  we  can 
be  of  great  assistance  to  one  another  in  myriad 
ways,  more  togetherness  is  needed. 

Postgraduate  education  includes  internships, 
residencies  and  refresher  courses.  In  the  past,  a 
year  of  internship  was  considered  sufficient,  but 
it  is  now  regarded  as  far  too  short  a time  in  which 
to  prepare  a medical  graduate  for  the  practice  of 
medicine.  Thus  there  now  are  residency  programs 
even  for  the  prospective  general  practitioner. 
Moreover,  after  completing  a residency  program, 
practitioners,  instructors  and  research  workers 
must  continue  to  study.  Short  courses  and  con- 
ferences allow  the  practitioner  to  keep  himself  up 
to  date  with  scientific  progress  in  the  field  of 
medicine.  Togetherness  in  this  area  means  the 
willingness  to  teach,  on  the  part  of  those  who 
possess  the  latest  information,  and  the  willingness 
to  learn,  on  the  part  of  those  who  will  be  able  to 
make  use  of  the  new  discoveries. 

I want  particularly  to  stress  the  importance  of 
togetherness  in  private  practice.  As  his  primary 
aim,  each  of  us  is  intent  upon  helping  the  injured 
and  the  sick.  Since  the  practice  of  medicine  is  di- 
vided into  general  practice,  specialties,  sub-special- 
ties and  even  super-specialties,  togetherness  is 
essential  if  we  are  to  render  maximum  service 
to  our  patients.  Our  close  cooperation  has  been 
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responsible,  in  considerable  measure,  for  the  high 
quality  of  the  care  we  have  been  able  to  give 
them,  and  care  must  be  taken  to  make  sure  that 
a close  working  relationship  among  the  various 
branches  of  medicine  continues  and  that  it  con- 
stantly improves. 

Togetherness  is  also  desirable  for  the  medical 
and  paramedical  professions.  Physicians  should 
get  down  from  their  pedestal  and  work  more 
closely  with  other  health  service  personel  to  pro- 
mote the  best  interests  of  the  public. 

People  generally  are  by  no  means  certain  that 
the  physician  of  today  is  to  be  preferred  over  the 
horse-and-buggy  doctor  of  50  years  ago.  They 
need,  of  course,  to  be  reminded  repeatedly  that 
life-expectancy  has  been  lengthened,  that  hos- 
pitalizations have  been  shortened,  and  that  dis- 
eases which  once  were  crippling  are  now  rapidly 
and  routinely  cured,  with  complete  restoration 
of  physical  strength  and  earning-power.  But  it 
nevertheless  is  true  that  the  horse-and-buggy  doc- 
tor was  a more  loving  and  lovable  man  than  is 
the  physician  of  today.  Togetherness,  in  its  broad- 
est sense,  could  help  each  of  us  to  regain  that  most 
admired  characteristic  of  our  professional  fore- 
fathers. 

Perhaps  some  of  us  would  like  to  substitute  the 
word  cooperation  for  togetherness,  but  I like  the 
word  togetherness. 

Medical  School  Adopts  New 
Grading  System 

Medical  students  at  S.U.I.  receive  marks  of 
“pass”  or  “fail,”  rather  than  the  five  letter  grades 
A,  B,  C,  D,  E,  and  F that  are  used  in  the  rest  of 
the  University.  The  new  procedure  was  instituted 
last  fall.  As  yet,  no  students  have  been  graduated 
under  the  new  system. 

The  students  like  the  change,  Dean  Robert  C. 
Hardin  asserted  on  July  3,  for  they  feel  that  it 
gives  them  more  incentive  to  learn,  rather  than 
just  to  compete  for  grades.  Yale  University  Med- 
ical School  uses  the  system,  he  said,  and  Harvard 
and  Rochester  (N.  Y.)  use  it  in  part.  It  is  more 
common  during  the  clinical  years  (the  last  two), 
and  relatively  uncommon  in  the  basic-science 
years. 

Any  department  at  the  S.U.I.  College  of  Medi- 
cine may  designate  outstanding  undergraduates  as 
honors  students. 

A Promotions  Committee  appointed  by  the  dean 
reviews  the  medical  students’  accomplishments 
and  determines  their  eligibility  for  promotion. 
They  are  promoted  on  the  basis  of  their  class 
grades  taken  together,  and  on  their  seriousness  of 
purpose,  conduct  and  general  fitness  for  entering 
the  medical  profession. 

Students  will  have  no  trouble  getting  the  intern- 
ships they  want  under  the  new  grading  system, 
Dean  Hardin  declared.  The  majority  of  S.U.I. 
graduates  get  their  first  choices  now.  By  the  time 


a student  gets  into  medical  school,  he  has  proved 
himself,  and  the  pressures  of  competition  are  un- 
necessary in  medical  school.  Students,  especially 
freshmen,  will  do  better  work  without  striving  for 
grades,  the  dean  thinks. 


AMA  Occupational  Health  Congress 
In  San  Francisco 

“America’s  Best  Resource — the  Healthy  Work- 
er” will  be  the  theme  of  the  23rd  National  Con- 
gress on  Occupational  Health,  in  San  Francisco, 
September  25  and  26.  The  two-day  meeting  at  the 
Jack  Tar  Hotel  is  sponsored  by  the  AMA  Council 
on  Occupational  Health. 

The  topics  that  will  be  taken  up  include:  1.  Oc-  : 
cupational  health  problems  faced  by  the  family 
physician,  2.  Educational  resources  for  the  prac- 
ticing physician,  3.  Restoration  to  gainful  employ- 
ment, and  4.  Relationship  of  the  personnel  depart- 
ment to  the  medical  department. 

Other  conference  subjects  will  include:  5.  Ma- 
nipulation and  postural  balance  in  low-back  pain, 

6.  Industrial  absence  and  the  personal  physician, 

7.  Legal  responsibility  of  the  physician  to  the 
nurse  in  small  industry,  8.  Medical  programs  for 
small  plants,  and  9.  Community  health  resources 
for  small  plant  programs. 

For  further  information,  address  the  AMA  Coun- 
cil on  Occupational  Health,  535  North  Dearborn, 
Chicago  10. 


At  the  annual  meeting  of  the  Medical  Society  Executives 
Association,  on  Saturday,  June  15,  in  Atlantic  City,  the  new 
president  of  the  organization,  Mr.  C.  Lincoln  Williston,  of 
Austin,  Texas  (left),  received  the  gavel  from  Mr.  Donald  L. 
Taylor,  of  Des  Moines,  who  served  as  president  in  1962-1963. 


County  Medical  Societies  Are  Asked  to  Encourage 


Working  Relationships  Between 
Physicians  and  Clergymen 


County  medical  societies  are  being  asked  by  the 
American  Medical  Association  and  the  Iowa  Med- 
ical Society  to  bring  physicians  and  clergymen  to- 
gether in  small  groups,  on  two  or  more  occasions 
each,  so  that  they  can  become  better  acquainted, 
and  by  exchanging  impressions  and  information, 
can  prepare  to  work  together  more  closely  in  help- 
ing the  people  whom  they  serve.  At  the  national 
level,  this  project  is  one  of  the  responsibilities  of 
Rev.  Dr.  Paul  C.  McCleve,  a Presbyterian  minister 
and  the  director  of  the  newly  formed  AMA  De- 
partment of  Medicine  and  Religion,  and  a commit- 
tee of  nationally  prominent  physicians  and  clergy- 
men. At  the  state  level  a recently  appointed  com- 
mittee with  the  same  purpose  consists  of  O.  N. 
Glesne,  M.D.,  Fort  Dodge,  chairman;  H.  L.  Skin- 
ner, M.D.,  Carroll;  L.  O.  Ely,  M.D.,  Des  Moines; 
and  Herbert  Shulman,  M.D.,  Waterloo. 

In  preventing  disease  and  in  treating  physical 
ailments,  physicians  need  all  the  help  they  can  en- 
list, and  particularly  in  their  efforts  to  “heal  the 
whole  man,”  the  talents  and  skills  that  clergymen 
possess  are  ones  of  which  they  should  want  to 
avail  their  patients.  The  pastor  and  the  doctor 
work  in  close  proximity  to  one  another  on  many 
occasions,  but  too  often  each  of  them  is  not  fully 
aware  of  what  the  other  is  saying.  Thus  the  intent 
of  this  project  is  not  to  devise  new  tasks,  objec- 
tives or  responsibilities  for  the  members  of  either 


profession,  but  merely  to  facilitate  acquaintance- 
ship and  frequent  exchanges  of  information  be- 
tween them,  man  to  man. 

CLERGyMEN  ARE  ALREADY  DOING 
ESSENTIAL  HEALTH  WORK 

All  of  us  are  familiar  with  the  essential  services 
which  chaplains  perform  in  our  hospitals.  Fre- 
quently they  make  a valuable  contribution  merely 
through  their  cordiality  to  patients  when  they  are 
admitted.  The  chaplain  is  a welcome  friend  in  the 
starched  and  antiseptic  world  that  the  patient  has 
just  entered,  and  he  constitutes  a link  with  the 
family  and  friends  whom  the  patient  has  left  be- 
hind. More  often  than  not,  both  lifelong-devout 
men  and  women  and  those  who  haven’t  previously 
been  religiously  inclined  feel  a need  for  the  chap- 
lain’s prayers  and  reassurances,  and  sometimes  it 
is  apparent,  indeed,  that  a patient’s  physical  and 
psychological  states  have  benefitted  as  much  from 
the  chaplain’s  attentions  as  from  those  of  the  doc- 
tor and  nurses. 

Clergymen  with  churches  to  manage  and  con- 
gregations to  care  for  visit  the  hospitals  occasional- 
ly and  share  in  the  chaplain’s  work,  but  most  of 
their  calls  upon  the  sick  and  disabled  occur  in 
private  homes.  There,  and  at  their  churches,  they 
bring  consolation  to  the  bereaved  and  the  guilt- 
laden, they  provide  moral  support  to  those  whom 


illnesses  have  left  with  permanent  handicaps,  and 
they  reinstill  hope,  faith  and  self-confidence.  More- 
over, to  the  extent  that  their  information  permits, 
they  exhort  patients  to  follow  their  doctors’  ad- 
vice. 

Unfortunately,  however,  a pastor  too  frequently 
knows  only  as  much  about  his  parishoner’s  ail- 
ments and  about  the  therapeutic  or  rehabilitative 
program  the  doctor  has  outlined  as  the  parishoner 
can  tell  him.  How  much  more  might  he  be  able  to 
do  for  the  man  or  woman’s  recovery  if  the  doctor 
were  to  provide  him  additional  information! 

THE  PASTOR'S  HELP  IS  VALUABLE  IN  MANY  SITUATIONS 

Many  patients  confined  to  their  homes  have 
disabilities  requiring  precautions  or  continuing 
medication  that  clergymen  can  help  unobtrusively 
to  enforce  or  supervise.  Tuberculosis,  for  example, 
no  longer  requires  prolonged  hospitalization  in 
most  instances,  but  tuberculous  patients  must  ob- 
serve strict  rules  of  sanitation  after  they  return 
home,  for  the  protection  of  thus  far  uninfected 
members  of  their  families.  Since  such  patients 
characteristically  think  they  have  recovered  long 
before  the  infection  has  been  eradicated,  they  need 
frequent  reminders  of  their  responsibility  to  their 
relatives  and  of  their  need  for  continuing  with 
their  prescribed  medications. 

There  are  many  other  situations  in  which  a cler- 
gyman will  be  glad  to  cooperate  with  the  doctor. 
He  can  help  persuade  the  diabetic  patient  to  keep 
her  disease  under  strict  control.  He  can  share  the 
task  of  helping  a family  to  understand  the  special 
requirements  of  a patient  who  is  about  to  return 
to  their  home  from  a mental  ward.  And  he  can 
urge  the  members  of  his  congregation — from  the 
pulpit  and  in  private  consultations — to  keep  up 
their  immunizations  against  tetanus,  smallpox,  po- 
liomyelitis and  measles,  and  can  remind  them  of 
their  duty  to  keep  poisons,  firearms  and  sharp  in- 
struments out  of  the  hands  of  their  small  children. 

In  the  continuing  care  of  elderly  patients,  a cler- 
gyman can  render  extraordinary  service  by  mak- 
ing sure,  periodically,  that  they  are  consuming 
adequate  daily  diets — if  his  parishoners’  physician 
has  told  him  the  minimum  constituents  of  that 
diet.  Furthermore,  if  he  finds  when  he  visits  them, 


that  all  is  no  longer  well,  he  can  inform  their  chil- 
dren or  other  relatives,  or  can  call  upon  one  of  his 
numerous  church  groups  for  assistance. 

Not  just  in  a few  situations  but  in  most  of  them, 
what  patients  need  as  much  as  anything  else  is  a 
sympathetic  listener,  and  the  clergyman  frequent- 
ly serves  in  that  capacity.  In  anticipation  of  such  a 
session,  however,  the  pastor  would  welcome  the 
physician’s  views  regarding  the  patient’s  psycho- 
logical needs. 

PHYSICIAN-CLERGYMAN  MEETINGS  SHOULD  BE  SMALL, 
INFORMAL  AND  FREQUENT 

Meetings  between  clergymen  and  doctors  should 
be  as  small  and  informal  as  possible,  and  such  ses- 
sions should  not  be  used,  even  in  part,  for  the 
presentation  of  medicine’s  point  of  view  on  socio- 
economic issues. 

In  the  less-populous  Iowa  counties  it  may  be 
satisfactory  for  the  entire  clergy  to  be  invited  to 
meet  with  all  of  the  doctors,  but  in  ones  where 
there  are  more  than  a dozen  members  of  each  pro- 
fession, several  series  of  meetings  should  be  start- 
ed. The  doctors  in  each  small  group  should  rep- 
resent a full  assortment  of  the  faiths  present  in 
the  community,  and  each  of  them  probably  should 
be  asked  personally  to  invite  the  pastor  of  the 
church  that  he  attends.  Quarterly  or  semiannual 
dinners  with  a maximum  of  eight  men  seated  at 
each  table  may  be  the  best  means  of  encouraging 
acquaintanceships.  The  program  might  best  be  lim- 
ited to  a few  words  of  welcome  from  one  of  the 
physicians. 

A start  at  meetings  between  physicians  and 
clergymen  has  been  made  in  at  least  two  parts  of 
Iowa.  Such  gatherings  take  place  each  spring  at 
Wartburg  College,  in  Waverly,  and  the  Scott  Coun- 
ty Medical  Society  has  set  up  a Committee  on 
Medicine  and  Religion  and  has  devoted  at  least 
one  of  its  regular  meetings  to  that  subject. 

Rev.  Dr.  McCleve  has  prepared  lists  of  specific 
suggestions  for  this  project,  and  copies  of  them  are 
available  to  all  county  medical  society  officers  or 
individual  physicians.  Address  requests  to  the 
Committee  on  Medicine  and  Religion,  Iowa  Med- 
ical Society,  529-36th  Street,  Des  Moines  50312. 


Telephone  Technic 

With  our  present  mode  of  travel,  on  four-lane 
divided  highways  or  at  least  on  two-lane  paved 
ones,  it  is  somtimes  hard  for  us  to  remember  the 
narrow,  rough  and  dusty  one-lane  roads  of  past 
decades.  We  seldom  see  them,  and  rarely,  if  ever, 
travel  them  nowadays.  Like  the  dead-end  street, 
they  were  a limited  means  of  communication. 
Alexander  Graham  Bell  made  possible  an  instan- 
taneous two-way  highway  of  communication  with 
his  invention  of  the  telephone.  We  probably  are 
still  not  using  it  to  its  full  potential,  nor  do  we 
always  use  it  correctly  or  to  the  best  of  our  abil- 
ity. 

Utilities  are  like  good  health.  We  take  them  for 
granted,  and  do  not  really  appreciate  their  value 
until  they  are  taken  from  us.  If  our  use  of  the 
telephone  were  limited  to  a definite  number  of 
calls  a day,  or  to  specified  hours  during  each  day, 
we  would  very  soon  learn  how  to  use  it  to  obtain 
maximum  benefits  subject  to  the  imposed  restric- 
tions. If  we  could  learn  to  use  the  telephone  more 
efficiently  under  such  circumstances,  why  should 
we  not  do  so  simply  to  save  time  for  jobs  that 
currently  don’t  get  done  or  are  repeatedly  de- 
layed? Since  we  spend  more  hours  of  daily  tele- 
phone-time  at  work  than  we  do  at  home,  let’s  ex- 
plore the  possibilities  of  improving  telephone  tech- 
nics in  our  offices. 

The  placement  of  the  telephone  is  very  impor- 
tant. It  should  be  convenient  for  use,  but  not 
where  conversations  will  be  overheard,  nor  should 
your  telephone  service  be  limited  to  just  one  or 
two  instruments.  If  you  are  assisting  the  doctor 
in  an  area  where  there  is  no  telephone  and  leave 
to  answer  its  ring,  some  of  your  time  is  wasted, 
to  the  detriment  or  at  least  to  the  annoyance  of 
both  the  doctor  and  his  patient.  If  there  is  an  ex- 
tension telephone  in  the  treatment  room,  it  takes 
only  a moment  for  you  to  answer  its  ring,  to  take 
the  caller’s  name  and  number,  and  to  ask  his 
permission  to  return  the  call.  The  doctor  can 
usually  proceed  with  what  he  is  dong  without 
being  interrupted  because  you  have  been  able  to 
stay  in  the  room,  and  the  patient  has  been  given 
no  occasion  to  resent  the  use  of  his  time  for  some- 
one else  or  the  interruption  of  his  examination  or 
treatment. 

Use  your  telephone  to  make  friends  for  the  doc- 
tor. An  important  part  of  his  practice  is  handled 
over  the  telephone,  and  courtesy  is  essential.  We 


are  naturally  courteous  in  our  personal  contacts, 
but  sometimes  we  fail  to  show  the  same  courtesy 
over  the  telephone.  Every  office  has  telephone 
rules.  Your  doctor  has  carefully  instructed  you 
as  to  the  method  he  prefers  to  have  you  use  in 
receiving  calls,  and  as  to  whether  or  not  he  is  to 
be  interrupted  while  he  is  with  a patient,  what 
calls  take  precedence  over  others,  how  messages 
are  to  be  taken  for  him,  and  where  he  may  be 
reached  outside  of  office  hours  in  case  of  emer- 
gency. Use  the  telephone  properly  and  it  will  work 
for  you. 

Here  are  ten  suggestions  for  better  telephone 
usage: 

1.  ANSWER  PROMPTLY.  Promptness  is  pleas- 
ing to  the  caller,  and  he  appreciates  the  atten- 
tion. 

2.  IDENTIFY  YOURSELF.  Saying  “Hello”  is 
like  saying  “Guess  who!”  Be  up  to  date. 
“Good  morning,  Dr.  Jones’  office,  Miss  Smith 
speaking”  is  friendly  and  x-aises  no  question 
in  the  mind  of  the  caller.  He  knows  he  has 
the  number  that  he  called,  and  he  knows  to 
whom  he  is  speaking. 

3.  SPEAK  CLEARLY.  Speak  dii’ectly  into  the 
mouthpiece,  holding  it  about  one  inch  from 
your  lips  and  using  a well-modulated  voice. 
A whisper,  if  properly  controlled  and  directed, 
is  more  effective  than  a loud  voice.  Do  not 
garble  your  words  by  holding  a cigarette  be- 
tween your  lips  while  talking.  Sounds  of  chew- 
ing ai'e  amplified  over  the  telephone.  We  do  not 
talk  with  a mouth  full  of  food  at  the  dinner 
table,  and  our  courtesy  should  extend  to  the 
telephone.  The  snapping  of  chewing  gum  is 
one  of  the  most  ill-mannered  and  disconcert- 
ing sounds  one  can  hear. 

4.  TALK  PLEASANTLY.  First  impressions  are 
important.  Make  patients  feel  welcome  by 
putting  a smile  into  your  voice.  Have  you 
ever  tried  standing  in  front  of  a mirror  and 
saying  “Hello”  with  a smile  on  your  face? 
Tx-y  saying  it  with  a frown,  and  hear  the  dif- 
ference. Your  attitude  shows  in  your  voice. 

5.  BE  PREPARED.  Have  a pad  and  pencil  beside 
each  telephone.  The  patient  will  be  impressed 
with  your  efficiency  and  will  appreciate  not 
having  to  wait  while  you  hunt  for  something 
to  write  with  or  on,  or  not  having  to  repeat 
the  infoi-mation  he  has  already  given  you. 

6.  GET  THE  CALLER’S  NAME.  Also  be  sure  to 
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get  the  correct  spelling  of  his  name  if  it  is 
not  a common  one,  the  telephone  number 
where  he  may  be  reached,  and  whatever  other 
facts  may  have  a bearing  on  his  call.  Verify 
your  notes  with  him  to  be  sure  that  you  have 
the  correct  information. 

7.  BE  CONSIDERATE.  Each  patient  believes 
that  his  problem  is  important  and  serious. 
His  complaints  may  seem  trivial  to  you,  but 
you  must  not  be  indifferent  or  critical.  His 
anxiety  may  be  greater  than  his  pain,  and 
your  sympathetic  listening  and  kind  word 
constitute  good  public  relations. 

8.  EXPLAIN  DELAYS.  If  you  need  to  ask  the 
caller  to  hold  the  line  for  a moment,  give  him 
a reason  for  doing  it.  If  there  is  to  be  a longer 
delay,  offer  to  return  his  call,  and  do  so  as 
soon  as  possible.  Thank  the  patient  for  his 
courtesy,  and  he  will  appreciate  yours. 

9.  END  CHEERFULLY.  Say  “Goodbye”  pleas- 
antly, using  the  caller’s  name  when  conve- 
nient, and  let  him  hang  up  first.  Last  words 
make  a lasting  impression.  Do  not  let  him 
think  you  were  in  a hurry  to  get  rid  of  him. 

10.  BE  BUSINESSLIKE.  Give  the  caller  your 
whole  attention  and  interest,  but  avoid  pro- 
longed conversations.  The  patient  who  is 
waiting  in  the  office  also  deserves  your  at- 
tention. 

Remember  that  your  telephone  conversation 
represents  your  doctor  as  well  as  yourself.  The 
quality  of  the  medical  service  he  renders  is  not 
the  only  foundation  for  his  reputation  in  the  com- 
munity. The  impression  you  make  with  your 
pleasant  and  helpful  use  of  the  telephone  increases 
good  will  towards  him  as  an  individual  physician, 
and  creates  good  public  relations  for  the  medical 
profession  as  a whole. 

— Helen  G.  Hughes 


Physical  Activity  Is  Important  for 
Asthmatic  Boys 

Regular  exercise  and  participation  in  the  ordi- 
nary games  of  childhood  are  an  important  part  of 
treating  young  boys  with  bronchial  asthma,  two 
University  of  Texas  researchers  contend.  A pilot 
study  of  the  effect  of  exercise  on  asthmatic  young- 
sters was  reported  by  Thomas  R.  McElhenney, 
M.D.,  and  Kay  H.  Petersen,  Ph.D.,  in  the  July  13, 
1963  issue  of  j.a.m.a. 

Twice  a week  for  four  months,  20  boys  from 
eight  to  12  years  of  age  took  part  in  an  activity 
program  designed  to  increase  gradually  the  time 
and  effort  required  to  develop  strength,  endurance 
and  skill,  and  to  provide  individual  instruction 
and  encouragement  to  practice  basic  body  skills, 
the  authors  said.  The  activities  included  calisthen- 
ics, simple  games,  relays,  and  later  competitive 
lead-up  games  to  softball,  basketball  and  volley- 
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ball,  as  well  as  tumbling,  the  rudiments  of  weight 
training  and  swimming. 

“The  results  of  this  four-month  pilot  study  were 
very  encouraging  to  the  boys,  their  parents  and 
the  authors,  as  each  of  the  20  boys  showed  im- 
provement, some  more  than  others,”  they  report- 
ed. The  lung  capacity  of  14  boys  was  measured 
prior  to  and  at  the  end  of  the  program,  and  the 
average  increase  in  vital  capacity  was  18  per  cent. 

There  also  was  an  approximate  30  per  cent  re- 
duction in  the  number  and  severity  of  asthmatic 
attacks  and  an  equivalent  diminution  in  the  need 
for  symptomatic  drug  therapy.  One  of  the  most 
satisfying  aspects  of  the  study  was  providing  a 
chance  for  these  boys  to  compete  successfully, 
thereby  transforming  them  from  “watchers”  to 
“doers.” 

The  authors  recommended  that  school  boards 
create  remedial  or  adapted  programs  of  physical 
education  for  all  children  in  the  community  who 
are  “below  par,”  including  asthmatic  children. 


Iowa's  High  Syphilis  Rate  Continues 

A greater  than  usual  number  of  syphilis  cases 
is  certain  for  Iowa  again  this  year,  Dr.  Ralph  H. 
Heeren,  of  the  State  Department  of  Health,  told 
the  press  on  July  3.  Up  to  that  date,  19  cases  of 
infectious  syphilis  had  been  reported  to  the  De- 
partment. “The  number  of  cases  shot  upward  in 
1962,  when  Iowa  had  47  cases,”  he  said,  “and  the 
trend  is  continuing  this  year.  In  the  preceding  five 
years,  Iowa  had  an  average  of  only  18  cases  a 
year.” 

Although  the  Iowa  rate  is  increasing  rapidly, 
this  state  still  compares  favorably  with  the  sur- 
rounding ones,  and  its  rate  is  below  the  national 
average.  There  were  20,000  cases  of  infectious 
syphilis  reported  in  the  United  States  in  1962,  he 
said. 

The  total  of  reported  syphilis  cases  in  Iowa  last 
year  was  94,  but  that  number  includes  all  types. 
Some  of  the  patients  had  had  the  disease  for  years. 

Of  the  47  cases  of  infectious  syphilis  reported  in 
Iowa  last  year,  Dr.  Heeren  said  that  about  65  per 
cent  involved  persons  under  21  years  of  age. 
“There  is  no  pattern  on  where  syphilis  is  report- 
ed,” he  commented.  “We  have  as  many  cases  from 
rural  areas  as  from  the  cities.” 

The  Department  of  Health  has  films  about  ve- 
nereal diseases  and  their  consequences  that  it 
lends  to  schools  as  a means  of  acquainting  young 
people  with  these  perils.  It  requires  that  a nurse  or 
a physician  be  present  at  each  showing  to  answer 
students’  questions.  About  80  schools  requested 
the  films  last  spring. 

Dr.  Heeren  went  on  to  say  that  there  were 
1,347  cases  of  gonorrhea  reported  to  his  Depart- 
ment last  year,  or  about  the  same  as  in  the  previ- 
ous three  years,  but  in  1957  there  were  only  722. 
“Many  cases  of  gonorrhea  are  not  reported  to 
us,”  he  commented. 
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Precautions  in  the  Use  of  Insecticides* 

The  following  safeguards  are  for  the  protection 
of  the  ultimate  consumer  of  food  crops  and  animal 
products,  and  for  the  protection  of  honey  bees, 
fish  and  wildlife,  as  well  as  of  handlers  of  insecti- 
cides and  treated  plants. 

Insecticides  are  poisonous.  They  should  be  used 
only  when  needed,  and  should  be  handled  with 
care.  Users  should  follow  the  directions  and  heed 
all  warnings  printed  on  the  labels  of  containers. 
Insecticide  receptacles  should  be  kept  closed  and 
clearly  labeled,  and  should  be  stored  in  a dry 
place  where  they  will  not  contaminate  food  or 
feed,  and  where  children  and  pets  cannot  reach 
1 them. 


PROTECTION  OF  PERSONS  USING  INSECTICIDES 

In  handling  any  insecticides,  one  should  avoid 
repeated  or  prolonged  contacts  between  such  ma- 
terials and  his  skin,  and  should  avoid  inhaling 
dusts  or  mists  containing  them.  He  should  wear 
clean,  dry  clothing,  and  should  wash  his  hands 
and  face  before  eating  or  smoking. 

Insecticides  such  as  Aramite,  calcium  arsenate, 
chlorbenside,  Chlorobenzilate,  cryolite,  DDT, 
DDVP,  Dilan,  Dipterex,  Dylox,  Fenson,  Genite 
923,  Kelthane,  lead  arsenate,  Lethane  384,  lime 
sulfur,  malathion,  metaldehyde,  methoxyclor, 
naled,  ovex,  paradichlorobenzene,  paris  green, 
Perthane,  pyrethrins,  pyrethrum,  ronnel,  rotenone, 
ryania,  sabadilla,  Sevin,  Strobane,  sulfur,  Sulphe- 
none,  TDE,  tetradifon  and  Thanite  can  be  used 
safely  without  special  protective  clothing  or  de- 
vices, provided  that  they  are  in  dilute  dusts  or 
water  sprays.  However,  most  concentrates  and  oil 
solutions  require  special  precautions.  Concen- 
trated naled  produces  skin  irritation.  When  han- 
dling or  mixing  concentrates  of  any  insecticide, 
one  should  avoid  spilling  them  on  his  skin  and 
should  keep  them  out  of  his  eyes,  nose  and  mouth. 
If  any  is  spilled,  he  should  wash  it  from  his  skin 
and  change  his  clothing  immediately.  If  it  gets 
into  his  eyes,  he  should  flush  them  with  plenty  of 
water  for  15  minutes  and  get  medical  attention. 

Harmful  quantities  of  such  insecticides  as  aldrin, 
Baytex,  BHC,  chlordane,  Ciodrin,  Co-ral,  Delnav, 
diazinon,  dieldrin,  dimethoate,  dinitrobutylphenol, 


* From  Agriculture  Handbook  No.  120,  Agricultural  Re- 
search Service  and  Federal  Etension  Service,  U.  S.  Depart- 
ment of  Agriculture,  1963. 


dinitrocresol,  dinitrocyclohexylphenol,  endosulfan, 
ethion,  ethylene  dichloride,  heptachlor,  lindane, 
Ruelene,  toxaphene,  and  V-C  13  can  be  absorbed 
directly  through  the  skin.  When  one  is  working 
with  such  insecticides,  in  any  form,  he  should  take 
the  same  precautions  as  with  concentrates. 

DD-Mixture,  demetron,  Di-syston,  endrin,  EPN, 
Guthion,  methyl  bromide,  methylparathion,  Methyl 
Trithion,  nicotine  sulfate,  parathion,  phorate,  Phos- 
drin,  phosphamidon,  schradan,  Telone  and  TEPP 
are  extremely  poisonous  and  may  be  fatal  if  swal- 
lowed, inhaled  or  absorbed  through  the  skin. 
Carbophenothion  is  highly  toxic  if  inhaled  or 
swallowed.  These  highly  toxic  insecticides  should 
be  applied  only  by  a person  who  is  thoroughly  fa- 
miliar with  their  hazards  and  who  will  assume 
full  responsibility  for  their  safe  use  and  will  com- 
ply with  all  the  precautions  printed  on  the  labels. 
He  should  reduce  the  danger  of  skin  exposure  by 
wearing  protective  clothing  and  equipment  as 
specified  on  the  container  label.  If  it  is  called  for, 
he  should  wear  a respirator  or  mask  of  a type  that 
that  has  been  tested  by  the  U.  S.  Department  of 
Agriculture  and  found  to  be  satisfactory  for  pro- 
tection against  the  particular  insecticide  that  is 
to  be  used.  Full-face  masks  are  needed  under 
certain  conditions.  They  should  always  be  worn  by 
persons  applying  insecticides  as  aerosols  in  green- 
houses, and  often  by  persons  loading  insecticides 
into  aircraft  or  applying  them  from  aircraft.  A 
current  list  of  acceptable  respiratory  protective 
devices  may  be  obtained  from  the  Entomology 
Research  Division,  Agricultural  Research  Service, 
Beltsville,  Maryland. 

Methyl  chloride  gas  used  as  a propellant  in 
greenhouse  aerosols  and  the  liquid  carbon  disul- 
fide are  both  flammable  and  explosive.  They  must 
never  be  used  near  heat  or  fire  in  any  form,  or 
left  in  open  containers  where  there  is  little  cir- 
culation of  air  and  where  the  personnel  are  not 
wearing  adequate  face  masks.  Ethylene  dibromide 
should  not  be  transferred  from  one  container  to 
another  in  a closed  room,  and  its  fumes  must  not 
be  breathed. 

PROTECTION  OF  PERSONS  HANDLING  TREATED  PLANTS 

Those  who  must  transplant  or  otherwise  handle 
plants  within  five  days  after  treatment  with  en- 
drin, demeton,  Di-syston,  Guthion  or  parathion, 
or  within  one  day  after  treatment  with  methyl 
parathion  or  Phosdrin,  should  protect  their  skin 
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by  wearing  clean,  dry  cotton  gloves.  If  the  gloves 
become  wet,  they  must  be  replaced  by  clean,  dry 
ones.  Those  who  must  work  in  close  contact  with 
treated  crops,  as  in  thinning  or  harvesting,  should 
also  wear  clean,  tightly-woven  clothing. 

TREATMENT  FOR  POISONING 

If  an  insecticide  has  been  swallowed,  induce 
vomiting  by  giving  one  tablespoonful  of  salt  in  a 
glass  of  warm  water,  and  repeat  until  the  vomit 
fluid  is  clear  or  until  the  odor  of  solvent  is  gone. 
Have  the  victim  lie  down  and  keep  quiet.  If  a 
concentrate  or  oil  solution  has  been  spilled  on 
the  skin,  remove  contaminated  clothing  and  wash 
the  skin  with  soap  and  water.  If  a person  suddenly 
feels  sick  while  using  an  insecticide  or  shortly 
afterward,  he  should  seek  immediate  medical  at- 
tention. In  all  cases  the  patient  should  make  the 
pesticide  container  and  any  attached  labels  avail- 
able to  the  physician.  In  many  cities  there  are 
Poison  Control  Centers  that  have  information  con- 
cerning symptoms  and  treatment  of  cases  of  ac- 
tual or  suspected  poisoning  by  pesticides.  Consult 
your  local  telephone  directory,  and  if  you  cannot 
obtain  this  information  locally,  call  the  U.  S.  Pub- 
lic Health  Service  at  Atlanta,  Georgia,  or  Wenat- 
chee, Washington. 

PROTECTION  OF  HONEY  BEES,  AND  FISH  AND 
WILDLIFE 

To  minimize  losses  of  honey  bees  and  other  pol- 
linating insects,  one  should  make  insecticide  ap- 
plications, when  possible,  during  hours  when  the 
insects  are  not  visiting  the  plants.  He  should  avoid 
drift  into  bee  yards  and  adjacent  crops  in  bloom. 
Growers  should  notify  beekeepers  at  least  48  hours 
before  dusting  or  spraying  large  acreages,  so  that 
measures  can  be  taken  to  protect  the  bees.  To 
protect  fish  and  wildlife,  one  should  be  careful 
not  to  contaminate  streams,  lakes  or  ponds  with 
insecticides.  Do  not  clean  spraying  equipment  or 
dump  excess  spray  material  near  such  water. 

AVOIDING  HARMFUL  RESIDUES  ON  OR  IN  FOOD  AND 
FEED 

Residues  in  excess  of  established  tolerances  can 
be  avoided  by  applying  only  those  insecticides 
specified  for  use  on  the  crop  or  livestock,  and  by 
following  indicated  schedules.  Users  should  not 
exceed  the  recommended  dosages.  They  should 
observe  carefully  the  established  safety  restric- 
tions, especially  the  required  interval  between  the 
last  application  and  a harvest  or  feeding,  and  be- 
tween the  last  application  and  slaughter  of  ani- 
mals. They  should  avoid  drift  of  insecticide  sprays 
or  dusts  to  nearby  crops  or  livestock,  especially 
from  applications  by  airplanes  or  other  power 
equipment.  They  must  not  allow  poultry,  dairy 
animals  or  meat  animals  to  feed  on  plants  or 
drink  water  contaminated  by  a drift  of  insecti- 
cides. 


Byproducts  from  a number  of  crops  treated  with 
insecticides  may  be  safely  fed  to  livestock  or 
poultry  if  the  crops  have  been  harvested  or  fed 
after  the  specified  waiting  period.  However,  by- 
products from  some  crops  treated  with  certain  in- 
secticides may  contain  insecticide  residues  that 
will  appear  in  meat,  milk  or  eggs  in  excess  of 
established  tolerances.  Before  use,  corn  or  other 
ensilage,  alfalfa  threshings,  bean  and  pea  vines, 
sugar-beet  pulp  and  tops,  etc.  should  be  tested 
for  safety. 


Use  of  Insecticides  on  Dairy  Farms 

The  following  insecticides  are  regarded  as  safe 
for  use  in  the  locations  indicated.  The  list  does 
not  include  all  of  the  insecticides  available  for 
use,  and  should  serve  only  as  a guide.  When  spray- 
ing in  the  milk  house,  the  dairyman  should  be 
certain  that  all  covers  are  in  place  on  the  bulk 
milk  tank  to  protect  the  milk,  and  that  all  milk- 
ing utensils  are  inverted  or  otherwise  protected 
from  the  spray.  He  should  read  and  follow  the 
directions  on  the  labels  of  all  insecticides  being 
used,  and  he  should  remember  that  all  insecticides 
are  poisons  and  must  be  used  with  care. 
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Trivalent  Oral  Polio  Vaccine 

The  licensing  of  a three-in-one  Sabine  live,  oral, 
poliovirus  vaccine  was  announced  on  June  26  by 
Luther  L.  Terry,  Surgeon  General  of  the  U.  S. 
Public  Health  Service.  The  trivalent  poliovirus 
vaccine  is  designed  to  confer  simultaneous  immu- 
nity against  all  three  types  of  polio.  It  will  be  pro- 
duced and  marketed  by  Lederle  Laboratories,  of 
Pearl  River,  New  York — one  of  the  three  firms  li- 
censed for  the  monovalent  polio  vaccines,  Sabin 
Types  1,  2,  and  3. 

The  new  product,  to  be  given  in  two  doses  eight 
weeks  apart,  is  a balanced  combination  of  the 
three  monovalent  vaccines;  that  is,  the  amount  of 
each  strain  included  is  based  on  the  characteristics 
of  the  virus  strains  and  on  their  combined  action. 
In  order  to  obtain  a mixture  that  will  produce  a 
favorable  “take”  for  all  three  types  of  polio,  con- 
siderably more  of  the  Types  1 and  3 vaccines  are 
included  than  of  the  Type  2. 

The  vaccine  has  been  extensively  tested  in  ac- 
cordance with  federal  regulations.  It  has  been 
found  to  induce  antibodies  in  at  least  90  per  cent 
of  those  who  completed  the  two-dose  schedule. 

“The  main  advantage  of  a trivalent  live  polio- 
virus vaccine,”  Dr.  Terry  pointed  out,  “is  that 
there  is  no  need  to  keep  track  of  the  separate  types 
of  vaccines  administered — a potentially  confusing 
situation  for  health  authorities  and  vaccinees  alike. 
Moreover,  in  a community  where  the  population 
already  possesses  some  degree  of  immunity,  even 
a single  dose  of  the  trivalent  vaccine  would  con- 
fer some  immunity  to  all  types  of  polio.” 


Doctors  Asked  to  Keep  Drug 
Records  for  Use  in  Birth-Defects 
Study 

An  editorial  in  the  July  20  issue  of  j.a.m.a.  urges 
physicians  to  begin  keeping  records  of  all  medi- 
cations administered  or  prescribed  to  expectant 
mothers,  including  non-prescription  drugs,  to  help 
determine  the  causations  of  birth  defects.  The  edi- 
tors acknowledged  that  they  were  asking  doctors 
to  undertake  “a  big  task  . . . especially  if  the  rec- 
ords are  to  be  kept  so  that  complete  information 
can  be  retrieved.”  However,  they  said  that  at 
present  there  is  no  easier  way  to  ascertain  the  pos- 
sible influences  of  drugs  on  congenital  deformities. 

Animal  experiments  are  “too  likely  to  give  false 
answers,  either  negatively  or  positively,”  they 
said,  “and  human  studies  after  the  birth  of  a de- 
formed infant  are  notoriously  unreliable.” 

“The  recent  literature  is  replete  with  after-the- 
fact  reports  of  congenital  abnormalities  in  infants 
whose  mothers  had  taken  one  or  another  drug 
during  pregnancy,”  the  editorial  continues.  “Such 


reports  supply  numerators  without  denominators, 
in  that  they  do  not  record  the  number  of  cases  in 
which  the  drug  is  not  attended  by  abnormalities; 
neither  do  they  take  into  account  the  ‘natural’  in- 
cidence of  malformations.  Furthermore,  they  are 
otherwise  dependent  upon  one  of  the  most  fallible 
of  mental  functions — memory.” 

“Conscientious  physicians  who  undertake  this 
task  will  do  honor  to  the  mission  of  their  profes- 
sion,” the  editorial  declared. 


Morbidity  Report  for  Month  of 
June,  1963 


June 

Diseases  1963 

May 

1963 

June 

1962 

Most  Cases  Reported 
From  These  Counties 

Diphtheria 

0 

0 

0 

Scarlet  fever 

188 

292 

170 

Dubuque,  Jefferson,  John- 

Typhoid  fever 

0 

0 

1 

son 

Smallpox 

0 

0 

0 

Measles 

790 

901 

1002 

Dubuque,  Scott,  Wapello 

Whooping  cough 

6 

6 

5 

Polk,  Scott 

Brucellosis 

13 

10 

13 

Madison,  Scott 

Chickenpox 

444 

374 

100 

Dubuque,  Jones,  Potta- 

Meningococcic 

meningitis 

0 

1 

0 

wattamie,  Scott 

Mumps 

189 

222 

231 

Des  Moines,  Polk,  Potta- 

Poliomyelitis 

0 

0 

0 

wattamie,  Scott 

Infectious 

hepatitis 

41 

37 

63 

Black  Hawk,  Polk,  Scott, 

Rabies  in  animals 

41 

37 

32 

Tama,  Woodbury 
Black  Hawk,  Jefferson, 

Malaria 

0 

1 

0 

Linn,  Muscatine,  Powe- 
shiek, Story,  Webster 

Psittacosis 

0 

0 

0 

Q fever 

0 

0 

0 

Tuberculosis 

52 

27 

26 

For  the  state 

Syphilis 

84 

64 

101 

For  the  state 

Gonorrhea 

128 

89 

141 

For  the  state 

Histoplasmosis 

5 

6 

3 

Polk 

Food  intoxication 

0 

25 

48 

Meningitis  (type 
unspecified ) 

5 

2 

0 

Pottawattamie 

Diphtheria  carrier 

0 

0 

0 

Aseptic  meningitis  1 

1 

1 

Polk 

Salmonellosis 

12 

3 

6 

Johnson,  Polk 

Tetanus 

0 

1 

1 

Chancroid 

0 

1 

0 

Encephalitis  (type 
unspecified ) 

1 

0 

1 

Woodbury 

H.  influenzal 
meningitis 

1 

0 

0 

Des  Moines 

Amebiasis 

1 

1 

2 

Louisa 

Shigellosis 

2 

1 

3 

Dubuque,  Polk 

Influenza 

0 

3 

0 

Auxiliary  Contributions  to  the 
AMA-Education  and  Research 
Foundation 

It  was  indeed  a pleasure  for  me  to  be  present 
for  the  Annual  Luncheon  in  honor  of  the  Past 
Presidents  of  the  Woman’s  Auxiliary  to  the  Amer- 
ican Medical  Association,  when  Mrs.  William  G. 
Thuss,  Auxiliary  president,  presented  a check  for 
$278,410.35  to  Dr.  Raymond  McKeown,  AMA-ERF 
president. 

This  contribution  was  $34,513.13  greater  than 
the  1962  contribution — a 14.4  per  cent  increase. 
This  was  the  first  year  in  which  Auxiliary  funds 
were  given  to  the  AMA  loan  program. 

The  award  for  the  largest  contribution  by  a 
state  went  to  Ohio,  with  a total  of  $33,702.52. 
Tennessee  had  the  largest  per  capita  contribution 
— an  average  of  $11.95.  These  two  states  tied  for 
the  Gastineau  Trophy. 

California  showed  the  largest  dollar  increase 
over  1962,  $9,803.37,  and  IOWA  showed  the  great- 
est percentage  gain,  with  an  increase  of  245.99  per 
cent.  — Mrs.  A.  C.  Richmond 


The  AMA  Auxiliary  Convention 

It  was  a privilege  for  me  to  be  an  Iowa  delegate 
to  the  Medical  Auxiliary  Meeting  in  Atlantic  City. 
I only  wish  I had  the  words  to  bring  back  to  my 
state  and  county  the  enthusiasm  expressed  at  this 
convention. 

From  the  first  stimulating  Sunday  evening  “Phy- 
sician-Clergy-Patient” talks  by  Edward  Rynear- 
son,  M.D.,  of  Mayo  Clinic,  Right  Reverend  Bishop 
Fulton  J.  Sheen,  of  New  York,  and  Reverend  Doc- 
tor Paul  B.  McCleave,  director  of  the  AMA  De- 
partment of  Medicine  and  Religion,  the  conven- 
tion proceeded  with  ever-increasing  interest. 

The  Medical  Self-Help  program  is  a challenge 
for  our  county  Auxiliaries.  Mrs.  H.  Frederick 
Stephens,  chairman  of  the  Committee  on  Civil  De- 
fense, presented  this  under  the  title  “Service— the 
Auxiliary  Goal.”  Families  must  be  taught  to  care 
for  themselves  in  time  of  disaster — not  just  until 
the  doctor  comes,  but  because  the  doctor  cannot 
come.  They  should  learn  first  aid,  home  nursing, 
fall-out  protection,  mass  feeding  and  fire  drills. 
There  is  too  much  apathy  about  Civil  Defense. 


Our  members  can  help  stimulate  shelter  programs, 
and  can  help  stock  shelters  with  food,  water  and 
medical  supplies.  The  Department  of  Agriculture 
is  conducting  research  on  the  effects  of  radiation 
on  living  matter,  i.e.,  on  our  food  materials.  We 
can  keep  our  civic  organizations  in  touch  with 
its  findings. 

Parents  have  their  children  immunized  against 
diseases,  but  they  neglect  themselves.  Here  is 
where  our  members  can  tell  the  story  of  the  wis-  I 
dom  of  adult  immunization  against  tetanus,  ty- 
phoid, polio,  smallpox,  etc. 

I was  especially  impressed  by  the  report  given 
to  the  Auxiliary  by  Dr.  William  B.  Walsh,  presi- 
dent of  People  to  People  Health  Foundation,  Inc., 
about  “Project  Hope.”  Hope  is  an  American  hos- 
pital ship  which  is  shuttling  back  and  forth  among 
ports  in  the  underdeveloped  countries  of  Latin 
America  and  Asia.  So  far,  300  doctors  from  40  . 
states  in  the  Union  have  devoted  some  of  their 
time  to  this  service.  These  men  have  made  the 
project  succeed. 

The  ship  Hope  brings  hope,  mercy,  and  knowl-  | 
edge,  and  teaches  people  to  help  themselves.  In  j 
the  Far  East  and  Latin  America,  there  is  a lack 
of  health  personnel  in  all  fields.  The  life  span  in 
India  is  just  31  years;  in  Latin  America  it  is  only 
24  years. 

We  have  based  our  efforts  on  the  dollar  sign; 
but  these  people  must  have  knowledge  if  they  are 
to  use  our  dollars  wisely.  Hope  has  something  that 
can  reach  everyone,  for  some  of  these  places  have 
only  one  doctor  to  care  for  half  a million  people. 
The  people  of  these  lands  must  be  taught  on  every 
level,  so  they  can  care  for  themselves.  They  need 
care  now,  so  they  can  have  hope  for  tomorrow. 

Hope  as  a community  ship  has  everything,  and 
it  is  self-sufficient.  It  carries  a piece  of  the  United 
States  wherever  it  goes.  If  our  physicians  work 
in  native  hospitals,  they  must  work  under  the 
local  standards,  but  if  they  bring  the  native  doc- 
tors and  nurses  onto  our  ship  Hope,  they  can  teach 
them  American  standards,  and  get  them  to  follow 
our  example. 

The  native  nurses  never  worked  at  night,  and 
thus  when  they  left  to  go  home,  the  patients  were 
chained  to  their  beds  until  morning.  By  working 
with  the  American  nurses,  these  girls  have  learned 
to  do  as  we  do. 

Native  doctors  cannot  change  these  things  by 
themselves,  but  the  hospital  ship  Hope  provides 
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an  example  of  the  facilities  they  need,  and  helps 
to  convince  their  governmental  authorities  to 
spend  the  necessary  money. 

Hope  went  to  Peru,  where  anti-American  feel- 
ing was  intense;  one  doctor  was  threatened  with 
violence,  if  the  ship  came  in.  However,  fewer  than 
two  dozen  people  met  the  ship,  and  within  a 
month,  local  doctors  and  nurses  were  working  with 
our  personnel.  Thirty  per  cent  of  the  people  had 
active  tuberculosis,  and  children  were  dying  from 
measles,  mumps,  and  polio.  They  were  being 
treated  apathetically. 

In  Trujillo,  the  Hope  staff  left  behind  them  a 
new  hospital,  built  by  natives  and  well  staffed. 
The  Americans  stalled  a new  cataract  clinic,  for 
there  were  27,000  operable  cases.  Medical  students 
were  trained  for  this  operation,  since  there  were 
no  surgeons  available,  and  the  facility  is  now  run 
by  14  Peruvian  doctors.  Just  a year  earlier  this 
clinic  had  not  existed.  In  addition,  the  Americans 
trained  anesthetists  and  hospital  maintenance  men 
and  workmen  of  all  other  kinds. 

Dr.  Walsh  asked  the  Auxiliary  members  to 
convey  his  thanks  to  their  husbands,  and  ended 
with  the  adage:  “Knowledge  does  not  wither  with 
age;  with  Hope  comes  peace.” 

— Mrs.  Howard  Weis 

REPORT  OF  TUESDAY  MORNING  SESSION 

The  Tuesday  morning  sessions  opened  with 
Mrs.  Robert  Dunlevy,  chairman  of  the  Program 
Committee,  presiding.  The  first  presentation,  en- 
titled “Telling  Our  Story  to  the  Public,”  was 
given  by  Mrs.  Muriel  Fox  Aronson,  who  is  a doc- 
tor’s wife  and  is  herself  a vice-president  of  Carl 
Byoir  and  Associates,  one  of  the  leading  public 
relations  agencies  in  the  country.  She  said  that 
we  must  do  all  we  can  to  improve  the  doctor 
image  by  working  together  and  not  being  afraid 
to  let  another  one  or  two  occupational  or  profes- 
sional groups  get  more  publicity.  Through  im- 
provements in  the  images  of  the  few,  all  increase 
in  stature. 

It  is  a well-known  fact  that  doctors,  being  busy, 
do  not  write  enough  letters  such  as  congratula- 
tions to  patients,  and  sympathy  notes  to  friends 
and  relatives  of  patients.  Above  all,  she  stated 
that  any  and  all  complaints  that  have  been  ad- 
dressed to  a physician  should  be  answered  in  a 
calm  and  friendly  manner.  Mrs.  Aronson  sug- 
gested that  the  doctor’s  wife  might  take  care  of 
all  this  correspondence. 

Finally,  Mrs.  Aronson  emphasized  the  impor- 
tance of  being  well  informed. 

In  his  address  to  the  Auxiliary,  Mr.  Robert 
Riley,  editor  of  ama  news,  said  that  the  news  that 
one  presents  to  readers  must  really  be  news.  All 
reports  should  be  timely,  interesting  and  impor- 
tant. Members  of  the  AMA  are  devotees  of  brev- 
ity, and  news  of  Auxiliary  activities  must  fit  this 
pattern,  if  physicians  are  meant  to  read  it. 


Mrs.  John  Wagner,  chairman  of  the  National 
Auxiliary’s  Publications  Committee,  stressed  the 
fact  that  we  in  the  Auxiliary  must  use  the 
bulletin  and  all  of  the  other  tools  of  our  organiza- 
tion. Not  enough  use  is  being  made  of  these  pub- 
lications at  the  present  time. 

Also,  since  we  doctors’  wives  are  constantly 
asked  to  spend  our  time  on  important  projects,  we 
must  learn  to  “put  first  things  first.” 

We  in  Auxiliary  must  not  hesitate  to  tell  of  our 
failures  as  well  as  of  our  successes.  From  failures 
we  all  learn  “how  not  to  do  it.” 

Thank  you  for  the  privilege  of  being  a delegate 
to  the  Fortieth  Annual  Convention. 

— Mrs.  A.  C.  Richmond 

TO  SIN  BY  SILENCE 

“To  sin  by  silence  when  they  should  protest, 
makes  cowards  of  men.”  This  quotation  from 
Abraham  Lincoln  was  the  theme  of  Dr.  Edward 
Annis,  the  newly-installed  president  of  the  Ameri- 
can Medical  Association,  in  his  address  to  the 
House  of  Delegates  of  the  Woman’s  Auxiliary  to 
the  AMA. 

Persons  who  refuse  to  participate  in  representa- 
tive government  are  irresponsible  citizens,  and 
failures  to  themselves,  their  families  and  their 
country.  “Being  too  busy,”  Dr.  Annis  said,  “is  no 
excuse  to  shirk  our  responsibilities  as  citizens.” 
Too  often  we  hear  the  excuse,  “I  planned  to  vote 
today,  but  I got  too  busy,”  or  “I  should  have  taken 
time  to  vote,  but  one  vote  won’t  be  missed.”  Dr. 
Annis  reminded  his  audience  that  one  vote  per 
precinct  won  the  1960  elections,  and  that  the  re- 
sponsible citizen  takes  the  time  to  vote. 

Recognizing  that  the  physician  has  many  de- 
mands on  his  time,  and  that  in  keeping  abreast  of 
the  rapid  advancements  in  medicine  his  reading 
time  is,  of  necessity,  confined  to  scientific  jour- 
nals, Dr.  Annis  suggested  that  the  physician’s 
wife  assume  responsibility  for  bringing  public- 
affairs  issues  to  his  attention. 

He  urged  physicians’  wives  to  work  actively  to 
get  medicine’s  story  before  the  public,  to  invite 
guests  to  Auxiliary  meetings,  and  to  participate 
in  the  activities  of  other  organizations.  He  urged 
them  to  become  active  in  political  education  and 
political  action  programs,  and  to  increase  their 
own  knowledge  and  understanding  of  political 
issues.  Only  by  speaking  out  and  presenting  the 
facts,  can  we  combat  the  deliberate  falsifications 
that  are  being  fed  to  the  American  public. 

“No  one,”  he  declared,  “is  as  busy  as  he  thinks 
he  is.”  We  must  learn  to  put  first  things  first,  to 
forget  our  petty  disagreements  and  to  stand  firmly 
united  in  the  fight  to  preserve  freedom  for  the 
practice  of  medicine. 

We  must  be  able  to  explain  why  medicine  is 
costly,  not  only  on  the  grounds  that  increased 
services  are  being  provided  but  also  on  the 
grounds  that  the  developing  of  new  technics,  new 
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drugs,  apparatus  such  as  heart-lung  machines, 
artificial  kidneys  and  preventive-medicine  meth- 
ods and  materials  requires  great  outlays  of  money. 
We  need  to  speak  of  the  five  to  six  million  per- 
sons who  are  alive  today  because  of  the  advance- 
ment of  medical  knowledge  and  medical  skill. 
We  need  to  ask  the  individual  what  it  means  to 
him  to  be  assured  a longer  and  healthier  life  than 
his  grandparents  had. 

All  too  often,  Dr.  Annis  said,  “the  American 
public  hears  only  one  side  in  an  argument — the 
side  that  makes  a concerted  effort  to  discredit 
American  medicine.  We  must  speak  out  and  pre- 
sent the  true  facts  to  the  public;  we  must  see  that 
our  side  of  the  story  is  heard!” 

— Mrs.  Howard  Ellis 

PRESIDENT'S  INAUGURAL  ADDRESS 

Auxiliary  members’  service  is  the  best  possible 
communications  to  the  layman,  and  “while  we 
recognize  that  actions  speak  more  loudly  than 
words,  the  words  which  follow  our  demonstra- 
tions are  important  and  better  received,”  the  new 
president  of  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association  said  in  her  inaugural  ad- 
dress. 

In  assuming  the  presidency,  Mrs.  C.  Rodney 
Stoltz,  Watertown,  S.  D.,  said  that  comprehension 
is  the  key  to  future  success  and  that  “our  first 
need  is  to  communicate  with  ourselves.” 

“If  each  one  truly  communicates,  giving  recog- 
nition to  our  aims,  our  program  and  our  accom- 
plishments, the  Auxiliary  will  stand  the  test  of 
scrutiny.  We  can  and  should  invite  scrutiny  by 
our  own  members,  by  members  of  our  medical 
societies,  by  potential  members  and  by  the  public. 
One  of  the  most  overlooked  aspects  of  evaluation 
is  the  process  of  being  asked  penetrating  questions 
and  being  required  to  give  considered  answers,” 
Mrs.  Stoltz  said. 

“Our  goal  for  the  year  is  both  to  Serve  And 
Communicate,”  she  added.  Mrs.  Stoltz  succeeds 
Mrs.  William  G.  Thuss,  Birmingham,  Ala.  The 
new  president-elect  is  Mrs.  William  H.  Evans, 
Youngstown,  Ohio.  Other  Auxiliary  officers  in- 
stalled at  the  40th  annual  convention  in  Atlantic 
City  include:  Mrs.  John  M.  Chenault,  Decatur, 
Ala.,  first  vice  president;  Mrs.  Howard  Lilijestrand, 
Honolulu,  Hawaii,  constitutional  secretary,  and 
Mrs.  C.  R.  Pearson,  Baraboo,  Wis.,  treasurer. 

Regional  vice  presidents  are:  Mrs.  William 

Stone,  Baltimore,  Md.,  eastern;  Mrs.  Earl  W. 
Roles,  Prospect,  Ky.,  southern;  Mrs.  Richard  A. 
Sutter,  St.  Louis,  Mo.,  north  central,  and  Mrs. 
G.  Prentiss  Lee,  Portland,  Ore.,  western.  Di- 


WOMAN'S auxiliary  to  the 

President — Mrs.  G.  J.  McMillan,  436  C Avenue,  Fort  Madison 
President-Elect — Mrs.  H.  G.  Ellis,  5504  Shriver  Avenue,  Des 
Moines  12 

Recording  Secretary — Mrs.  N.  A.  Schacht,  1025  North  23rd 
Street,  Fort  Dodge 


rectors  elected  for  two  years  are:  Mrs.  E.  R.  W. 
Fox,  Coeur  d’Alene,  Ida.;  Mrs.  Lemuel  C.  McGee, 
Wilmington,  Del.,  and  Mrs.  Morton  Arnold,  Wind- 
ham Center,  Conn. 

Other  convention  highlights: 

• Presentation  of  a special  commendation  to 
Donna  Reed,  television  actress,  for  her  portrayal 
of  a doctor’s  wife.  In  accepting  the  award,  Miss 
Reed  said  that  she  was  particularly  pleased  that 
the  award  came  from  the  segment  of  society  which 
she  and  her  fellow  actresses  tried  to  portray  on 
their  program. 

® Presentation  of  a special  health  mobilization 
award — the  first  of  its  kind  to  a woman’s  organi- 
zation. In  making  the  presentation,  Dr.  Gabriel 
Ferrazzano,  chief  of  the  Public  Health  Service’s 
Division  of  Health  Mobilization,  commended  the 
Auxiliary  for  its  outstanding  nationwide  service 
in  civil  defense. 

® Dr.  George  Fister,  then  AMA  president,  praised 
the  Auxiliary  for  its  work  and  said  that  “if  our 
past  proclaims  our  future,  then  the  finest  form  of 
medicine  in  the  world  will  be  preserved.” 

• Business  sessions  were  devoted  to  state  and 
national  reports  and  speeches  by  Congressman 
Bruce  Alger,  Project  HOPE  President  William 
Walsh,  M.D.,  and  AMA  staff  personnel. 

• Total  registration:  1,325. 


Exasperating 

Hearing  the  phone's  imperious  shrills, 

I drop  the  basket;  the  laundry  spills. 

I sprint  from  the  clothesline,  through  the  yard. 

1 rip  through  the  back  porch,  breathing  hard; 

On  through  the  kitchen  . . . Oops!  Don’t  fall!  . . . 
Make  a fast  corner  and  scoot  down  the  hall. 
Skid  on  a throw  rug,  trip  on  the  pup; 

And  gasp,  “Hello!”  . . . and  they’ve  hung  up! 

— Allamakee  Auxiliary 


Have  you  moved  in  the  past  few  months? 
PLEASE  send  any  changes  of  address  to  529- 
36th  Street,  Des  Moines  12.  Communication 
is  a necessity:  Do  help  us  keep  our  mailing  list 
up  to  date.  You  are  our  best  source  of  ac- 
curate information. 


IOWA  MEDICAL  SOCIETY 

Corresponding  Secretary — Mrs.  F.  L.  Poepsel,  Box  176,  West 
Point 

Treasurer — Mrs.  M.  B.  Cunningham,  Norwalk 

Editor  of  the  news — Mrs.  R.  H.  Palmer,  Box  568,  Postville 
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"Medical  Approaches  to  the  Control  and 
Prevention  of  Atherosclerosis" — W.  E. 
Connor,  M.D.,  page  585 

"Medical  Therapy  in  Specific  Categories  of 
Ischemic  Cerebrovascular  Disease" — 
R.  G.  Sielcert,  M.D.,  page  594 

"Radiologic  Diagnosis  of  Vascular  Disease" 
— Karl  A.  Youngstrom,  M.D.,  page  598 

"Surgical  Treatment  of  Arteriosclerosis" — 
E.  S.  Crawford,  M.D.,  and  M.  E.  DeBakey, 
M.D.,  page  606 

he  Radiation  Hazard" — Edward  Teller, 
.D.,  page  629 


IMS  Area  Meetings  Re:  Society  and  Blue  Shield  Projects 


1.  Tuesday,  September  24:  Storm  Lake  (Buena 
ista,  Carroll,  Cherokee,  Ida  and  Sac  Counties) 

2.  Wednesday,  September  25:  Sioux  City  (Craw- 
>rd,  Monona,  Plymouth,  Sioux  and  Woodbury 
ounties) 

3.  Thursday,  September  26:  West  Lake  Okoboji 

Clay,  Emmet,  Dickinson,  Lyon,  Osceola,  O’Brien, 
alo  Alto  and  Pocahontas  Counties) 

4.  Tuesday,  October  1:  Davenport  (Clinton, 
luscatine  and  Scott  Counties) 

5.  Wednesday,  October  2:  Burlington  (Des 

loines,  Jefferson,  Henry,  Lee,  Louisa,  Van  Buren 
nd  Washington  Counties) 

6.  Thursday,  October  3:  Ottumwa  (Marion,  Ma- 
aska,  Keokuk,  Lucas,  Monroe,  Wapello,  Wayne, 
Lppanoose  and  Davis  Counties) 

7.  Tuesday,  October  8:  Creston  (Adair,  Adams, 
ladison,  Union,  Taylor,  Clarke,  Decatur  and 
linggold  Counties) 

8.  Wednesday,  October  9:  Council  Bluffs  (Har- 
ison,  Shelby,  Audubon,  Pottawattamie,  Cass, 
lills,  Montgomery,  Fremont  and  Page  Counties) 

9.  Tuesday,  October  15:  Cedar  Rapids  (Linn, 


Jones,  Johnson,  Cedar,  Benton  and  Iowa  Coun- 
ties) 

10.  Wednesday,  October  16:  Dubuque  (Dela- 
ware, Dubuque  and  Jackson  Counties) 

11.  Thursday,  October  17:  West  Union  (Howard, 
Winneshiek,  Allamakee,  Chickasaw,  Fayette  and 
Clayton  Counties) 

12.  Tuesday,  October  22:  Marshalltown  (Mar- 
shall, Tama,  Jasper  and  Poweshiek  Counties) 

13.  Tuesday,  October  29:  Des  Moines  (Story, 
Boone,  Dallas,  Guthrie,  Polk  and  Warren  Coun- 
ties) 

14.  Wednesday,  October  30:  Fort  Dodge  (Web- 
ster, Calhoun,  Hamilton,  Greene,  Kossuth  and 
Humboldt  Counties) 

15.  Thursday,  October  31:  Mason  City  (Han- 
cock, Winnebago,  Worth,  Cerro  Gordo,  Wright, 
Franklin,  Mitchell  and  Floyd  Counties) 

16.  Tuesday,  November  19:  Waterloo  (Hardin, 
Grundy,  Black  Hawk,  Butler,  Bremer  and  Bu- 
chanan Counties) 

For  more  detailed  information,  see  pages 
650  and  651. 


ANNUAL  FALL  CONFERENCE  OF  COUNTY  MEDICAL  SOCIETY  OFFICERS 

AND  OTHER  REPRESENTATIVES 
Hotel  Savery,  Des  Moines,  September  18,  1963 
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whatever 
the  shape 
or  form 
of  allergy... 


Benadryl 

(Diphenhyd  ramir 
hydrochloride) 

effectively  relieves  the  symptoms  of  vasom 
rhinitis  For  patients  sensitive  to  animal  danders,  this 
provides  twofold  therapeutic  action  to  help  abort  an  al 
attack.  Antihistaminic  action:  A potent  antihistami 
breaks  the  cycle  of  allergic  response,  bringing  relief  of  si 


, lacrimation,  nasal  blockage,  and  rhinorrhea.  Antispas- 
►dic  action:  Because  of  its  inherent  atropine-like 
perties,  the  drug  affords  concurrent  relief  of  bronchial 
ism.  Indications:  Allergic  diseases  such  as  hay  fever, 
:rgic  rhinitis,  urticaria,  angioedema,  bronchial  asthma, 
urn  sickness,  atopic  dermatitis,  contact  dermatitis,  gastro- 
istinal  allergy,  vasomotor  rhinitis,  pruritus,  physical  aller- 
s,  reactions  to  injection  of  contrast  media,  reactions  to 
rapeutic  preparations,  and  allergic  transfusion  reactions; 
d postoperative  nausea  and  vomiting,  nausea  of  preg- 
icy,  motion  sickness,  parkinsonism  and  drug-induced 
rapyramidal  reactions,  and  quieting  emotionally  disturbed 
Idren.  Parenteral  administration  is  indicated  where,  in  the 
gment  of  the  physician,  prompt  action  is  necessary  and 
il  therapy  would  be  inadequate.  Precautions:  Avoid 
cutaneous  or  perivascular  injection. Single  parenteral  dos- 
3 greater  than  100  mg.  should  be  avoided,  particularly  in 


hypertension  and  cardiac  disease.  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive  vehicles  or 
engage  in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if 
used  with  this  product,  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine  hydro- 
chloride has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  it.  Cream  (Ointment)  should  not 
be  applied  to  extensively  denuded  or  weeping  skin  areas. 
Supplied:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.; 
Emplets®  (enteric-coated  tablets)  of  50  mg.;  in  aqueous  solu- 
tions: 1-cc.  Ampoules,  50  mg.  per  cc.;  10-  and  30-cc.  Steri- 
Vials,®  10  mg.  per  cc.with  1:10,000  benzethonium  chloride  as 
a germicidal  agent;  Elixir,  10  mg.  per 
4 cc.  with  14  per  cent  alcohol;  2 per 
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cent  Ointment  (water-miscible  base)  . PARKS.  DAVIS  4 COMPANY. 
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Medical  Approaches  to  the  Control  and 
Prevention  of  Atherosclerosis 


WILLIAM  E.  CONNOR,  M.D. 

Iowa  City 

The  term  epidemic  is  usually  applied  to  outbreaks 
of  infectious  disease,  yet  in  twentieth  century 
America  disorders  caused  by  atherosclerosis  have 
become  epidemic  in  character.  Coronary  heart 
disease,  the  most  common  clinical  manifestation 
of  atherosclerosis,  produces  at  least  one-fourth  of 
all  deaths  in  the  United  States  and  is  especially 
lethal  in  the  male  sex.  Once  an  epidemic  is  rec- 
ognized, the  most  important  question  is  how  may 
it  be  prevented  and  controlled.  The  knowledge 
necessary  to  prevent  serious  atherosclerotic  dis- 
ease has  been  accumulated  by  many  investigators 
over  the  past  decade.  My  purpose  in  this  paper  is 
to  review  the  available  information  in  this  area 
and  to  point  out  possible  methods  by  which  athero- 
sclerosis may  be  controlled. 

CLINICAL  FEATURES  OF  THE  DISEASE 

The  lesion  of  atherosclerosis  is  illustrated  in 
Figure  1.  This  section  of  an  almost  completely 
obstructed  left  coronary  artery  was  taken  from 
a 39-year-old  man  who  died  suddenly  from  coro- 
nary heart  disease.  It  is  apparent  that  the  medical 
possibilities  for  treating  this  particular  segment  of 
coronary  artery  were  minimal,  since  the  vessel 
had  been  almost  completely  destroyed  as  an  ef- 
fective conduit  of  blood.  A mass  of  fibrous  and 
lipid-rich  tissue  had  encroached  upon  the  lumen 


Dr.  Connor,  an  associate  professor  of  internal  medicine 
at  the  State  University  of  Iowa  College  of  Medicine,  made 
this  presentation  in  Des  Moines  on  Mercy  Hospital  Medical 
Day,  November  10,  1962. 


until  its  patency  had  been  reduced  to  a mere  slit. 

Sudden  death  in  this  patient  represents  one 
common  manifestation  of  coronary  heart  disease. 
Sudden  death  may  occur  either  in  a patient  whose 


Figure  I.  The  microscopic  section  of  the  left  coronary  ar- 
tery of  a 39  year  old  man  who  died  suddenly  from  coronary 
heart  disease. 
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disease  has  already  been  recognized  or  in  an  ap- 
parently well  individual.  A second  clinical  conse- 
quence of  coronary  heart  disease  is  myocardial 
infarction.  A third  common  manifestation  is  an- 
gina pectoris.  Over  one-third  of  all  individuals  de- 
veloping clinical  manifestations  of  coronary  heart 
disease  for  the  first  time  will  die  suddenly  or 
within  the  first  three  weeks  following  its  occur- 
rence.1, 2 

These  features  of  coronary  heart  disease  em- 
phasize the  necessity  for  prevention.  Even  when 
we  recognize  the  disease  in  patients,  we  have  be- 
fore us  the  complicated  problem  of  dealing  with 
an  already  permanently  damaged  artery  (as  in 
Figure  1,  for  example).  Obviously,  treatment  is 
not  possible  for  the  person  considered  in  good 
health  but  who  is  suddenly  and  unpredictably 
stricken  and  dies  within  a few  minutes’  time.  Such 
an  individual  never  reaches  a physician. 

Atherosclerosis  in  other  organs  of  the  body  pur- 
sues a similar  course.  Its  clinical  manifestations 
appear  suddenly,  usually  in  previously  well  and 
productive  persons.  In  the  brain,  atherosclerosis 
of  the  cerebral  and  carotid  vessels  manifests  itself 
chiefly  in  the  clinical  syndrome  of  stroke.  In  the 
eye,  retinal  artery  occlusion  and  blindness  may 
occur.  In  the  abdomen,  either  sudden  or  gradual 
occlusion  of  the  superior  and  inferior  mesenteric 
arteries  leads  to  several  clinical  syndromes.  These 
may  run  the  gamut  from  intestinal  malabsorption 
or  the  diagnostically  perplexing  entity  of  abdomi- 
nal angina3  to  outright  gangrene  of  the  bowel. 
In  the  kidney,  renal  artery  occlusion  may  result 
from  atherosclerosis  and  may  produce  a sec- 
ondary and  severe  form  of  hypertension.  In  the 
lower  extremities,  intermittent  claudication  or  gan- 
grene may  occur  from  atherosclerosis  of  the  distal 
aorta  or  of  the  iliac,  femoral  or  other  arteries. 
Thus  atherosclerosis  is  a spotty  yet  diffuse  dis- 
ease, silent  in  healthy  individuals  until  a catas- 
trophe occurs. 

THE  ROLE  OF  CHOLESTEROL  IN  ATHEROSCLEROSIS 

Chemical  analyses  of  the  constituents  of  the 
atheromatous  plaque  reveal,  first  and  foremost, 
that  it  becomes  progressively  rich  in  lipids  as  it 
grows  and  enlarges4  (Table  1).  Of  the  lipid  sub- 


TABLE  I 

THE  LIPID  CONTENT  OF  THE  HUMAN  AORTA  IN 
DIFFERENT  STAGES  OF  ATHEROSCLEROSIS* 


Stage  of  Aortic 
Atherosclerosis 

Total 

Lipid 

Total 

Cholesterol 

0 

(%Dry  Wt.) 
3.0 

0.4 

1 

4.2 

l.l 

2 

9.8 

4.5 

3 

12.0 

6.4 

* After  Bottcher.4 


stances  which  accumulate  in  the  plaque,  the  total 
cholesterol  increases  most  strikingly.  The  choles- 
terol content  of  the  normal  aorta  was  0.4  per  cent 
by  weight.  With  grade  3 atherosclerosis,  aortic 
cholesterol  increased  16-fold,  to  6.4  per  cent. 

The  next  question  relates  to  the  origin  of  the 
lipid  in  the  atheromatous  vessel.  Previously,  it 
has  been  thought  that  these  lipids  could  arise 
from  local  synthesis  within  the  arterial  wall.  Al- 
though it  is  true  that  most  tissues  of  the  body, 
the  arteries  included,  have  the  capacity  to  synthe- 
size cholesterol  and  other  lipids,  Zilversmit  and 
others  have  conclusively  shown  that  the  amount 
of  cholesterol  in  the  atheromatous  artery  is  too 
great  to  have  been  synthesized  by  the  vessel  wall 
itself.5  The  rate  of  synthesis  is  much  too  slow. 

Indeed,  the  use  of  radio-tagged  cholesterol,  both 
in  experimental  animals  and  in  man,  has  shown 
rather  conclusively  that  the  lipid  in  the  atheroma- 
tous plaque  is  derived  largely  from  the  blood 
stream.0,  7-  8 Figure  2 is  a diagrammatic  repre- 


Cholesterol  - 


Atheroma 


Figure  2.  The  movement  of  cholesterol  from  the  plasma 
into  and  from  the  arterial  wall.  Atheroma  results  when  the 
cholesterol  entering  the  wall,  the  amount  "a,"  exceeds  the 
amount  leaving  the  wall,  "b." 


sentation  of  an  artery  with  a beginning  atheroma- 
tous plaque,  and  a certain  quantity  of  lipid  la- 
beled “a”  entering  the  plaque  and  the  quantity 
“b”  leaving  the  plaque.  As  Newman  has  indicated, 
there  is  a flux  of  cholesterol  between  the  blood 
and  the  arterial  wall.6  The  movement  of  choles- 
terol from  the  lesion  occurs  if  the  serum  choles-  j 
terol  concentration  is  lowered,  and  if  the  atheroma 
is  not  well  advanced  in  structure  and  is  not  fi-  : 
brotic.  This  process  offers  us  some  possibility  for 
treating  the  disease. 

It  has  been  shown  that  the  lipid  in  the  atherom- 
atous artery  may  be  derived  to  a considerable  ex- 
tent from  constituents  in  the  diet.  For  example, 
radio-tagged  cholesterol  fed  in  the  diet  has  been 
recovered  in  large  quantities  from  atheromatous 
plaques.5,  7 Furthermore,  other  lipid-soluble  sub- 
stances consumed  in  the  diet,  such  as  the  carote- 
noids or  linoleic  acid,  are  recoverable  from  ath- 
eromas. These  substances  are  known  not  to  be 
synthesized  by  the  human  body.  Thus  when  they 
are  found  in  atheromatous  plaques,  one  can  be 
certain  that  their  point  of  origin  was  indeed  the 
diet  of  the  individual  in  question. 
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THE  EPIDEMIC  OF  CORONARY  HEART  DISEASE 

The  attack  rate  of  coronary  heart  disease  has 
now  been  well  documented  in  a study  conducted 
by  the  United  States  Public  Health  Service  in 
Framingham,  Massachusetts.  In  that  community 
of  30,000  people,  some  5,000  individuals  clinically 
free  of  cardiovascular  disease  were  seen  initially 
in  the  early  1950’s  and  have  now  been  followed 
for  eight  years  in  an  attempt  to  find  out  how  many 
of  them  would  develop  one  or  another  of  the 
manifestations  of  coronary  heart  disease.  Table  2 
illustrates  the  frequency  of  the  development  of 
this  disease  in  men  and  women,  in  terms  of  new 
cases  per  thousand  of  population.  It  is  apparent 


TABLE  2 

INCIDENCE  RATE  OF  CORONARY  HEART  DISEASE  IN 
THE  SEXES  OVER  AN  EIGHT  YEAR  PERIOD* 


Number  of  Afflicted  1 

ndividuals 

Age  Range 

Per  1 ,000  of  Popu 

lation 

( Y rs. ) 

Men 

Women 

30-39 

24 

1 

40-49 

66 

20 

50-59 

131 

67 

* Data  derived  from  the  Framingham  Study.1 


that  men  have  a much  higher  incidence  rate  than 
do  women  in  all  age  groups.  In  fact,  this  disease 
is  rather  rare  in  pre-menopausal  women.  Let  us 


translate  these  figures  for  men  into  terms  of  ab- 
solute frequencies  in  the  development  of  coronary 
heart  disease.  In  previously  well  men  50-59  years 
of  age,  one  out  of  eight  developed  an  attack  of 
coronary  heart  disease  within  the  six  year  period. 
In  men  aged  40-49,  one  of  15  individuals  had  such 
an  incident,  and  in  men  aged  30-39,  one  out  of  40. 
Recall,  too,  that  one-third  of  all  previously  well 
persons  who  develop  such  an  attack  die  suddenly 
or  within  three  weeks  of  its  onset. 

The  risk  of  coronary  heart  disease  in  men  is 
illustrated  in  Figure  3.  In  the  Framingham  study, 
other  factors  besides  age  and  sex  were  tabulated 
for  these  previously  well  individuals  in  an  at- 
tempt to  categorize  more  precisely  the  typical 
individual  in  whom  coronary  heart  disease  oc- 
curs. The  first  important  characteristic  was  an 
elevation  of  the  serum  cholesterol  concentration. 
The  heights  of  these  bar  graphs  simply  indicate 
the  risk  probabilities  in  these  individuals.  Note 
that  the  higher  the  serum  cholesterol,  the  greater 
the  risk  of  coronary  heart  disease  in  these  previ- 
ously well  individuals.  For  example,  if  the  serum 
cholesterol  was  below  220  mg.  per  cent  at  the 
time  the  person  was  first  seen,  the  risk  was  one- 
sixth  as  great  as  if  the  serum  cholesterol  had  been 
over  260  mg.  per  cent. 

The  next  important  risk  factor  analyzed  was 
the  level  of  the  systolic  blood  pressure.  If  this 
were  high — above  180  mm.  Hg — the  risk  of  cor- 
onary heart  disease  would  be  four  times  greater 
than  if  the  systolic  blood  pressure  were  below 


Risk  of  Coronary  Heart  Disease 


*200 


$250 
§ 150 


olOO 

cn 


Below  220  220-259  Above  260 

Serum  Cholesterol  (mg  % ) 


227 


129 

64 

Below  140  140-179  Above  180 

Systolic  B.R  (mm  Hg ) 


Figure  3.  The  risk  of  coronary  heart  disease  correlated  with  the  serum  cholesterol  level  lor  men  aged  30-49  and 
with  the  level  of  the  systolic  blood  pressure  for  men  aged  30-59.  These  data  have  been  rearranged  from  the  tabula- 
tions of  the  Framingham  Study.1,  9 The  "mortality  ratio"  relates  observed  cases  versus  expected  cases. 


Serum  Cholesterol  (mg  per  cent) 
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140  mm.  Hg.  The  risk  was  multiplied  many-fold 
for  individuals  having  both  of  these  high-risk  fac- 
tors, i.e.,  elevation  of  the  serum  cholesterol  and 
also  high  blood  pressure. 

Other  high  risk  factors  have  included  obesity 
and  a positive  family  history  of  coronary  heart 
disease  and  atherosclerosis.  Clinicians  have  long 
recognized  that  coronary  heart  disease  occurs  in 
family  constellations.  What  is  also  apparent  is  that 
there  is  little  coronary  heart  disease  in  some  fam- 
ilies— families  living  in  the  same  communities,  eat- 
ing the  same  kind  of  diet  and  subjected  to  simi- 
lar environmental  stress  as  those  with  a high  inci- 
dence. 

Table  3 shows  the  serum  cholesterol  concentra- 
tions of  two  vastly  different  Iowa  families  that 
we  have  studied.  The  three  generations  of  fam- 
ily A have  had  persistently  low  serum  cholesterol 
concentrations.  There  is  no  history  of  coronary 
heart  disease  in  family  A.  On  the  other  hand, 
family  B has  a strong  history  of  coronary  heart 
disease,  with  many  episodes  of  sudden  death.  Most 
members  of  both  sexes  in  this  family  have  profound 
hypercholesterolemia — up  to  580  mg.  per  cent  in 
many  individuals.  This  defect  in  lipid  metabolism  is 
inherited  as  an  autosomal  dominant.  Some  mem- 
bers have  completely  escaped  the  trait.  Even  the 
children  of  this  particular  family  had  high  serum 


cholesterol  levels,  suggesting  that  the  defect  ap- 
pears very  early  in  life.  These  families  illustrate 
the  long-standing  clinical  observation  that  there  is 
a certain  genetic  predisposition  to  coronary  heart 
disease  and  that  there  is  also  a familial  immunity 


TABLE  3 

THE  FAMILIAL  INCIDENCE  OF  HYPER- 
CHOLESTEROLEMIA 


1st 

Generations 

2nd 

3rd 

(Children) 

Family  A 196* 

180 

179 

(Coronary  disease  rare) 

175 

133 

235 

Family  B 

(Coronary  disease  common) 

580 

457 

432 

367 

417 

290 

379 

428 

265 

258 

151 

186 

* Each  of  these  values  represents  the  serum  cholesterol  level  of  a 
single  individual. 


Weeks  of  Shrimp  Feeding 

Figure  4.  Serum  cholesterol  values  obtained  at  intervals  during  a 24  week  period  of  shrimp  feeding.10  Mean  values  for  all 
rabbits  as  well  as  examples  of  rabbits  having  widely  differing  responses  are  shown.  (Reproduced  with  permission  from  the 
"Journal  of  Nutrition.") 
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Figure  5.  A typical  example  of  the  aortic  atherosclerosis 
which  developed  after  24  weeks  of  shrimp  feeding.10  The 
upper  portion  of  the  thoracic  aorta  is  most  severely  involved. 
The  lower  portion  of  the  vessel  in  the  region  of  the  inter- 
costal arteries  has  patchy  lesions  between  small  areas  of 
normal  intima.  (Reproduced  with  permission  from  the  "Jour- 
nal of  Nutrition.") 


from  coronary  heart  disease.  Perhaps  the  mecha- 
nism of  susceptibility  may  operate  partially 
through  the  serum  cholesterol  concentration  which 
a given  family  carries.  Note,  too,  that  family  A 
and  family  B were  typical  American  families  eat- 
ing diets  similar  in  composition. 

ANIMAL  EXPERIMENTS 

The  varied  susceptibility  to  coronary  heart  dis- 
ease and  atherosclerosis  is  illustrated  in  animal 
experiments  as  well.  In  Figure  4 are  data  taken 
from  a feeding  experiment  in  rabbits.10  These  ani- 
mals are  most  susceptible  to  the  development  of 
atherosclerosis  and  hypercholesterolemia  when 
they  eat  foods  containing  cholesterol.  In  this  ex- 
periment, rabbits  were  fed  a mixture  of  normal 
rabbit  chow  plus  shrimp.  Shrimp  was  selected  as 
a food  additive  because  of  its  relatively  high  cho- 
lesterol content.  Rabbits  normally  have  low  serum 
cholesterol  concentrations — in  the  neighborhood 
of  50  mg.  per  cent — and  do  not  develop  athero- 
sclerosis when  consuming  normal  rabbit  chow. 
However,  as  soon  as  these  rabbits  were  given  this 
shrimp  additive,  the  mean  serum  cholesterol  con- 
centration of  all  rabbits  increased  greatly  to  the 
range  of  700-800  mg.  per  cent. 

The  data  obtained  from  two  rabbits  are  of  spe- 
cial interest.  Rabbit  No.  6 was  a relatively  high 
responder  to  this  particular  regimen.  Rabbit  No. 
5,  despite  eating  the  same  quantity  of  food  and 
gaining  weight  during  the  experiment,  responded 
very  poorly  in  that  its  serum  cholesterol  rose  only 
slightly  over  the  base-line  level.  At  autopsy,  all 
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Figure  6.  Response  of  rabbits  to  dietary  cholesterol  and  fat.  Each  group  of  rabbits  was  fed  a different  diet:  18  per  cent 
Crisco,  18  per  cent  Crisco  plus  0.25  per  cent  cholesterol,  and  18  per  cent  corn  oil  plus  0.25  per  cent  cholesterol.  Aortas  were 
examined  for  atherosclerosis  and  graded  I to  4+.  Fat,  supplied  at  the  18  per  cent  level  made  up  40  per  cent  of  the  total 
calories.  (Reproduced  with  permission  from  "Geriatrics.") 
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rabbits  other  than  rabbit  No.  5 had  extensive 
atherosclerosis.  Rabbit  No.  5 had  very  little  ath- 
erosclerosis. This  information  gives  more  empha- 
sis to  the  previous  observations,  namely  that  the 
extent  of  atheromatous  disease  seems  to.  depend 
upon  the  height  of  the  serum  cholesterol,  and 
that  there  indeed  is  considerable  individuality 
for  both  animals  and  human  beings  in  their  re- 
sponse to  atherogenic  diets. 

Figure  6 illustrates  the  lesions  produced  in  the 
aorta  of  a rabbit  fed  shrimp.  This  is  a gross  photo- 
graph of  the  intima  of  the  aorta  in  a high  respond- 
er. Note  the  relatively  small  areas  of  uninvolved 
intima,  and  the  large,  confluent  atheromatous 
plaques  forming  throughout  most  of  the  vessel. 

In  experimental  animals,  at  least  two  substances 
are  usually  necessary  for  the  dietary  production  of 
hypercholesterolemia  and  atherosclerosis.  These 
are  cholesterol  and  fat.  Cholesterol  may  be  pro- 
vided either  as  a purified  food  substance  or  in  the 
form  of  foods  containing  cholesterol.  In  the  study 
illustrated  in  Figure  6,  the  key  role  of  cholesterol 
in  the  diet  is  emphasized11  and  contrasted  with 
effects  from  dietary  fat.  Three  groups  of  rabbits 
were  fed  different  regimens:  Crisco  alone,  Crisco 
+ cholesterol,  and  corn  oil  + cholesterol.  Crisco  was 
used  as  an  example  of  a fat  which  has  been  hydro- 
genated and  is  relatively  saturated.  Corn  oil  rep- 
resents a highly  unsaturated  fat  with  a high  con- 
tent of  polyunsaturated  fatty  acids.  The  group  of 
rabbits  fed  Crisco  plus  normal  rabbit  chow  had 
serum  cholesterol  concentrations  which  did  not 
change  during  the  nine-month,  period  of  the  ex- 
periment. At  autopsy  no  atherosclerosis  was  found 
in  this  group.  When  cholesterol  was  added  to 
Crisco,  prompt  elevation  of  the  serum  cholesterol 
concentration  occurred.  At  autopsy,  1 to  2+  aortic 
atherosclerosis  was  noted  in  all  animals.  In  the 
corn  oil  plus  cholesterol  feeding,  a similar  degree 
of  hypercholesterolemia  and  atherosclerosis  oc- 
curred. Thus  in  the  presence  of  cholesterol  in  the 
diet,  polyunsaturated  fat  does  not  protect  against 
the  development  of  hypercholesterolemia  and 
atherosclerosis.12  “Saturated”  fat  in  the  diet  pro- 
duced little  effect  until  cholesterol  was  added  to 
the  diet. 

At  this  point,  one  might  logically  raise  the  ques- 
tion of  how  commonly  the  clinical  manifestations 
of  atherosclerosis,  as  seen  in  man,  have  been  pro- 
duced in  experimental  animals.  The  feeding  ex- 
periments which  I have  outlined  to  you  have  been 
carried  on  for  a relatively  short  period  of  time — 
considerably  under  one  year.  In  man,  however,  the 
disease  develops  over  many  years,  indeed  over  the 
lifetime.  Recently,  Taylor  and  others  in  Chicago 
have  shown  that  the  exact  replica  of  the  human 
disease — i.e.,  ischemic  occlusion  of  the  vessels — ■ 
can  be  produced  in  monkeys.13  These  workers  fed 
monkeys  a diet  rich  in  cholesterol  and  fat,  supplied 
as  egg  yolk  and  butter  fat  over  a three-year 
period.  The  serum  cholesterol  concentrations  of 


these  monkeys  rose  strikingly  from  the  normal 
levels.  Several  of  the  monkeys  developed  ischemic 
lesions  from  atherosclerotic  disease.  In  fact,  one 
monkey  died  in  an  episode  of  pulmonary  edema 
in  the  course  of  acute  myocardial  infarction.  At 
autopsy,  there  was  a fresh  myocardial  infarct, 
much  the  same  as  those  seen  in  man.  A coronary 
artery  was  occluded  by  an  advanced  atherosclerot- 
ic lesion. 

In  experimental  animals,  the  following  circum- 
stances lead  to  clinically  significant  atherosclerotic 
disease.  The  inclusion  of  sufficient  dietary  choles- 
terol and  fat  in  the  nutritional  scheme  of  the  ani- 
mal for  a period  of  time  will  ultimately  lead  to  an 
elevation  of  the  blood  cholesterol.  If  there  is  ele- 
vation for  a long  enough  period  of  time,  fatty 
streaks,  the  earliest  form  of  atheroma,  appear.  This 
lesion,  as  McGill  and  others  have  shown,  is  the 
precursor  of  the  advanced  fibrotic  lesion.14  Once 
fibrotic  atherosclerotic  disease  has  prevailed  for  a 
long  enough  period  of  time,  then  outright  organ 
infarction  may  occur. 

Thus  in  animals,  to  date,  the  exact  replica  of  the 
human  situation  has  been  produced  with  amazing 
regularity.  Other  experiments  have  shown  that 
myocardial  infarction  will  develop  in  dogs,  rabbits 
and  rats  with  feeding  regimes  containing  large 
amounts  of  fat  and  cholesterol.  It  is  of  special  in- 
terest that  in  Taylor’s  experiment,  monkeys  which 
failed  to  respond  to  the  dietary  regimen  of  choles- 
terol and  fat  with  an  elevation  of  the  blood  choles- 
terol also  failed  to  have  much  atherosclerosis  at 
autopsy. 

WORLD  WIDE  DISTRIBUTION  OF  ATHEROSCLEROSIS 

The  studies  of  many  epidemiologists  have  re- 
vealed that  severe  atherosclerotic  disease  is  rare 
in  many  parts  of  the  world.  Both  clinical  and  au- 
topsy evidence  supports  this  idea.  For  example,  in 
Japan  coronary  heart  disease  is  most  uncommon. 
The  Japanese  are  a population  group  with  a rela- 
tively high  standard  of  living,  an  industrialized 
society,  and  a long  life  span.  Similarly,  when  I had 
the  opportunity  to  spend  three  months  in  Pakistan, 
I observed  that  coronary  heart  disease  was  rare 
in  the  poor-income  groups  of  that  country  whose 
diets  were  relatively  low  in  fat  and  cholesterol. 
Conversely,  coronary  heart  disease  was  common 
in  people  in  the  high  income  brackets  whose  die- 
tary pattern  was  similar  to  that  of  Americans. 
Japanese  and  the  Pakistanis  of  low-income  groups 
are  also  of  interest  in  the  light  of  the  developing 
hypothesis  in  that  they  have  low  concentrations 
of  serum  cholesterol.  Although  they  eat  a diet 
relatively  low  in  fat  and  cholesterol,  their  diet  may 
be  most  adequate  from  a nutritional  point  of  view 
when  properly  supplemented. 

For  the  prevention  of  coronary  heart  disease  in 
the  United  States,  we  might  adopt  the  following 
hypothesis  at  this  point.  Low  intakes  of  cholesterol 
and  fat  in  the  diet  of  Americans  can  lead  to  de- 
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creased  concentrations  of  the  serum  cholesterol. 
Evidence  for  this  statement  will  be  given  shortly. 
Low  concentrations  of  serum  cholesterol  over  a 
lifetime  may  then  lead  to  a reduced  incidence  of 
coronary  heart  disease  in  Americans.  Pertinent 
studies  to  test  this  premise  are  now  being  carried 
on  in  a number  of  clinical  centers  throughout  the 
country,  but,  because  coronary  heart  disease  de- 
velops over  a lifetime,  the  final  answer  to  this 
particular  question  will  not  be  available  for  a con- 
siderable period  of  time.  Nevertheless,  the  crux  of 
the  issue  seems  to  be  in  the  control  of  the  serum 
cholesterol  concentration,  on  the  basis  of  both  ani- 
mal studies  and  epidemiologic  studies. 

THE  TREATMENT  OF  HYPERCHOLESTEROLEMIA 

The  serum  cholesterol  levels  of  most  Americans 
are  extremely  labile  and  may  be  readily  altered  by 
dietary  modification.  For  example,  two  studies  of 
prison  volunteers  have  indicated  that  the  serum 
cholesterol  will  rise  or  fall  60  mg.  per  cent  or 
more,  depending  upon  the  presence  of  cholesterol 
in  the  diet.15- 16  In  fact,  in  many  of  these  men, 
serum  cholesterol  levels  decreased  to  almost  the 
average  range  of  the  Japanese,  140  to  160  mg.  per 
cent,  with  the  consumption  of  a cholesterol-free 
diet.  Experiments  such  as  these — and  there  have 
been  many  of  them — indicate  that  the  serum  cho- 
lesterol levels  of  Americans  can  readily  be  altered 
by  dietary  modification.11’ 17 
Basically,  there  have  been  four  different  ap- 
proaches that  have  been  used  for  treatment  of 
hypercholesterolemia  and,  indeed,  for  the  control 
of  coronary  heart  disease  (Table  4).  The  first 
technic  was  used  a number  of  years  ago — a diet 
low  in  fat,  an  unpalatable  diet,  I must  stress,  and 
not  readily  consumed  by  patients  or  other  indi- 
viduals. It  does  indeed  lead  to  a lowering  of  the 
serum  cholesterol  concentration.  In  practice,  this 
kind  of  diet  has  not  worked  out.  The  second  ap- 
proach is  a recent  one.  It  is  a diet  high  in  polyun- 
saturated fats.  This  plan  has  the  defect  of  not  fit- 
ting the  experimental  evidence,  in  that  animals  fed 
polyunsaturated  fat  along  with  cholesterol  have 

TABLE  4 

THE  TREATMENT  OF  HYPERCHOLESTEROLEMIA  AND 
PREVENTION  OF  CORONARY  HEART  DISEASE 

1 . A low  fat  diet. 

2.  A diet  high  in  polyunsaturated  fat  content. 

3.  Drugs,  hormones,  and  vitamins. 

Triparanol 
Estrogens 
Thyroid  analogues 
Nicotinic  acid 
Cholestyramine 
Sitosterol 

4.  100  mg.  low  cholesterol,  moderately  low  fat  diet. 


developed  hypercholesterolemia  and  atherosclero- 
sis.12 We  do  know  that  in  some  animals  fed  this 
particular  regimen  of  polyunsaturated  fat  the 
serum  cholesterol  will  fall,  as  it  does  in  human 
beings,  but  the  next  question  relates  to  where  the 
cholesterol  moves  as  it  leaves  the  blood.  Certainly 
some  results  indicate,  as  Gerson  reported  recently, 
that  the  cholesterol  moves  into  the  tissues,  includ- 
ing arteries,  of  animals  fed  corn  oil.18  This  diet, 
then,  may  not  be  accomplishing  the  desired  result 
in  promoting  the  removal  of  cholesterol  from  the 
body.  The  use  of  drugs,  hormones,  and  vitamins  to 
lower  the  serum  cholesterol  level  has  been  in- 
variably unsatisfactory  up  to  the  present  time. 
Either  such  agents  have  been  ineffective  or  ex- 
pensive, or  they  have  produced  unpleasant  side 
effects  or  serious  toxicity.  The  recent  experience 
with  triparanol  provides  an  excellent  example  of 
drug  toxicity,  and  this  drug  has  been  withdrawn 
from  clinical  use.  Generally,  the  pharmaceutical 
approach  has  not  been  applicable  to  the  control  of 
lipid  metabolism  in  high  risk  individuals  in  whom 
the  objective  is  to  prevent  coronary  heart  disease. 
Time  does  not  allow  for  a review  of  individual 
preparations  in  this  paper. 

Our  own  approach  to  hypercholesterolemia 
has  been  the  low-cholesterol,  moderately  low-fat 
diet.11’  19’  20  The  theoretical  validity  of  this  diet 
is  buttressed  by  a mass  of  experimental  data  from 
animals,  from  human  population  groups,  and  from 
clinical  studies  in  man  reviewed  in  detail  else- 
where.11 It  is  truly  a non-atherogenic  diet.  I know 
of  no  experimental  work  which  would  negate  this 
premise.  The  constituents  of  this  diet  are  com- 
pared in  Figure  7 with  the  general  American  diet 
at  the  2,400-calorie  level.  Clearly,  if  a dietary  ap- 
proach is  to  be  used,  the  diet  must  be  one  that 
does  not  produce  deficiency  disease,  and  it  must 
be  nutritionally  adequate.  The  low-cholesterol  diet, 
for  example,  contains  75  Gm.  of  protein  and  is  the 
same  in  this  respect  as  the  general  American  diet. 
This  diet  contains  much  more  carbohydrate  than 
the  general  American  diet.  Its  fat  content  is  re- 
duced by  one-half,  of  53  Gm.  versus  106  Gm.  The 
most  striking  feature  about  this  experimental  diet 
is  the  limitation  of  dietary  cholesterol  from  the 
usual  American  intake  of  about  800  mg.  to  100  mg. 
per  day. 

Our  results  thus  far  are  that  73  patients  have 
consumed  this  diet  for  periods  of  from  four  to  35 
months.  The  initial  mean  serum  cholesterol  levels 
of  this  group  were  high — 316  mg.  per  cent.  Obvi- 
ously, this  was  a group  of  individuals  who  had 
hypercholesterolemia.  The  use  of  the  low-choles- 
terol diet  produced  a prompt  decline  of  the  serum 
cholesterol  to  227  mg.  per  cent,  or  a downward 
change  of  91  mg.  per  cent.  Patients  with  diabetes 
mellitus  responded  in  a similar  fashion.19 

Which  individuals  should  be  treated  by  means 
of  diet  or  another  approach  in  order  to  prevent 
coronary  heart  disease?  First  of  all,  in  the  light 
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fat  diet. 


of  our  present  state  of  knowledge,  we  definitely 
should  treat  the  high-risk  individuals  (Table  5). 
These  recommendations  are  intended  to  be  specific 
and  are  not  aimed  at  the  population  at  large  or  at 
low  risk  individuals.  Those  with  a strong  family 
history  of  coronary  disease  should  be  considered 
for  treatment  before  they  develop  the  disease. 
Since  high  blood  pressure  so  greatly  accelerates 
the  progression  of  atherosclerotic  disease,  hyper- 
tensive individuals  not  only  should  be  treated  for 
blood  pressure  elevation  but  also  should  receive 

TABLE  5 

THE  PREVENTION  OF  CORONARY  HEART  DISEASE— 
THE  HIGH  RISK  GROUP 

1.  Strong  family  history  of  coronary  heart  disease. 

2.  The  grossly  overweight. 

3.  The  hypertensive. 

4.  Those  individuals  with  diabetes  mellitus. 

5.  Persistent  elevation  of  the  serum  cholesterol  level. 


treatment  for  concomitant  hypercholesterolemia,  a 
problem  many  of  them  have.  Overweight  persons 
should  be  cautiously  reduced.  Indeed,  the  use  of 
foods  with  lower  fat  content  and  higher  bulk  as  in 
the  “low-cholesterol  diet”  promotes  lower  caloric 
intakes. 

Diabetic  patients  are  particularly  susceptible  to 
atherosclerotic  disease.  Today  our  obligation  as 
physicians  to  these  patients  goes  beyond  providing 
them  with  satisfactory  control  of  the  diabetic  state. 
The  traditional  diabetic  diet  is  especially  rich  in 
fat  and  cholesterol.  We  must  now  give  serious  con- 
sideration to  lowering  its  fat  and  cholesterol  con- 
tent in  order  to  prevent  vascular  complications. 
That  the  fat  content  can  be  reduced  and  the  carbo- 
hydrate increased  without  loss  of  diabetic  control 
has  already  been  demonstrated.19 

Finally,  those  individuals  with  persistent  hyper- 
cholesterolemia should  be  treated  prophylactically. 
At  the  present  time  there  is  no  precise  definition 
of  the  serum  cholesterol  level  which  constitutes 
hypercholesterolemia.  Probably  most  investigators 
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of  the  pathogenesis  of  coronary  heart  disease 
would  set  the  figure  of  250  mg.  per  cent  as  the 
upper  limit  above  which  prophylactic  treatment 
might  well  be  given.  The  Framingham  study  sug- 
gests the  pathogenicity  of  levels  above  220  mg. 
per  cent.  Future  studies  will  be  needed  to  delineate 
this  upper  limit  more  precisely. 

SUMMARY 

The  following  points  have  been  emphasized  in 
this  presentation. 

1)  Coronary  heart  disease  in  the  United  States 
has  the  prevalence  rate  of  an  epidemic.  Its  occur- 
rence is  especially  frequent  in  middle-aged  men, 
for  clinical  episodes  of  this  disease  developed  in 
one  out  of  eight  men,  aged  50-59  years,  over  an 
eight  year  period  of  observation. 

2)  Coronary  heart  disease  has  such  a high  mor- 
tality when  the  first  manifestations  appear  in  pre- 
viously well  individuals  that  the  prevention  of  the 
disease  is  all  important. 

3)  Coronary  heart  disease  and  atherosclerosis  in 
other  vascular  beds  are  not  inevitable.  The  ac- 
cumulation of  cholesterol  in  the  arterial  wall  oc- 
curs because  the  level  of  cholesterol  in  the  blood 
is  elevated  over  the  lifetime  of  the  individual. 

4)  Elevation  of  the  serum  cholesterol  level  can 
be  prevented  or  treated  successfully  through  mod- 
erate changes  in  the  habitual  American  diet.  Chief- 
ly, these  changes  consist  of  reductions  in  dietary 
cholesterol  and  fat.  To  date,  this  diet  has  been 
eaten  by  many  patients.  It  is  nutritious,  and  its 
use  has  resulted  in  a significant  and  sustained  low- 
ering of  serum  cholesterol  concentrations. 

5)  It  is  suggested  that  high-risk  individuals  in 
the  American  population  be  identified  and  be 
treated  prophylactically  by  dietary  means,  in  order 
to  prevent  atherosclerosis  and  coronary  heart  dis- 
ease. 
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Immediate  Care  of  the  Sick 
and  Injured 

A course  to  be  offered  on  September  26-28  at  the 
University  of  Kansas  Medical  Center  in  Kansas 
City,  will  present  basic  instruction  on  the  proper 
handling  of  the  injured  and  the  acutely  ill  by  those 
who  are  first  called  to  the  scene,  such  as  ambulance 
members,  firemen,  and  others.  The  panel  discus- 
sions provide  opportunity  for  answering  questions 
raised  by  enrollees. 

Most  of  the  following  subjects  will  be  discussed 
and/or  demonstrated  by  doctors  of  medicine:  “The 
Importance  of  Immediate  Care,”  “Limitations  of 
Immediate  Care,”  “Principles  of  Transporting  the 
Injured,”  “Traffic  Control  and  Ambulance  Safety,” 
Movie:  “Transportation  of  the  Injured,”  “Fractures 
of  the  Spine:  Recognition  and  Transportation,” 
“Fractures  of  the  Extremities,”  Open  Fractures,” 
“Injuries  to  the  Face,”  “The  Normal  Mechanism  of 
Breathing,”  “Impairment  of  Respiration:  Recogni- 
tion,” “Chest  Injuries,”  “Resuscitation:  Principles 
of  Restoring  Breathing,  Including  Mouth-to-Mouth 
Breathing,”  “Normal  Circulation,”  “Shock:  Causes 
and  Recognition,  Including  the  Circulation  in 
Shock,”  “Prevention  of  Blood  Loss:  Care  of  Acute 
Bleeding,”  “Immediate  Treatment  of  Shock,”  “The 
Heart  Attack:  Heart  Emergencies,”  Cardiac  Ar- 
rest and  the  Dangers  of  Cardiac  Massage,”  “Head 
Injuries,”  “Delirious  and  Unruly  Patients:  Control 
and  Transportation,”  “Eye  Injuries,”  “Transporting 
the  Injured  and  Rescue  Equipment,”  “Mouth-to- 
Mouth  Resuscitation,”  “Normal  Childbirth,”  “Emer- 
gency Childbirth,”  “Hemorrhage  Associated  with 
Childbirth,”  “Soft  Tissue  Injuries,”  “Poisoning  and 
Medical  Suicide,”  “Thermal  Problems,”  “Diabetic 
Coma  and  Insulin  Reactions.” 


Medical  Therapy  in  Specific  Categories  of 
Ischemic  Cerebrovascular  Disease 


ROBERT  G.  SIEKERT,  M.D. 

Rochester,  Minnesota 

Focal  ischemic  cerebrovascular  disease  takes 
many  forms,  and  some  comments  about  the  diag- 
nosis might  be  worthwhile,  at  the  outset,  since  it  is 
appropriate  to  apply  different  treatments  to  vari- 
ous categories,  rather  than  one  treatment  to  all 
categories.  The  diagnosis  of  focal  cerebral  ischemia 
is  made  almost  entirely  clinically—- i.e.,  on  the  basis 
of  the  history  of  the  disease  or  the  development 
of  the  symptoms,  as  well  as  on  the  results  of  the 
general  and  neurologic  examinations.  There  are  no 
laboratory  studies  which  prove  the  diagnosis. 
Characteristically,  the  disease  is  abrupt  in  onset, 
occurring  within  minutes,  hours  or  days.  It  has  a 
characteristic  constellation  of  symptoms  and  find- 
ings. The  diagnosis  rests  on  detecting  that  a focal 
area  of  the  brain  is  not  working,  and  that  the  focal 
area  is  related  to  an  artery  or  to  several  arteries, 
and  in  addition  that  other  factors — such  as  trauma, 
fever  and  the  like — are  absent. 

THREE  STAGES  OF  THE  DISEASE 

Ischemic  cerebrovascular  disease  may  be  divided 
into  three  stages  or  categories.  The  first  stage  is 
impending  stroke  or  transient  ischemic  attacks. 
The  second  stage  is  progressing  stroke  or  stroke  in 
evolution.  The  third  stage  is  stable  infarct  or  com- 
pleted stroke.  These  three  categories  are  stages  in 
the  temporal  profile  of  focal  ischemic  cerebrovas- 
cular disease  or  the  natural  history  of  the  disease 
in  such  a patient.  These  stages  do  not  refer  to  a 
particular  artery  or  arteries,  nor  do  they  refer  to 
any  specific  part  of  the  brain.  Thus,  for  each  stage, 
further  delineation  has  to  be  made.  That  is  to  say, 
one  must  discover  which  artery  is  involved,  and 
which  portion  of  the  brain  is  ischemic. 

This  categorization  is  somewhat  arbitrary.  A pa- 
tient may  have  two  stages  going  on  at  once.  For 
instance,  a patient  may  have  homonymous  hemi- 
anopia  from  a previous  stable  infarct,  and  then  al- 

Dr.  Siekert,  an  assistant  professor  of  neurology  in  the  Mayo 
Foundation  and  consultant  in  neurology  at  the  Mayo  Clinic, 
made  this  presentation  in  Des  Moines  on  Mercy  Hospital 
Medical  Day,  November  10,  1962. 


so  have  transient  ischemic  attacks.  It  is  important 
to  understand  this,  for  one  has  to  decide  on  a 
method  of  treatment  and  on  the  objective  that  he 
proposes  to  attain  by  means  of  treatment. 

TRANSIENT  ISCHEMIC  ATTACKS 

Impending  stroke — incipient  stroke  or  transient 
ischemic  attacks — consists  of  attacks  of  focal  neu- 
rologic dysfunction  lasting  15  or  30  minutes.  Be- 
tween attacks,  the  patient  is  normal.  The  attacks 
occur  at  variable  intervals  over  days  or  months. 
They  can  be  further  divided  on  the  basis  of  ana- 
tomic regions— the  portions  of  the  brain  which  are 
ischemic.  Originally,  these  were  divided  into  the 
large  groupings  of  carotid  arterial  insufficiency 
and  vertebral-basilar  arterial  system  insufficiency, 
as  a diagnostic  framework.  The  use  of  these  terms 
originally,  and  still  today,  does  not  necessarily  im- 
ply that  the  arteries  themselves  are  diseased  or 
stenotic,  but  that  an  area  within  their  territory  of 
supply  is  ischemic. 

In  carotid  arterial  system  intermittent  insuffi- 
ciency, the  patient  has  attacks  of  numbness  or 
weakness  limited  to  one  side  of  the  body.  If  he  has 
involvement  of  the  dominant  hemisphere,  difficulty 
with  communication,  that  is,  aphasia,  may  occur. 
On  the  side  of  the  diseased  artery,  impaired  vision 
may  occur.  This  is  unilateral  amaurosis  fugax.  Ex- 
amination will  reveal  nothing  abnormal  between 
attacks,  with  the  exception  that  in  some  patients 
evidence  of  atherosclerosis  may  be  noted,  as  the 
absence  of  a pulse  in  the  carotid  artery,  reduced 
retinal  artery  pressure  or  the  presence  of  bruits 
over  the  carotid  artery. 

Vertebral-basilar  arterial  insufficiency  is  the 
same  in  regard  to  the  timing  and  character  of  the 
attack.  The  symptoms  result  from  ischemia  of 
those  parts  of  the  brain  served  by  the  basilar  ar- 
tery— the  brain  stem,  the  cerebellum  and  the  pos- 
terior portions  of  the  cerebral  hemisphere.  There 
may  be  attacks  of  any  type  of  weakness,  such  as 
monoparesis,  hemiparesis,  crossed  hemiparesis  or 
quadriparesis,  alone  or  associated  with  numbness. 
Alteration  in  vision  is  in  the  form  of  involvement 
of  both  eyes,  that  is,  bilateral  homonymous  hemi- 
anopsia. Double  vision  or  diplopia  and  rotational 
vertigo  are  common.  Occasionally,  patients  will 
have  dysarthric  disturbances  of  speech  or  difficulty 
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in  swallowing.  A characteristic  feature  is  numb- 
ness around  the  mouth,  in  association  with  altera- 
tion in  speech  function.  Clouding  of  consciousness 
may  occur,  but  this  is  a symptom  which  should  be 
looked  upon  with  a great  deal  of  care,  because  it 
may  be  difficult  at  times  to  distinguish  an  ischemic 
origin  from  that  of  a convulsive  disorder;  one 
needs  a careful  history  in  order  to  make  this  dif- 
ferentiation. 

The  differential  diagnosis  in  patients  with  tran- 
sient ischemic  attacks  includes  such  ailments  as 
Meniere’s  disease,  migraine,  hemiplegic  migraine, 
and  convulsive  disorders  from  any  cause.  It  should 
be  noted  that  the  diagnosis  of  ischemic  attacks 
should  be  based  upon  a clear-cut  constellation  of 
symptoms.  Patients  who  have  only  vague  dizziness 
once  in  a while  may  indeed  have  vascular  ische- 
mia, but  such  a diagnosis  cannot  be  made  on  that 
vague  symptom  alone. 

PROGRESSING  STROKE 

The  important  general  feature  of  a progressing 
stroke  is  the  time  sequence  of  the  development  of 
the  neurologic  deficits — over  a matter  of  hours. 
In  making  the  diagnosis  of  slow  stroke  or  stroke 
in  evolution,  it  is  important  for  the  physician  to 
come  to  a decision  on  the  basis  of  what  he  has  ob- 
served for  himself.  That  is  to  say,  the  examining 
physician  should  observe  the  patient  change  from 
a condition  of  a little  weakness  in  one  hand 
through  a condition  of  severe  weakness  in  one 
hand  and  later  hemiparesis,  rather  than  to  call  it  a 
slow  stroke  because  someone  else  said  it  evolved 
gradually  prior  to  the  time  the  physician  first  saw 
the  patient.  Again,  the  findings  will  indicate  a focal 
disease  of  the  brain. 

The  things  that  one  ought  to  consider  in  differ- 
ential diagnosis  in  a patient  who  has  a stroke  in 
evolution  are  brain  tumor,  spontaneous  or  trau- 
matic intracranial  hemorrhage,  abscess,  and  post- 
ictal states.  This  type  of  differential  diagnosis  is 
identical  with  that  which  confronts  us  in  a patient 
who  has  a completed  stroke  or  a stable  infarct; 
included  are  the  things  one  usually  thinks  of  when 
he  observes  a patient  who  has  a hemiparesis  or  a 
major  focal  neurologic  deficit  that  has  occurred 
within  a matter  of  a day  or  two  prior  to  examina- 
tion. 

COMPLETED  STROKE 

The  third  stage,  completed  stroke,  is  a neuro- 
logic deficit  that  has  stopped  progressing,  no  mat- 
ter what  the  type  of  deficit  is  or  its  degree.  In 
other  words,  a patient  may  have  a mild  hemi- 
paresis and  that’s  all  he’ll  have.  Or  the  patient 
may  have  a hemiplegia.  Again,  the  constellation 
of  findings  will  help  one  in  diagnosis.  An  example 
is  the  lateral  medullary  infarct.  It  is  not  very  com- 
mon, but  when  it  is  present  it  tends  to  exclude 
other  illnesses.  These  patients  have  a sudden  onset 
of  vertigo,  with  nausea  and  vomiting.  Neurologic 


examination  reveals,  on  the  side  of  the  lesion, 
weakness  of  the  palate,  Horner’s  syndrome  (ptosis, 
miosis  and  anhidrosis)  and  diminution  in  pain  and 
temperature  sensations  of  the  face,  and  ataxic 
limbs,  and  on  the  opposite  side  of  the  body  and 
limbs  there  is  a loss  of  sensation  for  temperature 
and  pain.  The  differential  diagnosis  of  a completed 
stroke  is  the  same  as  listed  previously  for  a stroke 
in  evolution. 

DIAGNOSTIC  AIDS 

What  are  the  laboratory  aids  for  use  in  patients 
who  have  cerebrovascular  disease?  A spinal  fluid 
examination  may  have  to  be  performed,  but  in 
most  instances  it  reveals  normal  findings.  Occa- 
sionally, patients  with  infarcts  will  have  some  ele- 
vation in  protein,  a few  lymphocytes,  and  occa- 
sionally a few  red  cells  in  their  spinal  fluids.  How- 
ever, when  these  things  are  present,  the  diagnosis 
must  be  made  with  caution.  In  patients  who  have 
hemorrhage  or  meningitis,  characteristic  abnor- 
malities in  the  spinal  fluid  will  be  noted. 

An  electroencephalogram  may  be  helpful  in 
some  instances.  The  abnormality  noted  on  the  elec- 
troencephalogram, in  general,  is  related  to  the 
severity  of  the  abnormality  observed  on  neuro- 
logic examination.  Thus,  in  a patient  who  con- 
sults a physician  between  transient  ischemic  at- 
tacks, the  electroencephalogram  is  likely  to  be 
normal.  If  it  is  not,  and  if  the  diagnosis  by  history 
is  not  clear,  it  may  be  that  the  patient  has  some 
other  episodic  disease  such  as  epilepsy,  and  the 
possibility  of  a mass  lesion  should  be  considered. 
If  a patient  appears  in  a hospital  with  a hemi- 
plegia, he  may  have  a severe  disturbance  in  the 
electroencephalogram. 

Head  x-rays  are  usually  normal.  For  patients  in 
whom  the  diagnosis  is  in  doubt,  head  x-rays  may 
help  in  excluding  such  things  as  mass  lesions  by 
noting  the  absence  of  bony  changes  or  a change 
in  the  position  of  the  pineal  gland. 

Arteriography  is  a useful  examination,  and  may 
be  resorted  to  in  those  patients  in  whom  the  diag- 
nosis is  in  doubt.  Some  investigators  believe  it 
should  be  used  as  a routine  procedure  in  patients 
with  any  type  of  cerebrovascular  disease.  We 
have  tended  to  use  arteriography  only  under  two 
circumstances:  (1)  when  the  diagnosis  was  not 

clear  clinically,  and  (2)  in  those  patients  whom  we 
thought  to  be  appropriate  candidates  for  recon- 
structive surgery  of  the  arteries  in  the  neck  or 
thorax.  The  risk  of  arteriography  is  minimal  but 
definite.  It  has  been  found  during  the  last  few 
years  that  injection  directly  into  the  carotid  artery 
in  patients  with  atherosclerosis  of  this  artery  has 
more  risk  in  it  than  injection  into  other  nearby 
arteries,  such  as  the  brachial,  subclavian,  innomi- 
nate or  the  aorta.  It  should  be  pointed  out,  how- 
ever, that  arteriography  will  frequently  show  le- 
sions which  are  not  necessarily  related  to  the 
symptoms  and  signs  presented  by  the  patient.  We 
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have  had  a number  of  cases  where  atherosclerosis 
has  been  found  on  arteriography;  we  were  sur- 
prised that  this  occurred,  for  we  had  thought  that 
the  patients  had  mass  lesions.  As  it  turned  out, 
our  clinical  diagnosis  had  been  correct,  and  athero- 
sclerosis was  a co-existing  lesion. 

In  approximately  75  per  cent  of  people  over 
the  age  of  50  years  who  have  arteriography  for 
various  types  of  ischemic  cerebrovascular  disease, 
atherosclerosis  will  be  found  in  the  cervical  or 
within  the  intracranial  arteries. 

In  routine  autopsies,  not  necessarily  related  to 
ischemic  cerebral  disease,  a high  percentage  of 
patients  will  have  evidence  of  stenosis  or  occlu- 
sion of  the  extracranial  arteries.  Of  a hundred 
specimens  that  were  examined  by  Martin  and 
colleagues  (Occlusive  Vascular  Disease  in  the 
Extracranial  Cerebral  Circulation.  Martin,  M.  J., 
Whisnant,  J.  P.,  and  Sayre,  George,  a.m.a.  arch 
neurol.  3:530-538,  November,  1960),  40  per  cent 
had  at  least  an  occlusion  of  one  artery  or  a 50 
per  cent  stenosis  of  one  artery. 

Another  test  that  may  be  considered  is  the 
pneumoencephalogram.  Since  it  is  usually  normal, 
it  ordinarily  is  not  helpful  in  patients  who  have 
cerebrovascular  disease,  but  it  is  necessary  in 
those  instances  where  the  diagnosis  of  ischemia  is 
not  possible  on  clinical  grounds. 

TREATMENT  METHODS 

What  is  the  aim  of  treatment?  How  can  we  re- 
late these  three  categories  to  our  treatment  pro- 
gram? In  patients  who  have  completed  strokes, 
the  basic  aim  is  supportive  care,  treatment  of  the 
marginal  zone,  rehabilitation,  and  prevention  of 
recurrence.  In  patients  who  have  progressing 
stroke,  we  hope  to  stop  the  progression  or,  in 
other  words,  to  prevent  the  neurologic  deficit 
from  increasing.  The  only  way  the  efficacy  of 
treatment  can  be  proved  is  by  a statistical  com- 
parison of  treated  and  untreated  patients.  In  pa- 
tients with  transient  ischemic  attacks,  or  impend- 
ing stroke,  we  hope  to  prevent  the  attacks  and 
thus  prevent  cerebral  infarction. 

The  general  measures  useful  for  patients  with 
completed  stroke  include  attention  to  respiratory, 
bowel  and  bladder  function,  chemical  imbalance 
in  the  blood,  appropriate  nutrition  and  care  of  the 
skin. 

What  vasodilating  agents  might  be  available  to 
prevent  or  to  treat  the  marginal  zone?  Inhalation 
of  a mixture  of  C02  5 per  cent  and  02  95  per 
cent  is  useful  and  apparently  helpful.  Nicotinic 
acid,  Cyclospasmol  and  Vasodilan  have  been  used, 
but  as  yet  have  not  been  shown  statistically  to 
be  helpful  in  the  prevention  or  the  reduction  of 
a neurologic  deficit. 

Fibrinolytic  agents  have  been  used  for  patients 
with  completed  infarcts,  but  on  the  basis  of  al- 
ternate studies  have  not  been  found  to  give 
reduction  in  the  amount  of  neurologic  deficit  or 


in  the  death  rate.  Anticoagulants  have  been  ad- 
vocated by  some,  but  it  is  our  feeling  that  anti- 
coagulant therapy  should  not  be  given  to  patients 
with  completed  infarcts.  There  is  only  one  excep- 
tion to  this  rule.  When  an  embolic  source  in  the 
heart  is  the  cause,  anticoagulant  therapy  may  be 
begun  several  days  later  to  prevent  another  em- 
bolism, but  not  necessarily  to  alter  the  already 
existing  neurologic  deficit. 

In  patients  with  progressing  strokes,  general 
measures  should  be  used  as  mentioned  before. 
Vasodilators  have  been  used  also.  Some  people 
have  advocated  the  use  of  stellate  ganglion  blocks, 
but  it  seems  to  us  that  these  have  not  been  as- 
sociated with  any  increase  in  the  rate  of  cure  or 
improvement.  Fibrinolytic  agents  have  been  used 
in  patients  with  progressing  strokes,  but  again 
without  any  evidence  of  help.  In  patients  who 
have  evolving  strokes,  anticoagulant  therapy  ap- 
pears to  be  useful. 

The  results  in  a series  of  patients  with  actively 
advancing  stroke,  progressive  stroke,  are  as  fol- 
lows. The  anticoagulated  group  of  patients  had  a 
9 per  cent  hemiplegic/death  rate,  and  the  non- 
anticoagulated  a 35  per  cent  hemiplegic/death  rate 
at  the  end  of  one  month.  At  the  time  one  sees  the 
patient  with  a progressing  stroke,  he  has  no  way 
of  knowing  whether  the  deficit  will  continue  to 
increase,  or  whether  the  stroke  will  stop  pro- 
gressing and  resolve.  This  then  necessitates  a 
comparison  between  groups  of  cases;  an  individ- 
ual case  obviously  cannot  prove  it.  In  patients 
with  progressive  stroke,  anticoagulant  therapy 
may  be  given  as  an  emergency.  The  diagnosis 
must  be  as  accurate  as  possible,  and  one  again 
must  be  certain  that  other  diseases  are  not  pres- 
ent. 

In  patients  who  have  intermittent  insufficiency 
— i.e.,  transient  ischemic  attacks — it  is  important 
to  treat  associated  illnesses  such  as  hypertension, 
hypercholesterolemia,  polycythemia,  and  anemia, 
all  of  which  may  be  factors  in  the  production  of 
transient  attacks.  In  the  hands  of  some  investiga- 
tors, the  vasodilating  agents  that  I have  mentioned 
have  reduced  the  frequency  of  the  attacks.  How- 
ever, at  the  present  time  it  is  not  known  whether 
they  will  actually  prevent  the  occurrence  of  cere- 
bral infarction  on  a statistical  basis. 

To  date,  fibrinolytic  agents  have  not  found  a 
place  in  the  treatment  of  patients  with  transient 
ischemic  attacks,  because  of  the  difficulty  in  be- 
ing certain  of  the  effectiveness  of  a lytic  system. 
Patients  with  intermittent  insufficiency  appear  to 
us  to  be  the  group  that  can  benefit  most  from 
anticoagulant  therapy  given  on  a long-term  basis. 

Table  1 shows  the  results  of  follow-up  of  a 
group  of  patients  who  were  treated  with  anticoag- 
ulants, and  a group  who  were  not,  even  though 
such  therapy  was  advised  for  those  latter.  The 
patients  were  followed  for  periods  ranging  from 
four  to  eight  years;  there  were  175  patients  in 
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TABLE  I 

ANTICOAGULANT  THERAPY  FOR  CEREBROVASCULAR 
INTERMITTENT  INSUFFICIENCY:  STAGE  I,  OR 

IMPENDING  STROKE  (FOLLOW-UP: 

3 TO  8 YEARS) 


Treated  Not  Treated* 


Number 

Per  Cent 

Number 

Per  Cent 

Normal  

131 

74.8 

83 

51.9 

Cerebral  infarct 

4 

2.3 

33 

20.6 

Dead  

40 

22.9 

44 

27.5 

Cerebral  infarct 

3 

1.7 

18 

1 1.3 

Cerebral 

hemorrhage  . . 

13 

7.4 

7 

4.4 

Noncerebral 

24 

13.7 

19 

1 1.9 

Totals  

175 

100 

160 

100 

* Or  treated  lor  only  several  months. 

the  treated  group  and  160  in  the  non-treated 
group.  What  we  are  attempting  to  do  in  this  type 
of  treatment  is  to  prevent  the  occurrence  of  cere- 
bral infarcts.  In  the  treated  group,  a non-fatal 
cerebral  infarction  occurred  in  2.3  per  cent,  and 
in  the  non-treated  group  20.5  per  cent.  Fatal  cere- 
bral infarction  occurred  in  1.7  per  cent  of  the 
treated  group,  and  in  11.3  per  cent  of  the  un- 
treated group. 

There  is  some  risk  in  the  use  of  anticoagulant 
therapy,  the  principal  risk  being  that  of  cerebral 
hemorrhage.  In  the  treated  group,  the  incidence 
was  7.4  per  cent,  and  in  the  untreated  group,  4.4 
per  cent.  Since  untreated  patients  with  intermit- 
tent insufficiency  may  have  a cerebral  hemor- 
rhage, patients  given  any  type  of  treatment  have 
to  be  matched  against  them.  In  this  series  the 
difference  of  about  three  per  cent  has  to  be 
weighed  against  the  mortality  differential  of  about 
11  per  cent. 

I think  a few  more  comments  concerning  anti- 
coagulant therapy  are  in  order.  There  has  been 
considerable  discussion  about  this  treatment  dur- 
ing the  past  10  years,  and  the  matter  is  not  set- 
tled. First  of  all,  when  should  anticoagulant  ther- 
apy be  considered  in  a patient  with  any  kind  of 
stroke?  It  should  be  thought  of  in  only  two  basic 
categories — patients  with  transient  ischemic  at- 
tacks (incipient  stroke)  and  patients  whom  you 
observe  getting  worse  during  the  period  when 
you  have  them  in  the  emergency  room  (progress- 
ing stroke).  If  one  limits  the  use  of  anticoagulant 
therapy  to  these  two  groups,  I think  the  risk  is 
very  minimal.  Where  the  difficulty  in  using  it  and 
where  the  medication  has  caused  trouble  are  in 
those  instances  in  which  patients  with  a stroke 


have  been  treated  with  anticoagulant  therapy.  An 
estimated  8 per  cent  of  patients  with  infarcts  or 
supposed  infarcts  and  with  normal  spinal  fluids 
really  have  intracerebral  hematomas  which  are 
silent.  Even  though  such  a lesion  is  small,  it  seems 
only  logical  to  us  that  anticoagulants  in  such  pa- 
tients are  not  worthwhile  and  may  even  involve 
some  risk.  Thus,  regardless  of  the  exact  lesion 
present,  the  “garden  variety”  of  stroke  patient 
should  not  be  treated  with  anticoagulant  therapy. 
If  one  eliminates  these,  little  risk  is  involved  in 
the  treatment.  Since  the  likelihood  of  benefitting 
the  infarcted  area  with  this  therapy  is  nil,  the 
risks  need  not  be  assumed.  In  patients  with  tran- 
sient episodes  of  neurologic  dysfunction  or  with 
advancing  deficits,  the  diagnosis  may  not  always 
be  clear;  further  observation  and  not  anticoag- 
ulant therapy  should  be  given  these  patients. 

Patients  with  recurrent  emboli,  as  for  instance 
from  a myocardial  source,  and  with  atrial  fibril- 
lation can  be  treated  with  anticoagulant  ther- 
apy. One  should  note  the  very  important  excep- 
tion, however,  that  patients  with  subacute  bac- 
terial endocarditis,  with  or  without  embolic  phe- 
nomena, should  not  be  so  treated.  Another  group 
which  is  not  numerous  but  should  be  mentioned 
consists  of  patients  with  actively  advancing  cra- 
nial arteritis,  particularly  those  in  whom  involve- 
ment of  the  optic  nerve  is  present.  Anticoagulant 
therapy  is  combined  with  steroid  therapy  in  these 
patients. 

Anticoagulant  therapy  should  not  be  used  in 
patients  who  aren’t  intelligent  enough  to  manage 
their  medicine,  or  whose  relatives  are  not  intelli- 
gent enough  to  manage  it.  In  our  opinion,  un- 
reliability on  the  part  of  the  patient  is  probably 
the  only  absolute  medical  contraindication  to  the 
use  of  this  medicine.  To  this  unreliable  group  may 
be  added,  in  selected  instances,  patients  who  have 
severe  kidney  or  severe  liver  disease. 

It  is  very  important  for  a doctor  who  is  using 
this  treatment  to  have  at  his  disposal  a labora- 
tory whose  internal  reliability  is  consistent,  and 
it  is  important  that  he  himself  should  be  familiar 
with  the  use  of  the  medicine. 
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Radiologic  Diagnosis  of  Vascular  Disease 


KARL  A.  YOUNGSTROM,  M.D. 

Kansas  City,  Kansas 

The  problems  of  vascular  disease  were  studied 
earliest,  here  in  America,  by  Alexis  Carrel  and 
Guthrie,  approximately  in  1908.  The  radiologists 
didn’t  become  interested  in  the  subject  until  con- 
siderably later,  for  they  had  to  develop  contrast 
materials  which  were  not  too  toxic  and  which  were 
safe  enough  to  give  by  intravenous  or  intraarterial 
injection  without  complications.  These  technics 
and  their  development  are  one  of  the  major  fea- 
tures which  I should  like  to  discuss.  I shall  also 
mention  some  of  the  pitfalls  which  one  should  ex- 
pect to  encounter,  and  to  talk  about  ways  they 
can  best  be  avoided.  Radiologic  studies  are  really 
quite  important  in  differentiating  among  the  types 
of  vascular  problems  and  in  arriving  at  an  accu- 
rate diagnosis. 

The  history  of  contrast  opacification  of  vessels 
was  nicely  documented  by  Fulton  (1956).  As  early 
as  1924  Brooks,  in  St.  Louis,  demonstrated  a fem- 
oral arteriogram  made  by  injecting  sodium  iodide 
directly  into  the  artery.  Egas  Moniz,  a Portuguese, 
published  his  method  of  carotid  arteriography  in 
1928.  Abdominal  aortography  was  first  practiced 
by  Dos  Santos  and  others,  in  Portugal,  by  1929. 
Angiocardiography  was  developed  by  a group  of 
Cuban  workers,  Castellanos,  Pereiras  and  Garcia, 
in  1937. 

SERIAL  CEREBRAL  ARTERIOGRAPHY 

Figure  1 is  a picture  of  an  apparatus  that  we 
use  nowadays  for  this  type  of  study.  I show  it  only 
to  emphasize  an  important  feature  of  our  work — 
that  we  do  everything  possible  to  reduce  the 
amount  of  contrast  material  used  both  in  any  one 
injection  and  in  the  course  of  an  entire  study.  In 
cerebral  arteriography,  the  patient’s  head  is  placed 
on  a balsa  wood  block,  and  one  x-ray  tube  fires  to- 
ward the  bank  of  films  in  the  lateral  direction. 
The  other  x-ray  tube  overhead  fires  against  the 
bank  of  x-ray  films  in  casettes  under  the  patient’s 
head.  The  patient  is  lying  supine  on  the  table.  A 
switch  in  the  wall  has  a long  cord  connected  to  it, 

Dr.  Youngstrom,  an  associate  professor  of  radiology  at  the 
University  of  Kansas  Medical  Center,  gave  this  lecture  in 
Des  Moines  on  Mercy  Hospital  Medical  Day,  November  10, 
1962. 


so  that  the  technician  stands  at  the  other  end  of 
the  room,  some  20  feet  away.  When  he  makes  the 
contact  of  that  switch,  both  the  x-ray  generators 
are  fired  simultaneously,  and  we  get  a simultane- 
ous, so-called  biplane  view  of  the  contrast  ma- 
terial that  is  going  through  the  blood  vessels  of  the 
patient’s  brain.  With  this  arrangement  we  are  able 
to  obtain  four  pictures  in  each  projection  within 
about  four  seconds,  if  we  wish,  though  usually  that 
is  faster  than  necessary. 

In  Figure  2 a patient  has  been  positioned  for  a 
simultaneous  biplane  cerebral  arteriogram.  We 
have  found  it  necessary  to  have  his  head  fastened 
securely.  In  this  instance  tape  has  been  used,  but 
a web  belt  does  just  as  well,  especially  if  the  balsa 
is  wedge-shaped  at  the  bottom  to  fix  the  occiput 
firmly  in  position.  Early  studies  by  this  method 
often  showed  poor  contrast  because  of  “scatter,” 
a diffusion  of  the  secondary  x-rays  from  the  pa- 
tient’s head  onto  the  film  in  addition  to  the  pri- 
mary x-ray  beam  that  went  straight  through  to  the 


Figure  I.  Apparatus  used  in  cerebral  arteriography. 
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Figure  2.  Patient  positioned  lor  simultaneous  biplane  ar- 
teriography. 

film.  This  “scatter”  is  controlled  by  a grid,  in 
regular  diagnostic  procedures.  However,  in  this 
set-up  we  have  a grid  of  a 15  to  1 ratio  which 
covers  the  bank  of  films  under  the  head.  The  other 
grid  is  a crossed  7%  to  1 ratio  because  we  always 
shoot  the  x-ray  perpendicular  to  it.  The  one  on  the 
bottom  is  a parallel  grid.  These  are  essentially 
equal  in  their  capacity  to  absorb  scattered  x-rays 
and  yet  transmit  the  primary  beam.  However  un- 
der these  circumstances,  with  the  100  kv.  x-ray 
that  one  might  expect  to  be  able  to  use  for  studies 
of  the  head,  very  high  scatter  is  generated.  Yet 
if  we  dropped  the  kilovoltage  to  around  85  kv.  and 
increase  the  electrical  current — in  other  words  the 
milliampere  seconds — enough  to  get  the  blackness 
we  want  on  the  film,  we  would  reduce  the  quantity 
of  secondary  x-rays  generated,  and  make  it  possi- 
ble to  get  an  adequate  contrast.  That  in  itself 
would  not  be  sufficient  if  it  were  not  for  the  fact 
that  there  is  a considerable  air  space  left  between 
the  patient’s  head  and  the  bank  of  x-ray  film,  on 
the  lateral  view.  The  balsa  block  functions  in  this 
same  way  by  providing  air  space  between  the  grid 
and  the  patient’s  head.  Air  space  is  a really  im- 
portant factor,  and  is  frequently  overlooked  as  a 
means  of  controlling  scattered  x-rays  and  pre- 
serving contrast. 

Cerebral  arteriography  is  a pretty  routine  study 
now.  We  usually  accomplish  these  studies  with  one 
injection  of  approximately  6-8  cc.  of  50  per  cent 
Hypaque  into  the  carotid  artery,  and  we  get  an 
arterial,  a capillary  and  a venous  phase,  regular- 
ly, plus  a fourth  film  that  may  turn  out  to  be  either 
an  extra  venous  or  an  extra  arterial  phase,  de- 
pending upon  the  rate  of  circulation  and  upon  the 
rate  at  which  we  pull  the  films  by  hand.  We  find 


this  particular  apparatus  very  satisfactory  because 
it  is  simple  and  because  there  are  so  few  gadgets 
to  get  out  of  control.  Anyone  can  learn  the  rate 
at  which  to  pull  these,  after  watching  the  proce- 
dure no  more  than  a time  or  two. 

Figure  3 is  an  example  of  total  cerebral  angiog- 
raphy. This  is  most  practical  with  children  under 
general  anesthesia.  After  placing  the  catheter  tip 
in  the  arch  of  the  aorta  and  injecting  25  cc.  of  50 
per  cent  Hypaque  within  one  second,  it  is  possible 
to  obtain  a series  of  simultaneous  biplane  expo- 
sures such  as  are  seen  here.  The  arterial,  capillary 
and  two  venous  phases  are  demonstrated. 


Figure  3.  An  example  of  total  cerebral  arteriography. 


600 


Journal  of  Iowa  Medical  Society 


September,  1963 


NEWLY  DEVELOPED  CATHETERS 

Seldinger  (1953),  in  Sweden,  published  the 
percutaneous  catheter  technic.  He  made  radio- 
paque tubing  and  colored  it  variously  to  indicate 
the  different  sizes.  A wire  is  passed  through  the 
special  needle  into  the  brachial,  the  femoral  or 
whatever  other  artery  one  wishes  to  study.  The 
preformed  catheter  is  then  passed  into  the  artery 
over  the  wire  while  the  wire  serves  as  a guide. 
The  radiopaque  catheter  is  then  carefully  placed, 
under  fluoroscopic  control. 

While  searching  for  a better  catheter  material, 
we  discovered  a new  use  for  the  electrician’s 
“spaghetti.”  I refer  to  the  Teflon  tubing  that  is 
used  for  insulation  of  individual  wires.  We  have 
used  it  to  make  catheters.  This  sample  happens  to 
be  radiolucent,  yet  with  the  guide  wire  in  position 
it  can  be  placed  where  desired,  under  fluoroscopic 
control.  (Since  this  paper  was  presented  the  U.  S. 
Catheter  and  Instrument  Corp.  has  made  radio- 
paque Teflon  catheters.)  The  Teflon  has  some  ad- 
vantage over  the  soft  plastic  catheters  that  were 
first  used.  The  polyethylene  catheters  are  so  soft 
and  flimsy  that  they  tend  to  whip  back  when  in- 
jections are  made.  (See  Figure  5.)  The  Teflon  is 
quite  a bit  stiffer  and  avoids  that  problem. 

After  the  catheter  has  been  placed  satisfactorily, 
a pump  injector  is  attached,  which  contains  a 
metal  syringe  with  contrast  material,  usually  Hy- 
paque. Some  newer  materials  which  are  said  to 
be  a little  less  toxic  are  coming  onto  the  market 
now.  One  of  them  is  Conray.  Power  for  the  in- 
jection is  furnished  by  a small  carbon  dioxide 
cartridge.  A regulating  pressure  gauge  aids  in 
predetermining  the  pressure  at  which  the  injection 
will  be  made.  This  is  called  the  Amplatz  injector, 
after  the  radiologist  responsible  for  its  develop- 
ment. 

A few  little  details  in  this  procedure  make  the 
difference  between  success  and  failure.  For  one 
thing,  in  obtaining  the  necessary  contrast  in  the 
films,  it  is  very  helpful  to  get  the  material  injected 
rapidly  enough  to  prevent  too  much  dilution  by 
the  oncoming  blood.  For  a study  of  the  great  neck 
vessels,  we  find  it  very  desirable  to  place  the  tip 
of  the  catheter  in  the  ascending  arch  of  the  aorta. 
Then  we  can  show  all  the  vessels  with  one  in- 
jection and  in  one  film.  If  the  timing  of  the  ex- 
posure is  not  satisfactory,  one  will  miss  the  infor- 
mation essential  to  the  diagnosis,  so  we  have  come 
to  depend  more  upon  serial  radiographs  as  a regu- 
lar procedure. 

The  pressure  varies,  depending  on  where  the  tip 
of  the  catheter  is  placed.  For  example,  we  find  that 
injection  into  the  ascending  arch  of  the  aorta  re- 
quires approximately  40  to  50  cc.  of  Hypaque  of 
50  per  cent  concentration,  and  it  has  been  very 
helpful  to  have  the  patient  hold  his  breath  and 
strain  down — making  the  so-called  Valsalva  ma- 
neuver— for  about  seven  or  eight  seconds  before 
the  injection  is  delivered.  This  timing  has  been 
shown  important  in  that  the  blood  pressure  and 


pulse  rate  take  that  long  to  drop,  reflexively,  to 
the  lowest  possible  point.  After  that,  they  tend  to 
rise,  and  earlier  than  that  they  are  not  quite  as 
low  as  they  will  go.  This  little  trick  helps  to  pro- 
vide a greater  concentration  of  dye  in  one  bolus, 
and  to  give  a better  picture  than  one  might  other- 
wise obtain. 

If,  for  instance,  we  were  interested  only  in  the 
vertebral  and  the  carotid  on  one  side,  we  would 
use  25  per  cent  Hypaque  and  would  need  a volume 
of  only  25  cc.  We  might  use  more  if  we  wanted  to 
fill  the  vertebral  all  the  way  up  to  the  brain  and 
to  employ  the  so-called  one  film  technic.  The  pres- 
sure for  such  an  injection  would  be  reduced  to 
approximately  70  lbs./sq.  in.  for  this  particular 
Amplatz  injector,  whereas  for  an  injection  into  the 
aorta,  the  pressure  would  be  approximately  120 
lbs./sq.  in.  or  more.  If  we  were  using  smaller  bores 
and  longer  catheters,,  as  we  sometimes  do  for  cut- 
down  operations,  pressures  as  high  as  200  or  250 
lbs./sq.  in.  would  be  required  in  order  to  deliver 
the  contrast  material  at  a satisfactory  rate. 

While  we  are  waiting  for  the  films,  the  catheter 
remains  in  place,  and  is  irrigated  frequently  with 
saline  containing  heparin.  The  patient  is  examined 
in  this  way  under  a local  anesthetic.  Usually  some 
mild  degree  of  sedation  is  administered,  if  he  is 
at  all  nervous,  but  there  really  is  very  little  dis- 
comfort associated  with  the  examination.  There 
is  a hot  flush  or  pressure  sensation  experienced 
as  the  contrast  material  goes  through  the  vessels, 
but  it  disappears  so  rapidly  that  patients  don’t 
really  complain  about  it  except  to  talk  afterward 
about  how  hot  it  was. 

After  we  have  done  this  injection,  we  normally 
decide  that  we  need  three  views  to  be  sure  that  we 
have  displayed  the  vessels  in  their  different  pro- 
files. If  there  is  a plaque  somewhere  in  one  of 
these  vessels,  and  if  we  are  looking  at  its  flat  sur- 
face, it  may  not  be  readily  apparent,  but  if  we 
rotate  the  vessel,  it  may  show  up  much  more 
distinctly.  I have  no  statistics  on  how  often  such 
is  the  case,  but  we  feel  that  this  procedure  is  help- 
ful. 

Credit  goes  to  Dr.  Amin  Faris,  a resident  in 
neurology,  for  getting  the  idea  of  doing  electro- 
encephalographic  records  simultaneously  with  the 
injection  of  the  dye  through  the  brain,  to  see 
whether  we  could  recognize  any  disturbance.  We 
did  25  studies  of  that  type,  and  found  no  significant 
changes  in  the  electroencephalographic  records. 
Almost  regularly  the  simultaneous  electrocardio- 
graphic records  did  show  depressions  of  various 
degrees,  however. 

It  has  been  suggested  that  if  the  electrocardio- 
graph shows  a disturbance  during  an  injection, 
the  study  should  probably  be  terminated.  We  feel, 
however,  that  if  we  were  to  follow  that  rule,  we 
probably  would  complete  no  studies.  We  aren’t 
really  concerned  about  a cardiac-rate  disturbance 
that  lasts  no  more  than  a second  or  two.  The  in- 
formation to  be  obtained,  we  think,  is  important 
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enough  to  justify  this  negligible  risk,  and  we  ac- 
tually haven’t  had  any  problems  with  cardiac  com- 
plications as  a result  of  studies  under  the  condi- 
tions that  I have  described. 

THE  ODELCA  SERIOGRAPH 

There  is  one  more  piece  of  apparatus  that  I want 
to  mention,  the  so-called  Odelca  seriograph.  It  is 
composed  of  a fluorescent  screen  14  in.  square  and 
an  angle  mirror  that  throws  the  light  back  to  a 
curved  mirror.  The  4x4  film  is  transported  in 
front  of  the  light  beam  at  an  appropriate  prede- 
termined rate.  This  system  of  optics  was  invented 
by  Dr.  Bouwers,  of  Old  Delft,  Holland,  and  it  has  a 
very  high  efficiency  of  approximately  0.75  numeri- 
cal aperture.  This  is  a rather  nice  seriograph  be- 
cause it  will  take  a series  of  up  to  40  exposures, 
and  one  can  program  them  in  groups  of  five  up 
to  a speed  of  six  per  second,  or  as  slow  as  one 
every  two  seconds.  The  only  disadvantage  of  it  is 
that  it  requires  a rather  high  dose  of  x-ray — a dose 
actually  greater  than  for  direct  radiography  of 
film  with  intensifying  screens.  The  method  is 
economical  in  that  these  4x4  films  cost  seven 
cents  each,  as  compared  to  sixty  cents  each  for  the 
standard  x-ray  sheet  film.  The  small  film  provides 
adequate  detail  for  the  problems  presented,  and 
the  optics  will  resolve  more  fine  detail  than  any 
film  will  record. 

Figure  4 is  an  example  of  a problem  that  was 
solved  with  this  kind  of  equipment.  The  patient 
had  a large  tumor  in  the  neck  that  was  felt  to  be 
definitely  carcinoma,  and  in  addition  a tumor 
shadow  in  the  right  apex  medially  (Figure  4a). 
An  arteriogram  was  done.  We  obtained  opacifica- 
tion of  all  the  great  neck  vessels  on  the  right  and 
the  neck  veins  bilaterally  some  eight  seconds  after 
the  injection  (Figures  4b  and  c).  The  shadow 
in  the  plain  chest  film  that  we  thought  might  be 
metastatic  tumor  turned  out  to  be  a tortuous  sub- 
clavian artery.  Thus  the  problem  of  exploring  the 
chest  was  avoided. 


SOME  PITFALLS  IN  ARTERIOGRAPHY 

Figure  5 illustrates  one  of  the  problems  en- 
countered in  passing  the  flimsy  polyethylene  cath- 
eters that  were  first  used  over  guide  wires  for 
brachial  arteriography  in  this  country.  Figure 
5a  shows  that  the  catheter  bounded  back  to  form 
a coil  within  the  subclavian  artery,  and  the  injec- 
tion was  unsatisfactory.  Subsequently  a catheter 
was  passed  via  the  left  brachial  (Figure  5b)  so 
that  the  tip  was  lodged  in  the  ascending  arch  of 
the  aorta,  and  satisfactory  studies  were  obtained. 
Usually  it  is  easier  to  pass  the  catheter  into  the 
aorta  from  the  right.  These  soft  catheters  have 
recoiled  enough  times  so  that  we  know  they  will 
do  so  while  the  injection  is  still  going  on,  and  as  a 
result  may  pinch  themselves  off.  Then  the  catheter 
springs  a leak,  most  commonly  near  its  attach- 
ment to  the  syringe  adapter.  Because  of  this  com- 
mon complication,  especially  in  large-caliber  ves- 
sels such  as  large  innominates  or  a large  ascend- 
ing arch  of  the  aorta,  we  have  found  it  desirable  to 
use  the  Teflon  type  of  catheter  that  has  a little 
more  stiffness  and  withstands  considerably  higher 
injection  pressure. 

Another  feature  to  keep  in  mind  is  that  there 
is  a very  flexible  tip  to  the  wire  that  is  passed 
through  the  center  of  the  catheter,  and  that  tip 
must  protrude  an  inch  or  so,  at  least.  This  helps 
to  prevent  gouging  the  wall  with  the  catheter.  The 
stiff  catheter  is  thought  to  be  a little  more  likely  to 
do  this  sort  of  thing,  but  we  have  seen  it  accom- 
plished even  with  the  polyethylene  one,  and  thus 
considerable  care  must  be  taken  in  passing  the 
catheter,  and  when  any  resistance  is  encountered, 
fluoroscopy  should  be  employed,  or  the  catheter 
should  be  withdrawn  and  a check  should  be  made 
for  blood  flow  from  the  catheter.  In  any  event, 
after  the  catheter  is  passed,  we  find  it  particularly 
desirable  to  make  a small  injection  to  demonstrate 
where  the  tip  of  the  catheter  actually  is,  before 
injecting  the  large  bolus  for  the  definitive  study. 


Figure  4.  (a)  The  patient  had  a large  tumor  in  the  neck  that  was  felt  to  be  a carcinoma,  and  in  addition  a tumor  shadow 
in  the  right  apex  medially,  (b  and  c)  We  obtained  opacification  of  all  the  great  neck  vessels  on  the  right  and  of  the  neck 
veins  bilaterally  about  ei  ght  seconds  after  injection.  The  shadow  was  no  more  than  a tortuous  subclavian  artery. 
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Figure  5.  (a)  A flimsy  polyethylene  catheter  bounded  back  to  form  a coil  within  the  subclavian  artery,  (b)  Subsequent- 
ly, a catheter  passed  via  the  left  brachial  was  lodged  in  the  ascending  arch  of  the  aorta,  and  satisfactory  studies  were  ob- 
tained. 


This  gives  us  greater  assurance  that  we  are  ready 
to  deliver  the  contrast  material  in  the  exact  site 
with  which  we  are  concerned. 

Figure  6 shows  a type  of  arteriography  that  has 
been  extant  for  considerably  longer  in  this  coun- 
try. The  urologists,  I believe,  were  among  the  first 
to  popularize  it.  A long  needle  is  passed  through 
the  back,  just  under  the  twelfth  rib,  and  into  the 
aorta,  and  the  injection  of  the  contrast  material  is 
made  directly  through  this  needle  into  the  aorta. 
This  procedure  carries  the  hazard  of  injecting  into 
the  mouth  of  a small  vessel,  and  also  of  intimal 
stripping  or  injecting  partly  into  the  artery  and 
partly  outside,  because  of  the  bevel  of  the  needle. 
A certain  number  of  accidents  of  this  kind  have 
occurred,  with  various  degrees  of  morbidity.  How- 
ever, we  find  that  it  is  really  a fairly  safe  method 
if  considerable  care  is  observed  in  its  use. 

One  of  the  precautions  is  to  make  a small  test 
injection  first,  so  that  one  may  be  sure  of  the 
area  into  which  the  contrast  material  is  going  to 
be  delivered.  Such  things  as  transverse  myelitis 
have  developed  from  injections  improperly  di- 
rected. 

The  concentration  that  is  delivered  to  these  ves- 
sels is  of  paramount  importance,  and  I wish  to  call 
your  attention  to  what  I consider  a classic  study 
in  this  area  by  Doctor  George  Margolis  and  asso- 
ciates, at  Duke  University  (1956).  It  concerns 
passing  a catheter  up  the  femoral  arteries  of  dogs, 
injecting  constant  volumes  of  various  concentra- 
tions of  the  then  known  contrast  materials,  and 
judging  the  reactions  clinically.  The  reactions  were 
carefully  graded  from  “no  reaction”  to  “grand  mal 
seizure.”  The  severity  of  the  reaction  was  found 
to  be  very  closely  proportional  to  the  concentra- 
tion of  contrast  material  injected.  As  a result  of 
these  studies,  we  have  a much  better  idea  of  the 
tolerance  of  the  spinal  cord  to  the  type  of  insult 
associated  with  aortography.  This  has  served  as  a 


guide  for  us  in  estimating  the  concentration  that 
we  should  expect  to  end  up  with  in  any  vital  organ 
such  as  the  brain  or  kidney.  The  titrations  for  the 
kidney  have  not  yet  been  so  precisely  defined  as 
for  the  spinal  cord. 

ADAPTATIONS  OF  THE  AFOREMENTIONED 
EQUIPMENT  AND  TECHNICS 

By  heating  and  molding,  it  is  possible  to  fix  a 
curve  into  the  tip  of  the  catheter,  particularly  the 


Figure  6.  In  a type  of  arteriography  popularized  by  the 
urologists,  a long  needle  is  passed  through  the  back,  just 
under  the  twelfth  rib,  and  into  the  aorta. 
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radiopaque  type,  so  that  it  can  be  manipulated 
under  the  fluoroscope  and  passed  directly  into  the 
renal  artery.  Then  a very  small  amount — approxi- 
mately 3 cc.  of  35  per  cent  Hypaque — is  injected, 
and  we  obtain  a very  high-contrast  picture  of  the 
renal  vessels.  This  method  has  the  disadvantage 
that  it  does  not  allow  one  to  determine  whether 
there  are  other  arteries  present.  It  may  be  used 
in  studying  the  mesenteric  arteries,  but  it  is  not 
essential,  for  this  can  be  done  with  an  aortic  in- 
jection. 

A catheter  is  most  easily  passed  by  way  of  the 
femoral  artery.  For  the  study  of  the  abdominal 
aorta,  the  tip  of  the  catheter  is  placed  at  the  level 
of  the  first  lumbar  vertebra,  and  the  first  exposure 
is  made  during  the  injection  of  the  contrast  ma- 
terial for  the  best  delineation  of  the  aorta  and  its 
branches.  These  vessels  can  be  displayed  by  the 
cine-roentgenographic  technic.  We  have  an  ex- 
ample of  a child  in  whom  bilateral  narrow  renal 
arteries  were  demonstrated  in  this  way.  In  the 
large  adult  patient,  though,  it  is  usually  impossible 
to  show  satisfactory  contrast  by  the  cine  technic 
and  one  must  resort  to  other  types  of  serial  radiog- 
raphy. 

Figure  7 is  an  example  of  the  Odelca  serio- 
graphic  technic  applied  to  this  type  of  examina- 
tion, and  shows  the  advantage  of  timing  in  the 
control  of  exposures.  These  exposures  were  made 
at  one-second  intervals.  In  the  first  phase  the  kid- 


ney is  not  well  identified,  and  if  it  were  the  only 
view,  we  should  have  trouble  appreciating  the 
actual  kidney  size  and  shape.  In  the  later  phases 
of  the  study,  the  kidney  outline  becomes  very  dis- 
tinct, especially  during  what  we  call  the  capillary 
phase.  The  vessels  that  are  filled  with  contrast 
material  are  so  small  that  we  cannot  identify  them 
individually,  but  collectively  they  are  so  numerous 
as  to  indicate  that  portion  of  the  organ. 

We  did  one  study  on  a young  adult  patient  in 
uremia  and  hypertension  (Figure  8).  The  renal 
arteries  were  not  seen  in  any  phase  of  the  serial 
radiographic  study,  although  the  splenic  and 
hepatic  arteries  were  demonstrated.  The  patient 
died  some  12  hours  later.  The  kidneys  were  ex- 
tremely swollen  and  edematous.  The  arteriograph- 
ic  problem  is  similar  to  the  situation  seen  when 
one  attempts  carotid  arteriography  in  the  presence 
of  severely  increased  intracranial  pressure.  Like- 
wise, then,  when  the  cerebral  circulation  is  not 
demonstrated  because  of  the  increased  intracranial 
pressure,  such  patients  are  usually  dead  within 
12  hours. 

In  this  arteriogram  (Figure  9),  there  is  definite 
narrowing  of  the  carotid  artery  at  its  bifurcation. 
There  is  also  marked  kinking  of  the  vertebral  ar- 
tery. This  film  is  shown  to  indicate  the  type  of 
pathology  we  find.  Dr.  Siekert  mentioned  that  we 
sometimes  find  these  changes  without  understand- 
ing their  full  significance.  We  know  that  the  blood- 


Figure  7.  The  Odelca  seriographic  technic  applied  to  a study  of  the  kidneys.  Exposures  were  made  at  one-second  intervals. 
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Figure  8.  A study  of  a young  adult  patient  with  uremia 
and  hypertension.  The  renal  arteries  were  not  seen  in  any 
ph  ase  of  the  serial  radiographic  study. 


carrying  capacity  of  the  vessel  is  related  inversely 
to  the  cross  sectional  area,  so  that  a significant  de- 
crease in  volume  of  blood  flow  may  result  from 
a small  decrease  in  the  size  of  the  vessel.  Correla- 
tion with  the  findings  at  surgery  has  taught  us 
that  we  tend  to  underestimate,  rather  than  over- 
estimate, the  severity  of  the  stenosis  seen  in  the 
roentgenogram.  The  physiologic  effects  of  the  cere- 
bral ischemia  have  been  indicated  by  Dr.  Siekert. 
We  are  gradually  learning  about  how  much  nar- 
rowing a person  can  have  in  these  vessels  before 
he  exhibits  appreciable  clinical  symptoms.  Many 
people  feel  that  kinking  of  a vessel  decreases  the 
blood  flow  significantly,  and  some  have  been  suf- 
ficiently concerned  to  free  up  the  vessel  or  to  re- 
sect and  re-anastomose  it.  The  value  of  this  pro- 
cedure is  still  being  investigated. 

Figure  10  consists  of  pre-  and  postoperative 
views  of  a left  vertebral  artery.  The  patient  was  a 
doctor  who  had  developed  some  symptoms  of  cere- 
bral ischemia,  had  learned  of  these  studies  of  ours, 
and  so  came  in  and  had  the  examinations  and  the 
treatment.  This  was  the  only  lesion  found  after  a 
study  of  all  the  great  vessels  in  his  neck.  The  pre- 
operative view  shows  marked  narrowing  at  the 
origin  of  the  vertebral  artery.  The  postoperative 
view  (with  the  two  metal  clips)  on  the  right 
shows  that  the  lumen  of  the  vessel  has  been  re- 


stored to  normal  size.  For  more  than  a year  now, 
he  has  remained  free  of  his  previous  symptoms  of 
basilar  insufficiency.  This  is  at  least  one  encourag- 
ing example  of  this  approach  to  the  treatment  of 
vascular  disease. 

If  one  takes  only  one  film  during  the  injection 
of  contrast  material,  as  some  laboratories  do,  it  is 
necessary  to  inject  a fairly  large  volume  of  the 
contrast  material  in  order  to  have  all  the  desired 
vessels  filled  at  the  instant  when  the  exposure  is 
made. 

When  the  neurosurgeon  is  concerned  about  the 
location  of  an  aneurysm  in  an  adult,  the  aortic 
injection  usually  has  failed  to  provide  sufficient 
contrast  to  study  the  intracranial  vessels.  When 
the  study  is  limited  to  one  side  at  a time,  as  with 
a carotid  or  brachial  injection,  the  contrast  is 
usually  better.  The  brachial  approach  is  the  most 


Figure  9.  Narrowing  ol  the  carotid  artery  at  its  bifurca- 
tion, and  also  marked  kinking  of  the  vertebral  artery. 
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Figure  10.  Pre-  and  postoperative  views  of  a left  vertebral 
artery.  The  picture  on  the  left  shows  marked  narrowing  at 
the  origin  of  the  artery.  The  one  on  the  right  shows  that  the 
lumen  of  the  vessel  has  been  restored  to  normal  size. 

satisfactory  method  for  demonstrating  the  verte- 
bral and  basilar  arteries.  If  one  could  obtain  sat- 
isfactory intracranial  views  while  studying  the 
great  neck  vessels,  the  procedure  would  be  simpli- 
fied. This  is  a technical  avenue  that  we  are  now 
trying  to  perfect.  Figure  11  shows  the  basilar  ar- 
tery and  its  branches  demonstrated  by  a left 


Figure  I I shows  the  basilar  artery  and  its  branches  by 
means  of  a left  brachial  injection.  The  carotid  on  the  left 
is  not  visualized  in  this  way. 


brachial  injection.  The  carotid  on  the  left  is  not 
seen  this  way. 

Turning  the  head  sometimes  produces  obstruc- 
tion to  one  or  the  other  of  the  neck  vessels,  usually 
the  vertebral,  cutting  off  the  flow.  This  may  or 


Figure  12  reveals  a severe  degree  of  narrowing  of  the  carotid  at  its  bifurcation  on  one  side,  and  some  degree  of  kinking  on 
the  opposite  side. 
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may  not  be  symptomatic,  depending  on  the  con- 
dition of  the  other  vessels.  Our  patients  who  have 
been  operated  upon,  frequently  have  shown  bands 
of  fibrous  tissue  that  were  the  offending  factor. 
The  etiology  of  these  bands  is  still  a matter  of 
theory.  It  makes  a nice  story  however,  to  consider 
that  where  arthritic  ridges  and  spurs  develop,  new 
lines  of  stress  develop  in  the  connective  tissue. 
This  could  be  a factor  in  the  laying  down  of  bands 
that  previously  were  not  there. 

Figure  12  reveals  a severe  degree  of  narrowing 
of  the  carotid  at  its  bifurcation  on  one  side,  with 
almost  complete  occlusion  of  the  internal  carotid 
on  that  side  and  some  degree  of  kinking  of  the 
internal  carotid  on  the  opposite  side.  This  patient 
had  been  experiencing  intermittent  “strokes.”  A 
few  years  ago  this  type  of  lesion  was  quite  fre- 
quently discovered  in  arteriograms  done  on  pa- 
tients because  of  suspected  brain  tumor  or  sub- 
dural hematoma.  Clinicians  have  learned  to  use 
the  stethoscope  over  the  great  vessels  of  the  neck 
and  the  renal  vessels  particularly,  so  that  vascular 
lesions  are  now  being  suspected  and  diagnosed 
more  commonly  before  the  arteriogram  is  done. 


Surgical  Treatment 

E.  STANLEY  CRAWFORD,  M.D. 

and 

MICHAEL  E.  DEBAKEY,  M.D. 

Houston,  Texas 

Arteriosclerosis  clinically  assumes  two  forms, 
aneurysm  and  arterial  obstruction.  In  the  former, 
the  disease  involves  the  media,  causing  certain 
destructive  changes  which  lead  to  arterial  dilata- 
tion and  eventually  to  rupture.  In  the  latter,  the 
pathologic  changes,  consisting  of  hypertrophy,  de- 
position of  lipid  substances  and  thrombosis,  occur 
primarily  in  the  intimal  layer  of  the  arterial  wall. 
These  changes  produce  arterial  obstruction  and 
arterial  insufficiency  of  the  part  supplied  by  the 
affected  artery.  Such  well  known  clinical  entities 
as  cerebrovascular  disease,  myocardial  insuffi- 
ciency or  infarction,  hypertension,  abdominal 

Dr.  Crawford  and  Dr.  DeBakey  are  staff  members  of  the 
Cora  and  Webb  Mading  Department  of  Surgery,  Baylor  Uni- 
versity College  of  Medicine,  Houston.  Dr.  Crawford  made 
this  presentation  at  the  Mercy  Hospital  Medical  Day  program, 
in  Des  Moines,  on  November  10,  1962. 


Since  we  are  not  able  to  do  routine  arteriograms 
of  everyone’s  great  neck  vessels,  such  screening 
methods  are  particularly  desirable. 

In  collaboration  with  us,  Dr.  Faris  made  a study 
at  the  prison  in  Lansing  to  determine  what  changes 
might  be  found  in  the  great  neck  vessels  of  asymp- 
tomatic adults.  All  subjects  in  the  Lansing  study 
were  carefully  screened  to  establish  freedom  from 
all  known  vascular  disease,  or  clinical  symptoms 
of  vascular  disease.  A battery  of  laboratory  tests 
was  employed  in  addition.  A statistical  analysis  of 
these  findings  is  being  prepared  for  publication, 
and  Dr.  Faris  thinks  that  the  study  may  help  to 
answer  the  question,  “How  much  disease  can  a 
man  have  in  his  great  neck  vessels  before  one 
should  expect  it  to  produce  symptoms?” 

A multiplicity  of  lesions  seems  to  be  the  rule 
rather  than  the  exception,  and  similar  angio- 
graphic defects  are  of  varying  clinical  significance 
in  various  patients. 

A complete  study  of  the  cerebral  vasculature 
serves  as  a major  key  to  an  understanding  of  these 
problems,  we  think.  This  is  the  role  of  the  radi- 
ologist in  this  program. 


of  Arteriosclerosis 


angina,  mesenteric  thrombosis,  and  arterial  insuf- 
ficiency of  the  extremities,  particularly  the  legs, 
are  frequently  due  to  this  form  of  the  disease. 

These  significant  pathologic  changes  associated 
both  with  aneurysm  and  occlusive  disease  are  usu- 
ally well  localized,  with  reasonably  normal  proxi- 
mal and  distal  arterial  segments.  All  aneurysms 
and  many  occlusive  lesions  are  located  in  the 
proximal  arterial  system  either  in  the  aorta  or 
more  peripheral  arteries.  These  fortunate  patho- 
logic characteristics  permit  the  application  of  ar- 
terial reconstructive  procedures  to  replace  aneu- 
rysms and  to  restore  blood  flow  to  organs  distal 
to  the  obstruction.  The  former  is  accomplished  by 
excision  and  repair  or  graft  replacement,  and  the 
latter  by  endarterectomy  or  bypass  graft.  This  re- 
port is  concerned  with  the  experience  of  the  mem- 
bers of  the  Department  of  Surgery,  Baylor  Uni- 
versity College  of  Medicine,  in  the  application  of 
this  form  of  therapy  in  the  treatment  of  patients 
with  the  two  types  of  arteriosclerotic  lesions. 

ANEURYSMS 

Most  arteriosclerotic  aneurysms  are  fusiform  in 
nature,  involving  the  entire  circumference  of  ves- 
sel wall.  In  some  patients  the  aneurysm  may  be 
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Figure  I.  Illustrations  of  patient  with  aneurysm  of  descending  thoracic  aorta  treated  by  excision  and  graft  replacement.  Aor- 
togram  (a)  and  diagram  (b)  show  location,  size  and  extent  of  aneurysm  excised  by  means  of  atrium  to  femoral  artery  by- 
pass (c).  Aortogram  (d)  and  diagram  (e)  show  graft  in  place  and  functioning. 


608 


Journal  of  Iowa  Medical  Society 


Diagram  of  graft  in  descending  thoracic  aorta.  (See  legend 
on  preceding  page.) 


sacciform,  involving  only  a part  of  the  circumfer- 
ence, and  in  others  it  may  be  of  the  dissecting 
type.  All  aortic  and  major  arterial  segments  are 
susceptible  to  aneurysmal  involvement;  however 
there  are  certain  characteristic  sites,  including 
the  thoracic  aorta  distal  to  the  origin  of  the  left 
subclavian  artery,  the  abdominal  aorta  distal  to 
the  origin  of  the  renal  arteries,  the  common  fem- 
oral arteries  and  the  popliteal  arteries.  Involve- 
ment of  the  aortic  arch  in  the  region  of  the  great 
vessels  is  fairly  common,  and  proximal  involve- 
ment of  the  abdominal  aorta  in  the  region  of  the 
visceral  branches,  such  as  celiac  axis,  superior 
mesenteric,  and  renal  arteries  is  relatively  un- 
common. Involvement  of  the  carotid,  subclavian, 
and  axillary  arteries  is  rare. 

The  disease  usually  occurs  after  the  age  of  40, 
predominantly  in  the  sixth,  seventh,  and  eighth 
decades  of  life.  The  ratio  of  men  to  women  is  10 
to  1.  Because  of  the  age  of  the  patient  and  the 
nature  of  the  disease,  associated  conditions  are 
frequent,  occurring  in  over  a third  of  patients. 
These  include  heart  disease,  hypertension  and  as- 
sociated occlusive  disease.  These  conditions  im- 
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pose  certain  risks  to  operation;  however,  it  is  gen- 
erally agreed  that  death  from  rupture  occurs  in 
most  patients  within  a relatively  short  period  af- 
ter onset  of  symptoms.  For  this  reason,  excisional 
therapy  is  recommended  in  virtually  every  case. 
The  problems  involved  in  the  application  of  this 
form  of  therapy  are  dependent  upon  the  location 
of  the  aneurysm. 

THORACIC  AORTA 

Aneurysms  of  the  thoracic  aorta  may  be  mani- 
fested by  chest  pain,  hoarseness,  airway  obstruc- 
tion, and  dysphagia;  however,  the  diagnosis  is 
determined  in  most  cases  by  chest  roentgeno- 
grams made  in  the  course  of  general  examination. 
The  pain  of  dissecting  aneurysms  is  fairly  char- 
acteristic, beginning  in  the  anterior  chest,  radi- 
ating to  the  back  between  the  shoulders,  and 
then,  later,  down  into  the  abdomen.  Pulses  may 
occasionally  disappear,  and  chest  roentgenograms 
may  appear  normal  or  show  only  a widened  medi- 
astinum. The  diagnosis  of  thoracic  aneurysm  is 
confirmed  and  its  extent  localized  by  angioaortog- 
raphy  (Figures  1,  2). 

The  descending  thoracic  aorta  distal  to  the  left 
subclavian  artery  is  the  most  common  site  of  tho- 
racic aneurysm,  regardless  of  type  (Figures  1,  2). 
Proximal  blood  pressure  is  controlled  and  distal 
circulation  beyond  the  region  of  operation  is 
maintained  by  one  of  two  methods.  In  cases  with 
large  aneurysms  arising  near  the  left  subclavian 
artery,  one  end  of  a catheter  is  inserted  into  the 
left  atrium  and  the  other  end  inserted  via  the 
common  femoral  artery  proximally  into  the  iliac 
artery  (Figure  lc).  A rotary  pump  is  applied, 
and  oxygenated  blood  is  pumped  from  the  atrium 
into  the  circulatory  system  beyond  the  region  of 
operation.  In  patients  with  small  aneurysms  aris- 
ing several  centimeters  distal  to  the  subclavian 
artery,  one  end  of  the  catheter  may  be  inserted 
into  the  aorta  via  the  subclavian  artery  proximal, 
and  the  other  end  into  the  thoracic  aorta  distal 
to  the  region  of  operation  (Figure  2).  This  meth- 
od is  simple,  it  eliminates  the  need  of  hepariniza- 
tion, and  it  confines  the  operation  to  the  chest. 
With  either  of  these  shunts  in  place  and  function- 
ing, clamps  are  applied  proximally  and  distally, 
and  the  aneurysm  is  excised  and  replaced  by  a 
graft.  The  shunt  is  then  removed. 

More  proximal  involvement  of  the  aorta  re- 
quires a different  type  of  shunting  procedure,  de- 
pending upon  great  vessel  involvement  and  prox- 
imity to  the  heart.  Aneurysms  arising  from  the 
ascending  aorta  adjacent  to  the  heart  must  be 
bypassed  by  means  of  the  artificial  heart  lung 
machine,  and  when  the  great  vessels  are  in- 
volved, the  carotid  arteries  as  well  as  the  distal 
aorta,  must  be  perfused.  Aneurysms  arising  sev- 
eral centimeters  beyond  the  heart  are  preferably 
bypassed  during  operation  by  means  of  tempo- 
rary bypass  grafts,  in  order  to  avoid  the  need  for 
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Figure  2.  Patient  with  small  aneurysm  of  descending  tho- 
racic aorta  illustrating  temporary  subclavian  to  distal  aorta 
tube  shunt  to  maintain  distal  circulation  during  operation. 
Aortogram  (a)  made  before  operation  using  temporary  tube 
shunt  (b),  and  aortogram  (c)  made  after  operation,  show- 
ing graft  in  place  and  functioning. 


complete  heparinization  (Figure  3).  Using  partial 
occlusion  clamps  and  end-to-side  anastomosis,  one 
end  of  the  graft  shunt  is  attached  to  the  side  of 
the  ascending  aorta  proximally,  and  the  other  end 
or  ends  of  the  shunt  are  attached  to  the  aorta  and 
involved  great  vessels  beyond  the  aneurysm.  Af- 
ter removal  and  graft  replacement  of  the  aneu- 
rysm, the  temporary  shunt  is  removed. 

This  form  of  therapy  has  been  employed  in  the 
treatment  of  484  patients  with  thoracic  aortic 
aneurysms  of  all  types  at  all  locations.  The  results 
of  operation  varied  in  consequence  of  many  fac- 
tors, including  age,  presence  of  associated  disease, 
experience,  and  location  of  the  aneurysm.  Sur- 
vival occurred  in  43  per  cent  of  patients  with 
fusiform  aneurysms  involving  the  arch;  in  67  per 
cent  with  fusiform  aneurysms  of  the  descending 
thoracic  aorta;  and  in  69  per  cent  with  dissect- 
ing aortic  aneurysms.  Long-term  survival  has 
been  good.  For  example,  65  per  cent  of  all  pa- 
tients submitted  to  operation  for  dissecting  aortic 
aneurysms  are  still  alive. 

ABDOMINAL  ANEURYSMS 

Abdominal  aortic  aneurysm  may  be  asympto- 
matic and  evident  on  routine  physical  examina- 
tion as  a pulsatile  mass  in  the  abdomen,  or  in 
stout  patients  by  a broadened  abdominal  aortic 
pulsation.  In  some,  the  disease  may  have  been 
noted  by  the  patient  as  a very  prominent  abdomi- 
nal pulsation,  e.g.:  “My  heart  seems  to  have 

dropped  down.”  In  some  patients  there  is  mild 
or  moderate  pain  and  tenderness  in  the  region  of 
the  mass,  and  in  others  this  may  be  severe  and 
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Figure  3.  Diagrams  illustrating  method  ol  excision  and 
graft  replacement  of  aortic  arch  aneurysm  using  temporary 
bypass  graft  shunts. 


extend  into  the  back,  groin,  or  flank.  Pain  and 
tenderness  indicates  either  rupture,  particularly 
in  the  presence  of  hypotension,  or  active  changes 
in  the  aneurysmal  wall  which  soon  will  lead  to 
rupture.  The  diagnosis  is  evident  by  the  presence 
of  a broadened  aortic  pulsation  or  definite  mass. 
Laminated  clot  usually  fills  the  extra  space  inside 
the  aneurysm,  and  thus  the  effective  lumen  inside 
the  aneurysm  is  usually  quite  normal.  The  ab- 
dominal aortogram  showing  normal-size  lumens 
is  frequently  not  extraordinary.  This  method  of 
examination  is  therefore  not  useful  in  these  cases, 
unless  associated  occlusive  disease  of  the  visceral 
or  peripheral  arteries  is  suspected.  Plain  antero- 
posterior and  lateral  roentgenograms  of  the  ab- 
domen are  very  useful.  The  wall  of  the  aneurysm 
frequently  contains  calcium  deposits,  and  abnor- 
mal aortic  calcification  shadows  are  seen  frequent- 
ly in  the  plain  roentgenograms. 

Because  of  the  poor  prognosis  of  the  untreated 
disease,  excision  and  graft-replacement  are  indi- 
cated in  virtually  every  case.  These  are  accom- 
plished simply.  The  normal  vessels  are  exposed 
and  temporarily  clamped  both  above  and  below 
the  aneurysm.  The  lesion  is  then  excised  and  re- 
placed by  the  appropriate  graft  (Figure  4).  The 
clamps  are  removed  and  distal  circulation  re- 
stored. The  operation  is  completed  by  closing  the 
wound. 


In  a small  number  of  patients  the  aneurysm  may 
involve  the  segment  of  abdominal  aorta  in  the 
region  of  origin  of  the  celiac  axis,  superior  mesen- 
teric artery,  and  renal  arteries  (Figure  5).  Such 
aneurysms  frequently  are  large  and  extend  up 
through  the  diaphragm  to  involve  the  lower  end 
of  the  thoracic  aorta.  This  location  is  suggested  by 
the  size  of  the  aneurysm,  its  high  location  in  the 
abdomen,  and  the  presence  of  thoracic  extension 
seen  on  routine  chest  roentgenograms.  The  aortic 
lumen  is  dilated  in  such  cases,  and  aortography 
is  useful  in  studying  the  extent  of  such  lesions. 

Aneurysms  in  this  area  are  best  treated  by  ex- 
cision and  graft  replacement,  including  the  origin 
of  the  great  vessels  of  the  abdominal  viscera.  This 
is  accomplished  by  first  inserting  an  end-to-side 
bypass  graft  extending  from  the  mid-  or  lower- 
thoracic  aorta  above,  to  the  uninvolved  aorta  or 
iliac  arteries  below.  Appropriate  tubes  are  at- 
tached to  the  side  of  this  graft  as  branches.  The 
left  renal  artery  is  transected,  and  the  uninvolved 
distal  end  is  attached  to  the  end  of  one  of  these 
branches.  The  aneurysm  is  removed  between 
clamps.  The  transected  aorta  above  and  below 
the  aneurysm  is  closed  by  suture,  distal  circula- 
tion being  maintained  permanently  by  the  bypass 
graft.  The  right  renal  artery  is  next  attached  to 
a branch  of  the  graft,  and  finally  the  superior 
mesenteric  and  celiac  arteries  are  attached.  The 
operation  is  completed  by  closing  the  thoraco- 
abdominal wound. 

Operation  has  been  employed  in  the  treatment 
of  1,568  patients  with  abdominal  aortic  aneurysms 
located  beyond  the  renal  arteries,  with  an  over- 
all survival  rate  of  93.4  per  cent.  The  aneurysm  ! 
had  ruptured  at  time  of  operation  in  116  patients. 
Despite  the  critical  condition  of  the  patient  and 
the  frequency  of  associated  disease,  66  per  cent 
survived.  Rupture  had  not  occurred  in  the  remain- 
ing 1,452  patients,  and  survival  occurred  in  95.4 
per  cent,  indicating  the  advantages  and  safety  of 
early  operation.  Excision  and  graft  replacement 
was  employed  in  the  treatment  of  42  patients  with 
thoraco-abdominal  aneurysms  and  64  per  cent 
of  them  survived. 

PERIPHERAL  ANEURYSMS 

As  previously  indicated,  peripheral  arterioscle- 
rotic aneurysms  are  usually  located  in  the  com- 
mon femoral  artery  in  the  groin  or  in  the  popliteal 
artery  behind  the  knee.  Although  multiple  in- 
volvement in  these  areas  is  frequent,  occurring 
in  about  half  of  the  patients,  involvement  of  other 
peripheral  arteries  such  as  the  carotid  and  sub-  | 
clavian  is  very  rare.  Peripheral  aneurysms  may 
become  complicated  by  either  rupture  or  throm- 
bosis, both  of  which  lead  to  local  pain  and  ar- 
terial insufficiency  of  the  part  supplied  by  the 
involved  artery.  Thus,  the  most  common  problem 
imposed  by  peripheral  aneurysms  is  arterial  in- 
sufficiency of  the  lower  extremities. 
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Figure  4.  Abdominal  aortic  aneurysm  treated  by  excision  and  Dacron  graft  replacement.  Diagram 
show  extent  of  aneurysm.  Diagram  (c)  and  photograph  (d)  show  location  of  graft. 


(a)  and  photograph  (b) 
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Figure  5.  Thoraco-abdominal  aneurysm  involving  celiac  axis,  superior  mesenteric  and  renal  arteries  treated  by  excision  and 
graft.  Aortogram  (a)  and  diagram  (b)  show  location  and  extent  of  aneurysm.  Aortogram  (c),  photograph  (d),  and  diagram  (e) 
show  location  of  grafts. 
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Figure  6.  Thrombosed  popliteal  artery  aneurysm  treated  by  excision  and  graft  replacement.  Diagram  (a)  and  arteriogram 
(b)  show  extent  of  aneurysm.  Photograph  (c)  and  arteriogram  (d)  show  graft  in  place  and  functioning. 
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Figure  7.  Diagram  showing  (in  black)  the  principal  sites 
of  atherosclerotic  occlusion. 


The  diagnosis  is  made  by  palpation  of  the  ar- 
teries in  the  groin  and  behind  the  knee.  An  ab- 
normally prominent  or  broad  pulsation  or  a pulsa- 
tile mass  indicates  aneurysm.  Pulsation  ceases 
with  thrombosis,  and  a thrombosed  aneurysm  is  in- 
dicated by  absent  distal  pulses  and  a tender  firm 
mass  in  either  the  groin  or  the  popliteal  space. 
The  signs  of  rupture  include  tenderness,  swelling, 
and  discoloration. 

Operative  therapy,  because  of  its  simplicity  and 
safety,  is  indicated  in  all  patients  with  peripheral 
aneurysm,  either  to  relieve  or  to  prevent  the  de- 
velopment of  arterial  insufficiency.  The  procedure 
employed  is  dependent  upon  the  extent  of  dis- 
ease. Small  aneurysms  may  be  excised  and  arterial 
continuity  restored  by  end-to-end  anastomosis  of 
the  uninvolved  arterial  segments.  Large  aneu- 
rysms are  excised  and  replaced  by  grafts,  which 
may  be  extended  to  bypass  associated  occlusive 
lesions  distal  to  the  aneurysm  (Figure  6).  More- 
over, this  procedure  employing  grafts  may  be  used 
to  bypass  thrombosed  peripheral  aneurysms  with 
extensive  proximal  and  distal  thrombus. 

These  procedures  have  been  employed  in  the 
treatment  of  165  peripheral  aneurysms  in  105  pa- 
tients. Operation  was  employed  electively  in  65 
patients  with  good  peripheral  pulses  for  110  aneu- 
rysms. Surgery  was  successful  in  all  but  one  pa- 
tient. He  died  of  air  embolism.  In  40  patients  op- 
eration was  employed  for  55  aneurysms  associated 
with  complications  causing  absent  pulses  and  ar- 


terial insufficiency.  Operation  was  successful  in 
the  treatment  of  50  aneurysms.  Amputation  was 
required  in  only  three  cases.  The  patients  have 
been  followed  since  discharge,  and  the  grafts  have 
continued  to  function  satisfactorily.  No  patient 
is  known  to  have  had  an  amputation. 

OCCLUSIVE  DISEASE 

Arteriosclerotic  occlusion  consists  of  the  typi- 
cal atheroma  with  or  without  superimposed  throm- 
bus. These  lesions  occur  primarily  at  the  origin 
or  bifurcation  of  arteries.  Although  any  vessel 
may  be  involved,  these  lesions  assume  certain 
characteristic  locations  of  surgical  significance, 
namely  the  innominate,  common  carotid,  subcla- 
vian, vertebral,  and  internal  carotid  arteries,  caus- 
ing cerebral  arterial  insufficiency;  the  coronary 
arteries,  causing  myocardial  insufficiency;  the 
celiac  and  mesenteric  arteries,  causing  postpran- 
dial pain  and  malnutrition;  the  renal  arteries, 
causing  hypertension  and  eventual  renal  failure; 
and  the  distal  aorta,  iliac,  femoral,  and  popliteal 
arteries,  causing  arterial  insufficiency  of  the  low- 
er extremities  (Figure  7).  This  form  of  disease 
may  occur  at  any  time  in  adult  life,  but  the  great- 
est incidence  is  in  the  fifth,  sixth,  and  seventh 
decades.  Males  are  affected  about  ten  times  as 
often  as  females.  Multiple  lesions  are  frequent, 
but  fortunately  all  or  most  all  of  the  significant 
occlusions  may  be  operable.  Associated  arterio- 
sclerotic disease,  therefore,  may  be  an  indication 
rather  than  a contraindication  to  operation.  For 
example,  a patient  may  have  both  cerebrovascular 
disease  and  insipient  gangrene  of  a foot.  First,  by 
one  operation  in  the  neck  or  upper  chest,  the 
cerebrovascular  disease  may  be  relieved,  and  then, 
at  a second  operation  on  the  abdominal  aorta,  cir- 
culation may  be  restored  to  the  lower  extremities. 

The  present  diagnostic  and  therapeutic  approach 
is  discussed  according  to  the  site  of  obstruction 
and  clinical  entity  produced. 

INNOMINATE,  CAROTID,  SUBCLAVIAN,  AND 

VERTEBRAL  ARTERIES 

Routine  arteriographic  study  of  all  patients  re- 
ferred to  us  for  symptoms  of  cerebrovascular  in- 
sufficiency has  shown  that  the  occlusive  lesions 
causing  reduction  in  blood  flow  and  symptoms 
have  been  located  extracranially  in  the  neck  or 
upper  chest  in  approximately  40  per  cent  of  the 
cases,  and  most  of  these  have  been  susceptible  to 
reconstructive  operation.  These  lesions  may  be 
located  near  the  origin  of  the  internal  carotid  ar- 
tery and  cause  contralateral  motor  and  sensory 
deficits;  at  the  origin  of  the  vertebral  arteries  and 
cause  basilar  insufficiency  symptoms,  including  bi- 
lateral visual  disturbances,  bilateral  motor  and 
sensory  deficits  alternating  from  one  side  to  the 
other,  and  vertigo;  or  either  near  or  at  the  origin 
of  the  innominate,  common  carotid,  and  subcla- 
vian arteries  and  cause  either  one  or  both  of  the 
previously  described  patterns  of  symptoms.  Fi- 
nally, multiple  arterial  involvement  is  frequent, 
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Figure  8.  Occlusion  ol  internal  carotid  artery  treated  by  endarterectomy  and  patch  graft  angioplasty.  Arteriogram  (a)  and 
diagram  (b)  show  extent  of  obstruction.  Arteriogram  (c)  and  diagram  (d)  show  good  arterial  lumen  after  operation  and  lo- 
cation of  patch. 
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occurring  in  approximately  75  per  cent  of  cases; 
consequently,  symptoms  are  not  diagnostic.  Extra- 
cranial involvement  is  suggested  by  pulse  and 
blood  pressure  changes  in  the  arms,  pulse  changes 
in  the  neck,  and  the  presence  of  systolic  murmurs 
in  the  neck  and  supraclavicular  regions;  however, 
these  findings  may  be  absent  in  many  cases.  For 
these  reasons,  arteriographic  visualization  of  all 
segments  of  cerebral  circulation  is  performed  in 
all  cases  to  localize  the  lesion  or  lesions  accurate- 
ly. This  approach  has  been  justified  by  the  fact 
that  arteriography  has  been  associated  with  sig- 
nificant complications  in  less  than  1 per  cent  of 
the  cases. 

Circulation  is  restored  or  improved  either  by 
endarterectomy  or  bypass  graft,  depending  upon 
the  location  of  the  lesion.  Obstruction  of  the  ver- 
tebral and  internal  carotid  arteries  is  treated  by 
endarterectomy  (Figure  8).  The  involved  vessel 
is  exposed  and  temporary  clamps  are  applied  at 
points  proximal  and  distal  to  the  disease.  A longi- 
tudinal incision  is  made  in  the  artery  in  the  re- 
gion of  obstruction.  The  diseased  intima  is  re- 
moved, and  the  arterial  wound  is  closed  by  insert- 
ing a patch  graft  to  prevent  narrowing.  The  patch 
is  sutured  circumferentially  to  the  edges  of  the 
arterial  incision. 

Occlusion  of  the  innominate,  common  carotid, 
and  subclavian  arteries  is  treated  by  end-to-side 
bypass  graft,  since  these  lesions  are  frequently 
extensive,  beginning  at  the  aorta  and  extending 
distally  for  varying  distances  (Figure  9).  Using 
partial  occlusion  clamps  and  end-to-side  anasto- 
mosis, as  previously  described  in  the  insertion  of 
temporary  shunts  in  the  treatment  of  aneurysm, 
the  surgeon  attaches  one  end  of  the  graft  to  the 
side  of  the  ascending  aorta  proximally  and  at- 
taches the  other  end  or  ends  of  the  graft,  depend- 
ing upon  the  number  of  vessels  involved,  to  the 
patent  arterial  segment  distally.  The  latter  anas- 
tomosis is  usually  made  through  a separate  in- 
cision in  the  neck  or  supraclavicular  regions.  In 
such  cases,  the  graft  is  placed  in  a tunnel  made 
by  blunt  dissection  connecting  the  wounds. 

This  form  of  therapy  has  been  employed  dur- 
ing the  past  ten  years  in  the  treatment  of  724  pa- 
tients with  all  manifestations  of  cerebrovascular 
insufficiency.  Of  these,  679  (94  per  cent)  survived 
operation,  and  over  90  per  cent  of  them  were  still 
alive  when  last  reviewed.  Relief  of  symptoms  oc- 
curred in  83  per  cent  of  patients  with  transient 
stroke  and  in  96  per  cent  with  progressing  strokes, 
and  79  per  cent  of  patients  with  completed  stroke 
were  either  relieved  or  markedly  improved. 

CORONARY  ARTERY 

Methods  for  detailed  and  accurate  arteriograph- 
ic visualization  of  the  coronary  arteries  are  now 
available,  and  have  proved  to  be  both  practical 
and  safe.  These  studies  indicate  that  coronary  ar- 
tery lesions  are  frequently  segmental  and  local- 


ized to  the  major  coronary  artery  branches.  It 
seems  reasonable  to  assume  that  these  lesions  are 
susceptible  to  arterial  reconstructive  operation, 
and  others  have  reported  a limited  number  of 
successful  operations.  Although  considerable  work 
has  been  done  in  our  laboratory,  we  have  just 
begun  clinical  work  in  this  area.  Endarterectomy 
and  patch  graft  angioplasty,  completely  restoring 
normal  coronary  arterial  lumens,  was  success- 
fully performed  in  two  patients  during  the  past 
two  months.  In  both  patients  with  severe  angina 
pectoris,  the  lesions  were  well  localized  by  ar- 
teriography. With  cardiopulmonary  bypass,  the 
hearts  were  arrested,  the  lesions  easily  removed, 
and  the  arterial  incisions  closed  by  insertion  of 
venous  patch  grafts.  At  the  end  of  operation,  upon 
normal  perfusion  of  the  coronary  arteries,  a nor- 
mal heart  beat  resumed.  This  combination  of  ar- 
teriography, cardiac  support,  and  small-vessel  sur- 
gical technics  is  opening  a new  era  of  cardiovas- 
cular surgery,  and  it  is  anticipated  that  many  pa- 
tients with  coronary  artery  disease  will  be  suc- 
cessfully treated  in  the  immediate  future. 

CELIAC  AXIS  AND  SUPERIOR  MESENTERIC  ARTERIES 

The  clinical  manifestations  of  occlusion  of  the 
celiac  axis  and  the  superior  mesenteric  arteries 
are  postprandial  pain,  weight  loss,  malabsorption, 
and  systolic  murmurs  in  the  epigastrium  and  mid- 
abdomen. These  findings  vary  considerably  from 
patient  to  patient.  In  some,  all  manifestations  may 
be  present  to  a severe  degree.  The  pain  may  be 
so  severe  that  the  patient  fears  to  eat  or  drink, 
and  weight  loss  and  malabsorption  may  be  ex- 
treme in  such  cases.  In  other  patients,  the  mani- 
festations may  include  only  mild  pain  after  heavy 
meals.  Abdominal  murmurs  are  absent  in  about 
half  the  cases. 

In  general,  the  disease  is  chronic  or  has  been 
present  for  months  or  years  when  first  suspected. 
Multiple  roentgenographic  examinations  of  the 
gallbladder  and  gastrointestinal  tract  will  have 
already  been  performed  and  found  normal,  or 
symptoms  will  have  persisted  or  will  not  have 
completely  disappeared  after  the  treatment  of 
some  disease  detected  by  those  examinations. 

Diagnosis  is  suspected  from  the  clinical  mani- 
festations and  is  established  by  abdominal  aortog- 
raphy performed  in  the  lateral  position  (Figure 
10).  The  condition  is  completely  relieved  by  resto- 
ration of  normal  circulation.  This  is  accomplished 
by  inserting  bypass  grafts  extending  from  the  ab- 
dominal aorta  proximally  to  the  patent  segments 
of  artery  distal  to  the  region  of  obstruction.  This 
method  of  therapy  has  been  successfully  employed 
in  the  treatment  of  18  patients  with  gratifying  re- 
sults. 

RENAL  ARTERY  OCCLUSION 

It  is  now  well  known  that  renal  artery  occlu- 
sion is  a relatively  frequent  cause  of  hypertension. 
In  patients  with  known  arteriosclerosis,  renal  ar- 
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Figure  9.  Occlusion  of  innominate  and  left  common  carotid  artery  treated  by  bypass  graft.  Arteriogram  (a)  and  diagram 
(b)  show  extent  of  obstruction.  Arteriogram  (c)  and  diagram  (d)  show  location  of  grafts. 
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Figure  10.  Obstruction  of  celiac  axis,  superior  mesenteric,  renal,  and  iliac  arteries  treated  by  bypass  graft.  Aortogram 
(a)  and  diagram  (b)  show  location  of  occlusive  disease.  Aortogram  (c)  and  diagram  (d)  show  location  of  grafts. 
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tery  occlusion  may  be  the  cause  of  hypertension 
in  approximately  40  per  cent  of  cases.  The  condi- 
tion should  be  suspected  also  in  all  young  pa- 
tients with  unexplained  hypertension  and  in  any 
patient  who  suddenly  develops  hypertension  with- 
out obvious  cause.  Although  systolic  murmurs  are 
heard  in  the  upper  outer  abdominal  quadrants 
and  in  the  flanks  of  a few  patients,  renal  artery 
involvement  is  rarely  noted  clinically.  Urinalysis 
is  usually  normal.  Intravenous  pyelography  is  fre- 
quently normal;  however,  in  some  cases  of  unilat- 
eral involvement  the  affected  kidney  may  be 
smaller  than  the  other,  and  the  excretion  of  con- 
trast substance  may  be  delayed.  The  diagnosis  is 
made  by  aortography  (Figures  11,  12).  We  feel 
that  all  patients  with  unexplained  hypertension 
should  have  aortographic  examination  both  be- 
cause of  the  frequency  with  which  these  lesions  are 
not  detectable  by  other  means  and  because  signifi- 
cant complications  are  extremely  rare.  In  fact, 
in  our  experience,  death  or  significant  complica- 
tion has  occurred  in  only  0.1  per  cent  of  the  last 
2,500  examinations. 

In  patients  with  renal  artery  occlusion  normal 
hemodynamics  are  restored  by  a variety  of  op- 
erations, depending  upon  the  location  and  extent 
of  obstruction.  Patients  with  lesions  localized  to 
a short  segment  of  the  renal  arteries,  particularly 
at  their  origin,  are  treated  by  endarterectomy 
and  patch  graft  angioplasty,  as  described  previ- 
ously (Figure  11).  Lesions  involving  the  renal 
arteries  more  diffusely  are  preferably  treated  by 
an  end-to-side  bypass  graft  extending  from  the 
abdominal  aorta  proximally  to  the  patent  segment 
of  renal  artery  located  beyond  the  obstruction 
(Figure  12).  Diffuse  unilateral  lesions  associated 
with  complete  renal  artery  obstruction  and  in- 
farcted  kidneys  are  treated  by  nephrectomy.  Le- 
sions involving  a branch  of  the  renal  artery  may 
be  treated  by  total  or  partial  nephrectomy,  re- 
moving the  affected  kidney.  An  arterial  recon- 
structive operation  is  the  preferable  method  when- 
ever possible,  in  patients  with  renal  artery  ob- 
struction, because  it  conserves  renal  tissue  and 
because  the  occlusive  lesions  are  bilateral  in  35 
per  cent  of  the  cases. 

This  method  of  therapy  has  been  employed  in 
250  patients.  Many  of  these  people  had  associated 
heart  disease,  severe  hypertension,  aortic  aneu- 
rysm, uremia,  cerebrovascular  disease,  and  ar- 
terial insufficiency  of  the  lower  extremities.  The 
operative  survival  has  been  95  per  cent,  and  80 
per  cent  have  been  completely  relieved  and  10 
per  cent  have  been  improved. 

AORTA,  ILIAC,  FEMORAL,  AND  POPLITEAL  ARTERIES 

The  obstruction  in  most  patients  with  arterial 
insufficiency  of  the  lower  extremities  is  located  in 
the  aorto-iliac  area,  in  the  superficial  femoral  ar- 
teries, or  in  the  popliteal  arteries.  Obstruction 
may  be  complete  or  incomplete,  but  in  most  in- 


stances the  distal  vessels  are  patent,  permitting 
an  arterial  reconstructive  operation.  The  clinical 
manifestations  are  well  known  and  include  inter- 
mittent claudication,  rest  pain,  night  pain,  and 
cutaneous  changes  of  the  feet.  The  most  impor- 
tant physical  finding  indicating  the  presence  and 
location  of  obstruction  is  the  presence,  absence,  or 
diminution  of  arterial  pulsations  in  the  groins, 
popliteal  fossa,  posterior  tibial  and  dorsalis  pedis 
areas.  Systolic  murmurs  may  be  heard  in  the  low- 
er abdomen  and  groins  of  patients  with  partial 
occlusion  of  the  aorta  and  iliac  arteries.  The  loca- 
tion and  extent  of  obstruction  are  determined  by 
aortography  performed  in  a manner  permitting 
visualization  of  the  abdominal  aorta,  iliac,  femo- 
ral and  popliteal  arteries  with  a single  injection 
of  contrast  medium. 

Blood  flow  is  restored  by  various  technics,  de- 
pending upon  the  location  and  extent  of  obstruc- 
tion. The  occasional  very  discrete  lesion  well  lo- 
calized to  a short  segment  may  be  treated  by 
endarterectomy  and  patch  graft  angioplasty.  In 
most  cases  the  occlusive  process  is  diffuse  and  is 
preferably  treated  by  end-to-side  bypass  graft 
(Figure  13).  In  patients  with  aorto-iliac  occlu- 
sion, the  graft  extends  from  the  aorta  above  the 
lesion  to  the  common  femoral  arteries  below  the 
disease.  In  patients  with  femoral  and  popliteal  ob- 
struction, the  graft  extends  from  the  common 
femoral  artery  above,  to  the  patent  popliteal  seg- 
ment below  the  obstruction  (Figure  14). 

During  the  past  11  years  this  form  of  therapy 
has  been  employed  in  the  treatment  of  2,901  cases 
with  arterial  insufficiency  of  the  lower  extremities. 
Of  these,  97.3  per  cent  survived  operation,  and 
circulation  was  successfully  restored  in  94  per  cent 
with  aorto-iliac  obstruction,  and  in  90  per  cent 
with  femoral  and  popliteal  artery  occlusion.  Am- 
putation was  required  in  only  3 per  cent  of  cases, 
although  about  33  per  cent  were  otherwise  des- 
tined for  early  amputation.  Follow-up  studies 
have  recently  been  completed  in  95  per  cent  of 
the  cases  submitted  to  operation,  and  continued 
success  of  operation  persisted  in  94  per  cent  of 
patients  with  aorto-iliac  and  85  per  cent  of  pa- 
tients with  femoro-popliteal  operations,  either  to 
the  present  time  or  until  death  from  other  causes. 


Help  your  central  office  to  maintain  an 
accurate  mailing  list.  Send  your  change  of 
address  promptly  to  the  Journal,  529-36th 
Street,  Des  Moines  12,  Iowa. 
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Figure  II.  Obstruction  of  left  renal  artery  treated  by  endarterectomy  and  patch  graft  angioplasty.  Diagram  (a)  and  aorto- 
gram  (b)  show  location  and  extent  of  obstruction.  Diagram  (c)  shows  location  of  patch  graft,  and  aortogram  (d)  shows 
patent  left  renal  artery. 


Vol.  LIII,  No.  9 


Journal  of  Iowa  Medical  Society 


621 


Figure  12.  Bilateral  renal  artery  obstruction  treated  by  endarterectomy  on  right,  and  bypass  graft  to  both  renal  arteries  on 
left.  Aortogram  (a)  and  diagram  (b)  showing  extent  of  obstruction.  Aortogram  (c)  after  operation  showing  widely  patent 
channels.  Diagram  (d)  showing  location  and  nature  of  operation. 
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Figure  13.  Complete  obstruction  of  distal  aorta  and  iliac  arteries  treated  by  bypass  graft.  Aortogram  (a)  and  diagram  (b) 
showing  extent  of  obstruction  (in  black).  Aortogram  (c)  made  four  years  after  operation  and  diagram  (d)  show  location  of 
graft. 
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Figure  14.  Illustration  of  bypass  graft  procedure  in  patient  with  bilateral  occlusion  of  the  superficial 
togram  (a)  and  diagram  (b)  showing  (in  black)  location  of  occlusion.  Aortogram  (c)  and  diagram 
place  and  functioning. 


femoral  arteries.  Aor- 
(d)  showing  grafts  in 


Mercy  Hospital  Medical  Day 
Questions  and  Answers 


Dr.  Robert  C.  Hardin,  dean,  S.U.I.  College  of 
Medicine:  To  summarize  what  has  been  said  today 
would  take  quite  a bit  of  time,  and  also,  I think,  it 
is  unnecessary  because  of  the  excellence  of  the 
presentations.  Thus,  I shall  go  right  ahead  with  the 
questions  that  have  been  handed  me,  trying  to 
keep  them  in  some  sort  of  order  which  will  make 
discussion  easier. 

The  first  question  I think  is  directed  to  Dr.  Con- 
nor: “What  is  the  relationship  of  smoking  to  ath- 
erosclerosis?” 

Dr.  Connor:  As  far  as  I know,  there  is  no  direct 
relationship  between  smoking  and  atherosclerosis. 
In  animals,  experimentally,  smoking  has  been 
shown  to  produce  lung  cancer,  but  it  has  not 
caused  atherosclerosis.  There  is,  however,  a rela- 
tionship between  smoking  and  death  from  coro- 
nary heart  disease.  The  problem  arises  especially 
in  an  individual  with  an  already  ischemic  myo- 
cardium. In  such  a person,  I presume  that  smok- 
ing may  be  a participant  in  a final  occlusive  epi- 
sode, through  a fatal  arrhythmia  because  of  the 
vasoconstrictor  properties  of  nicotine,  or  perhaps 
through  the  enhancement  of  blood  coagulation  in 
a way  that  is  not  completely  understood  at  the 
moment. 

Dr.  Hardin:  Dr.  Youngstrom,  you  referred,  I 
believe,  to  disturbances  in  cardiac  mechanism  by 
arteriography.  Is  this  thought  to  be  due  to  the  con- 
trast material  itself,  or  to  the  pressure  of  injection? 

Dr.  Youngstrom:  It  is  thought  to  be  due  to  the 
contrast  material  itself,  because  similar  studies 
without  the  contrast  materials  did  not  produce 
similar  cardiac  arrhythmias  or  disturbances. 

Dr.  Hardin:  This  isn’t  a matter  of  anoxia? 

Dr.  Youngstrom:  That’s  right. 

Dr.  Hardin:  Dr.  Connor,  again:  “Has  the  study 
of  low  blood  cholesterol  diets  proceeded  far  enough 
to  demonstrate  that  people  have  a lower  incidence 
of  coronary  thrombosis  after  eating  such  food?” 

Dr.  Connor:  This  approach  is  being  tried  in  a 
number  of  population  groups  throughout  the  Unit- 
ed States.  Since  coronary  heart  disease  develops 
over  a lifetime,  there  has  not  as  yet  been  sufficient 
time  to  demonstrate  effects  on  the  incidence  of 
coronary  heart  disease.  In  general,  both  high-risk 
individuals  and  ones  who  already  have  had  occlu- 
sive episodes  are  being  given  dietary  treatment  de- 
signed to  lower  the  serum  lipids. 

Dr.  Hardin:  I might  say  that  the  interest  we  have 
at  S.U.I.  in  the  study  of  the  Japanese  group  arose, 


in  part,  out  of  a previous  study  in  which  a group 
of  juvenile  diabetics  were  followed  for  long  periods 
of  time,  and  the  blood  cholesterols  of  those  indi- 
viduals were  known  over  periods  of  several  years. 
We  also  knew  the  levels  of  cholesterols  in  these 
patients’  diets,  and  although  the  number  is  not  sta- 
tistically significant,  we  found  that  after  17  years, 
electrocardiographic  changes  began  to  appear  in 
some  of  the  diabetics,  and  they  appeared  only  in 
those  diabetics  whose  cholesterol  intake  was  above 
1,500  mg./day,  which  is  about  twice  the  average 
intake.  All  of  these  people  had  high  blood  choles- 
terols consistently  over  a period  of  years.  The 
group  was  not  large  enough  to  have  any  signifi- 
cance, but  as  a result  of  that  study  we  became  in- 
terested in  the  Japanese. 

To  dispose  of  the  Japanese,  as  far  as  this  after- 
noon is  concerned,  here  is  one  more  question: 
“Whereas  the  Japanese  have  a low  incidence  of 
coronary  artery  disease,  they  have  a high  inci- 
dence of  carcinoma  of  the  stomach.  Do  you  feel 
that  there  are  dietary  factors  involved  in  the  lat- 
ter?” In  other  words,  do  you  want  to  eat  choles- 
terol and  have  heart  disease,  or  leave  it  out  and 
have  cancer  of  the  stomach? 

Dr.  Connor:  Perhaps  the  choice  is  not  so  clear- 
cut  as  the  question  suggests,  I really  have  no  infor- 
mation as  regards  a possible  connection  between 
the  Japanese  diet  and  carcinoma  of  the  stomach. 
I think  carcinoma  of  the  esophagus  may  be  fairly 
high  in  this  group,  too,  and  that  it  may  be  related 
to  the  drinking  of  large  quantities  of  hot  tea.  Cer- 
tainly it  may  be  possible  to  avoid  carcinoma  of  the 
stomach  and  at  the  same  time  avoid  coronary  heart 
disease.  We  hope  so. 

Dr.  Youngstrom:  I’d  like  to  comment  about  the 
Icelander  study  by  the  public  health  department 
where  they  have  a diet  of  smoked  fish  that  pro- 
duced carcinoma  of  the  stomach  in  a statistically 
significant  group.  The  disease  was  related  directly 
to  the  people’s  diet  of  smoked  fish. 

Dr.  Hardin:  The  Japanese  eat  raw  fish,  I seem 
to  recall. 

Dr.  Siekert,  do  you  advise  lumbar  puncture 
prior  to  instituting  anticoagulant  therapy  for  cere- 
brovascular occlusive  disease? 

Dr.  Siekert:  Not  as  a routine  measure.  I think 
that  this  is  a very  helpful  laboratory  test  in  pa- 
tients whose  clinical  pictures  are  uncertain  as  to 
diagnosis.  In  those  instances,  in  which  the  diag- 
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nosis  was  uncertain,  we  would  be  reluctant  to  start 
anticoagulant  therapy  anyway. 

Dr.  Hardin:  Dr.  Youngstrom,  your  slides  demon- 
strate carotid  and  vertebral  arterial  lesions.  Why 
were  no  basilar  artery  lesions  shown? 

Dr.  Youngstrom:  My  display  of  films  did  not  in- 
clude all  of  our  studies.  Basilar  artery  disease,  and 
particularly  the  basilar  artery  itself,  poses  a rather 
hopeless  problem  surgically.  The  few  cases  of 
pathology  in  this  area  that  we  have  seen,  I didn’t 
happen  to  include.  Most  of  the  surgically  approach- 
able lesions  are  in  the  lower  part  of  the  vertebral 
artery,  and  I consequently  chose  to  show  those. 

Dr.  Hardin:  Dr.  Crawford,  how  do  you  feel  about 
the  use  of  anticoagulants  in  the  long-range  post- 
operative management  of  obliterative  arterial  dis- 
ease, for  example  of  the  carotids? 

Dr.  Crawford:  We  have  not  recommended  its 
use.  A large  percentage  of  our  patients  were  re- 
ferred for  operation  in  the  first  place  because  they 
had  been  on  anticoagulants  and  either  hadn’t  im- 
proved or  had  become  worse.  A vascular  surgeon 
who  came  here  from  England  and  his  medical  as- 
sociate were  interestsd  in  trying  to  postpone  some 
of  the  recurrent  trouble  in  femoral-popliteal  re- 
constructive operations.  I have  forgotten  the  pre- 
cise details,  but  in  approximately  a five-year  study 
with  two  large  groups,  in  one  of  which  surgery 
had  been  performed  and  in  the  other  of  which  it 
had  not,  they  used  anticoagulants  in  an  attempt 
to  protect  the  operation.  At  the  end  of  the  period 
they  found  that  if  there  was  any  improvement  in 
the  protection  of  the  treated  cases,  it  was  a very 
slight  one.  The  complication  rate  rose,  however, 
and  though  that  increase  was  slight  too,  it  was 
greater  than  the  improvement  in  protection.  So 
they  came  to  the  conclusion  that  the  use  of  an 
anticoagulant  was  not  a protection  of  an  operation. 
From  a scientific  point  of  view,  if  one  can  stretch 
it  that  far,  our  practice  has  been  based  on  that 
study.  I don’t  know  whether  the  work  to  which  I 
refer  has  been  published  or  not,  but  it  is  what  we 
have  accepted. 

Now  when  it  comes  to  an  argument  about  it, 
with  the  referring  physician,  we  don’t  argue  one 
bit.  If  he  wants  to  put  the  patient  on  anticoagu- 
lants, we  raise  no  objection. 

Dr.  Hardin:  That  is  the  attitude  of  most  vascular 
surgeons,  I’ll  agree.  But  the  attitude  has  changed, 
hasn’t  it? 

Dr.  Crawford:  No,  sir,  it  has  not  changed.  If 
there  has  been  any  change,  I can  say  that  surgeons 
have  become  increasingly  reluctant  to  use  anti- 
coagulants. 

Dr.  Hardin:  That’s  what  I mean.  When  this  kind 
of  surgery  was  started,  there  was  a trial  of  anti- 
coagulation. 

Dr.  Crawford:  We  all  did  it  at  first,  and  we  did 
it  really  in  the  operating  room.  It  required  us  to 
do  two-stage  operations.  We  had  to  go  back  the 
next  day  to  take  out  the  clots,  so  we  stopped  using 
it  in  the  hospital  very  early. 

Dr.  Hardin:  Dr.  Crawford,  again:  “Given  a pa- 


tient with  angiographic  proof  of  obstructive  renal 
vascular  disease  with  hypertension,  is  the  Howard 
test  a ‘must’  before  surgery?” 

Dr.  Crawford:  I don’t  believe  that  it  is  a “must,” 
because  one  can  depend  upon  the  results  of  the 
test  in  somewhere  around  70  or  75  per  cent  of  the 
cases.  If  one  has  positive  results  and  can  be  sure 
that  the  study  was  really  a good  one,  it  is  quite 
helpful  in  telling  the  patient  and  his  doctor  that 
he  almost  certainly  has  a lesion  that  is  a factor  in 
his  hypertension,  and  that  by  taking  it  out  or  fix- 
ing it  up  you  can  be  almost  sure  to  get  good  re- 
sults. There  are  certain  limitations,  and  in  our  ex- 
perience in  about  30  per  cent  of  the  cases  it  would 
not  be  a good  test. 

Dr.  Hardin:  What  guage  are  the  so-called  “spa- 
ghetti” catheters? 

Dr.  Youngstrom:  They  come  in  a variety  of  sizes. 
In  addition  to  the  clear  Teflon  catheter  which  I dis- 
played, the  Becton-Dickinson  Company  has  de- 
veloped radiopaque  Teflon  of  several  sizes.  We  use 
sizes  8 and  9 French — which  cover  most  of  our 
needs.  This  company  is  also  making  radiopaque 
vinyl  catheters. 

I should  also  mention  the  Karras  needle  that  is 
ground  to  a round,  conical  point,  instead  of  a bevel. 
This  is  used  for  brachial  arteriography,  by  insert- 
ing the  needle  itself  at  a rather  acute  angle  to  the 
artery,  piercing  the  artery — impaling  it,  virtually 
— and  drawing  the  needle  back  until  the  flow  is 
definite.  Then  the  needle  is  threaded  up  the  artery, 
and  an  injection  is  made  directly  through  this 
needle.  The  pump  injector  is  applied  directly  to 
this  long  needle,  and  the  column  of  contrast  ma- 
terial is  forced  to  flow  all  the  way  to  the  aorta. 
This  usually  allows  the  demonstration  of  the  carot- 
id and  vertebral  arteries  only  on  one  side,  so  that 
one  must  do  both  sides  in  order  to  do  a complete 
study.  Even  then,  a retrograde  injection  of  the  left 
carotid  artery  usually  is  required  to  demonstrate 
its  origin.  We  are  doing  more  of  this  type  of  study. 
The  method  does  have  merit  in  that  it  is  a simpli- 
fication of  the  procedure,  may  speed  up  the  exam- 
ination, and  does  avoid  the  complications  related 
to  the  passing  of  a catheter. 

Dr.  Hardin:  Dr.  Siekert,  the  next  question  is: 
“Isn’t  heparin  preferable  in  long-term  anticoagu- 
lant treatment  of  patients?” 

Dr.  Siekert:  The  problem  here  is  the  ease  of 
administration.  Some  people  have  felt  that  heparin 
might  be  a better  or  more  efficacious  drug,  in  that 
it  might  have  some  properties  in  addition  to  its  an- 
ticoagulant effect  that  might  make  it  worthwhile. 
However,  it  is  so  difficult  to  administer  on  a long- 
term basis,  and  the  use  of  Depoheparin  is  unpre- 
dictable. Its  administration  as  an  emergency  meas- 
ure, of  course,  is  another  matter.  I think  most  anti- 
coagulationists  would  at  present  prefer  one  of  the 
coumarin  drugs  for  long-term  anticoagulant  ther- 
apy- 

Dr.  Connor:  The  use  of  subcutaneous  aqueous 
heparin  has  recently,  in  our  hands  at  any  rate, 
seemed  most  useful  in  the  treatment  of  thrombotic 


626 


Journal  of  Iowa  Medical  Society 


September,  1963 


disease.  In  this  particular  technic,  the  patient  simp- 
ly lifts  up  the  skin  and  gives  himself  an  injection 
into  the  subcutaneous  tissues,  much  as  a diabetic 
gives  himself  an  injection  of  insulin.  This  has 
seemed,  to  begin  with  at  any  rate,  to  produce  some 
desirable  results  as  an  anti-thrombotic  measure. 
The  patient  can  self-administer  this  medication  in 
doses  of  5,000  to  10,000  units,  one  to  three  times,  on 
an  outpatient  basis.  I think  it  is  fair  to  say  that  this 
approach  is  experimental  at  the  moment,  but  it 
does  seem  promising.  Have  you  have  any  experi- 
ence with  that,  Dr.  Siekert? 

Dr.  Siekert:  Is  this  better  than  coumarin?  What 
is  your  basis  for  saying  that  it  is  better? 

Dr.  Connor:  The  basis  is  an  unpublished  experi- 
mental work  in  dogs,  producing  thrombosis  in  a 
jugular  vein  by  electrical  procedures.  Heparin  by 
the  subcutaneous  route  in  these  animals  seemed 
better  than  coumarin  preparations  which  had  been 
administered  to  the  point  of  producing  spontaneous 
bleeding.  Thus  there  is  some  evidence  that  heparin 
is  superior  to  coumarin  drugs  as  an  antithrombotic 
agent. 

Dr.  Hardin:  Dr.  Siekert,  have  you  had  any  ex- 
perience with  the  thrombotest  technic  in  place  of 
the  prothrombin  time  in  controlling  anticoagulant 
therapy  ? 

Dr.  Siekert:  I’m  not  familiar  personally  with  the 
use  of  Owren's  test. 

Dr.  Hardin:  Is  there  anyone  on  the  panel  who  is? 

Dr.  Connor:  We’ve  tried  it  and  haven’t  found  it 
superior  to  the  one-stage  prothrombin  time.  There 
is  considerable  controversy  in  the  literature  about 
this  test,  but  it  seems  to  me  that  more  people  are 
still  relying  on  the  one-stage  prothrombin  time. 

Dr.  Hardin:  Dr.  Crawford,  how  many  of  your 
cases  have  developed  a second  aneurysm,  requir- 
ing a second  surgical  procedure? 

Dr.  Crawford:  We’ve  had  some,  but  offhand  I 
don’t  know  how  many.  We  have  had  some  false 
aneurysms  develop  at  suture  lines.  As  regards  the 
older  grafts,  say  the  homografts,  we’ve  had  some 
of  them  deteriorate  and  form  an  aneurysm.  And 
there  have  been  patients  whom  we  treated  for 
aneurysm  at  one  level  who  later  developed  aneu- 
rysm at  another  level.  But  as  to  the  numbers,  I 
don’t  know,  except  that  as  complications  of  the 
operation,  they  have  been  relatively  rare. 

We  think  that  one  of  the  advantages  of  using  the 
knitted  Dacron  graft,  the  type  of  graft  that  we 
have  used  for  about  5V2  years,  is  that  it  doesn’t 
fray,  and  one  of  the  factors  that  leads  to  false  aneu- 
rysms is  thus  eliminated.  Secondly,  wound  infec- 
tion is  a cause  of  wound  disi'uption,  including  ar- 
terial anastomoses,  and  we  find,  even  in  the  pres- 
ence of  an  infection,  where  an  abscess  forms, 
creamy  yellow  pus  exudes  when  open,  and  even 
though  there  may  be  hemorrhage  at  the  suture 
line,  that  by  using  this  graft  we  can  reoperate  and 
reattach  that  graft,  at  a little  lower  level.  We’ll 
have  strength  in  the  region  of  the  anastomosis, 
and  sew  up  the  area  and  leave  this  open  for  a 
period  of  time,  usually  around  five  days,  packing 
the  wound  with  the  graft  completely  exposed, 


packing  it  as  one  would  for  any  other  acute  wound 
infection,  until  it  begins  to  granulate  and  turn 
pink.  Then  if  we  go  back  at  a second  operation 
and  sew  it  up  very  tight,  almost  invariably  the 
wound  heals  and  the  operation  remains  successful. 
This  has  been  my  experience,  during  a little  over 
four  years,  and  I am  one  of  those  who  has  done 
this  longest.  If  one  uses  some  of  the  other  forms  of 
graft,  one  can’t  leave  them  exposed  in  that  fashion. 

Dr.  Hardin:  Dr.  Connor,  a recent  review  of  cor- 
onary artery  disease  shows  three  times  as  many 
“coronaries”  (i.e.,  myocardial  infarcts)  in  smokers 
as  in  non-smokers.  What  explains  this  high  inci- 
dence? 

Dr.  Connor:  I can  only  amplify  the  answer  that 
I gave  previously,  indicating  that  probably  in  the 
face  of  extensive  coronary  disease,  additional  fac- 
tors may  produce  a fatal  thrombosis,  a fatal  epi- 
sode of  myocardial  infarction,  or  myocardial  in- 
farctions with  survival.  What  these  are,  I have  no 
positive  proof.  To  add  one  other  point,  lipemia  ap- 
parently has  been  related  to  smoking.  That  is,  the 
blood  lipids  increase  transiently  after  smoking. 
Lipemia  has  been  associated  with  an  increased  pro- 
pensity of  the  blood  to  clot.  For  example,  in  ani- 
mals certain  fatty  acids  will  produce  experimental 
thrombosis.  Pathologists,  when  they  examine  the 
hearts  of  smokers  and  non-smokers,  find  extensive 
lesions  in  both  groups. 

Dr.  Hardin:  Dr.  Crawford,  in  a complete  occlu- 
sion of  a carotid,  how  can  one  operate  without 
knowing  the  length  of  the  obstruction,  or  without 
knowing  the  presence  of  an  obstruction  more  dis- 
tally? 

Dr.  Crawford:  If  it  is  in  the  common  carotid  ar- 
tery, one  just  can  say  from  experience  that  in  prac- 
tically every  case  the  artery  is  open  distally,  be- 
cause there  are  branches,  and  the  obstruction  usu- 
ally does  not  extend  beyond  the  bifurcation.  In 
some  instances  it  does,  but  in  most  cases  it  extends 
up  to  the  bifurcation.  Retrograde  flow  through  the 
external  carotid  artery  into  the  internal  carotid 
artery  keeps  it  localized,  somewhat  as  in  patients 
with  obstruction  of  the  distal  aorta  and  iliac  arter- 
ies. It  is  a rare  patient  with  disease  at  that  level 
who  doesn’t  have  an  open  segment  distally.  The 
same  thing  applies  to  the  carotid  artery  when  the 
major  obstruction  is  located  in  the  common  carot- 
id. Now  if  it  is  the  internal  carotid  artery  that  is 
completely  obstructed,  it  is  a question  of  time. 
If  more  than  a matter  of  hours  have  elapsed,  one 
can  be  certain  not  only  that  it  is  extensive — that  is, 
extending  up  into  the  head — but  that  this  throm- 
bus has  begun  the  organization  process.  It  has  be- 
come brittle  and  adherent  to  the  wall,  and  it  does 
not  come  out  like  the  worm  to  which  I compared 
it.  But  somewhere  within  24  hours  after  a stable 
deficit  has  developed,  this  clot  remains  unattached 
and  not  brittle,  and  can  be  extracted.  That  it  is  es- 
sentially a timing  situation,  I think  would  be  the 
proper  answer. 

Dr.  Hardin:  You  wouldn’t  hesitate  to  explore, 
anyway? 

Dr.  Crawford:  If  the  patient  had  a complete 
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hemiplegia — couldn’t  move  his  arms  or  legs,  if  he 
was  aphasic  and  if  the  condition  was  24-hours  old 
and  if  he  had  a complete  obstruction — I would  not 
operate,  because  the  chances  of  restoring  flow 
would  be  extremely  poor,  and  if  we  could  restore 
flow  in  such  a patient,  the  chances  of  significant 
recovery  would  be  quite  slight. 

Dr.  Hardin:  “What  experiences  have  you  had 
with  triparinol  in  the  prevention  of  arteriosclerotic 
lesions  in  patients  with  high  cholesterol  levels?” 
I assume  this  question  is  addressed  to  you,  Dr. 
Connor. 

Dr.  Connor:  This  is  a very  interesting  prepara- 
tion. Triparinol  or  MER-29,  as  you  know,  has  been 
withdrawn  from  the  market  because  of  toxic  side 
effects,  but  it  is  interesting  in  that  it  does  inhibit 
biosynthesis  of  cholesterol  by  the  liver.  One  of  the 
things  that  people  have  found  out  about  this  drug 
is  that  inhibiting  cholesterol  synthesis  does  not 
solve  the  problem,  because  another  sterol,  desmos- 
terol,  which  is  very  much  like  cholesterol  in  struc- 
ture, comes  out  into  the  blood  in  place  of  the  un- 
synthesized cholesterol.  Now  even  in  patients,  as 
well  as  in  animals,  desmosterol  has  been  found  to 
accumulate  in  the  atheromatous  plaques  of  arter- 
ies. Thus  it  apparently  is  an  atherogenic  substance 
much  like  cholesterol.  Some  studies  have  been 
done  in  animals,  feeding  them  diets  to  produce 
atherosclerosis,  and  giving  triparinol  in  one  group 
and  not  giving  the  drug  to  the  other  group.  The 
results  didn’t  seem  to  show  a great  deal  of  differ- 
ence. Additional  new  substances  designed  to  pre- 
vent cholesterol  biosynthesis  will  undoubtedly  be 
marketed,  but  if  they  produce  other  sterols  instead 
of  cholesterol,  there  is  no  reason  to  expect  much 
success  from  their  use. 

Dr.  Hardin:  Has  anyone  else  anything  to  say 
about  MER-29? 

Dr.  Siekert:  We  didn’t  use  it.  You  didn’t  men- 
tion cataracts,  Dr.  Connor.  Do  you  think  they  were 
related  to  its  use? 

Dr.  Connor:  Yes.  In  addition,  several  patients 
developed  impotence,  which  was  later  reported. 
A tendency  to  adrenal  insufficiency  was  also  one 
of  the  complications  that  may  have  occurred  with 
this  drug. 

Dr.  Hardin:  That  is  to  be  expected  from  any  drug 
that  interferes  with  the  synthesis  of  cholesterol, 
I guess,  isn’t  it? 

Is  there  any  clinical  evidence  for  any  relation- 
ship between  magnesium  in  the  diet  and  the  oc- 
currence of  atherosclerosis? 

Dr.  Connor:  There  have  been  some  studies  in 
rats,  and  there  is  also  Dr.  Schroeder’s  work  on  the 
“hardness  of  water”  in  atherosclerosis.  As  far  as  I 
can  tell  from  the  evidence,  the  indications  are  that 
there  is  no  deficiency  of  magnesium  in  man.  Ap- 
parently in  rats  you  can  develop  atherosclerosis  or 
produce  it,  if  magnesium  is  low  in  the  diet,  but  it 
would  seem  that  our  diet,  in  Iowa  at  any  rate,  is 
rather  high  in  this  substance. 

Dr.  Hardin:  The  last  question  may  be  interesting. 
It  is  addressed  to  you.  Dr.  Connor:  “Do  you  use 
safflower  oil  instead  of  butter  or  margarine?” 


Dr.  Connor:  I think  I should  emphasize  again 
that  the  low-cholesterol  diet  concentrates  on  the 
reduction  of  foods  containing  cholesterol,  rather 
than  on  increasing  the  amount  of  polyunsaturated 
fat.  If  one  emphasizes  polyunsaturated  fats,  saf- 
flower oil  is  probably  no  better  than  cottonseed  oil, 
corn  oil,  soybean  oil,  menhaden  oil  or  a number  of 
others.  Some  of  these  oils  are  less  expensive  than 
safflower  oil,  and  I use  some  of  the  ones  that  are  a 
little  less  expensive. 

Dr.  Hardin:  I have  many  friends  who  work  in 
this  field,  and  it  is  quite  trying  to  sit  down  and  eat 
lunch  with  three  or  four  of  them. 

Are  there  any  other  questions?  I'd  like  to  ask 
one  of  my  own,  if  I may.  In  all  of  the  things  that 
we  puzzle  about  in  medicine,  we  finally  come  to 
some  unifying  theory.  We  haven’t  done  this  re- 
garding the  topic  we  have  been  discussing  today. 
We  talk  about  arterial  insufficiency  as  if  we  knew 
what  we  meant.  Actually  it  seems  sometimes  to  be 
mechanical  plugging,  either  by  a thickening  of  the 
intima  or  by  an  atherosclerotic  plaque.  There  are 
other  situations,  however,  in  which  no  real  me- 
chanical obstruction  can  be  demonstrated.  One  of 
these  has  been  beautifully  worked  out  by  the 
group  at  the  Mayo  Clinic,  in  so  far  as  treatment  is 
concerned.  My  question  is:  What  other  things 

cause  arterial  insufficiency?  Do  we  know  of  any 
other  things  besides  mechanical  blockage? 

Dr.  Siekert:  Are  you  looking  at  me? 

Dr.  Hardin:  Yes. 

Dr.  Siekert:  This  is  a problem  which  has  vexed 
us  since  we  first  became  interested  in  the  problem 
of  transient  ischemic  attacks  some  ten  years  ago. 
I shall  take  just  a minute  to  comment  about  the 
use  of  the  word  insufficiency.  When  originally 
used,  it  meant  that  not  enough  oxygen  got  to  the 
cells  of  the  brain  in  some  focal  area,  and  that  the 
lack  of  oxygen  was  severe  enough  to  cause  no 
more  than  transient  symptoms  rather  than  an  in- 
farct. We  still  mean  this.  The  problem  is  what 
causes  it?  To  go  to  the  other  end  of  the  spectrum, 
let's  take  a patient  with  an  occluding  lesion,  i.e.,  a 
fully-closed  artery,  say  the  carotid  artery,  and  who 
has  attacks  of  intermittent  insufficiency  on  that 
side  of  the  brain  or  in  that  eye.  Now  the  mechan- 
ical occlusion,  is  permanent,  and  we  wondered 
why  these  patients  have  transient  attacks.  What 
are  the  factors  that  might  be  implicated  in  such  a 
patient?  Well,  something  must  happen — something 
that  is  transient,  in  addition  to  the  mechanical  fac- 
tor that  lowers  the  resistance  of  the  body  or  chang- 
es the  algebraic  sum  so  that  other  transient  things 
become  effective.  It  is  known,  for  instance — and 
there  have  been  some  arteriograms  shown  of  such 
patients — that  some  people  get  occlusion  of  a cer- 
vical artery  temporarily  when  they  turn  their 
heads.  So  this  is  a factor.  Anemia  and  polycy- 
themia are  factors.  Some  investigators  have  felt 
that  anger  will  change  the  tone  of  the  vessels,  or 
some  other  thing.  And  there  is  an  old  statement 
which  says  “He  got  so  mad  he  had  a stroke.”  There 
are  patients  who  have  had  strokes  while  smoking, 
or  while  lying  in  bed  after  a fatty  meal.  So  there 
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must  be  a group  of  factors  that  are  involved  in  the 
production  of  an  intermittent  insufficiency  attack, 
and  if  prolonged  enough,  an  infarct  to  the  brain. 
If  anticoagulants  work,  and  I think  they  do  in  a 
high  percentage  of  patients,  this  observation  adds 
another  factor,  i.e.,  the  clotting-lysis  mechanism 
which  is  going  on  all  the  time  in  all  of  us;  this 
mechanism  may  be  altered  in  some  way  at  the 
level  of  the  obstructing  atherosclerotic  plaque. 
Now  a roughening  there  may  cause  a situation  in 
which  clotting  is  more  likely  to  occur,  or  to  occur 
faster,  or  isn’t  lysed  as  easily.  This  may  be  the 
triggering  mechanism  for  the  transient  attack. 

In  answer  to  the  question  raised,  there  must  be 
at  least  one  factor  among  a whole  assembly  of 
factors  which  turns  the  tide  quickly.  That  factor 
isn’t  known  at  the  present  time.  Does  that  answer 
what  you  had  in  mind? 

Dr.  Hardin:  Yes,  in  part  at  least.  What  I had  in 
mind  was  that  the  results  of  the  use  of  anticoagu- 
lants are  so  spectacular  sometimes  that  it  is  hard 
for  me,  at  least,  to  accept  the  idea  that  this  has 
anything  to  do  with  the  clotting  mechanism. 

Dr.  Siekert:  Of  course  one  could  take  the  oppo- 
site view  and  say  that  because  of  that,  a clotting 
factor  is  a very  important  one;  we  have  a lot  of 
leeway  here,  and  the  problem  is  unresolvable  at 
the  present  time. 

Dr.  Young strom:  Dr.  Hardin,  I might  comment 
on  some  of  the  radiologic  aspects  of  patients  with 
aneurysms.  There  is  a spasm  in  the  vessels  in  the 
area  adjacent  to  the  bleeding.  This  is  said  to  be  due 
to  the  liberation  of  angiospastic  substance  from  the 
platelets.  This  phenomenon  is  regularly  seen  and 
lasts  for  several  days. 

Another  thing  that  has  to  do  with  the  problems 
of  the  circulation  is  the  sludging.  The  microsphys- 
iologists  demonstrated  at  a recent  congress,  that 
Hypaque  and  other  contrast  materials,  when  in- 
jected into  the  blood,  do  promote  sludging.  This 
could  be  a serious  problem  if  carried  to  extremes. 
It  is  one  of  the  reasons  why  we  like  to  limit  the 
volume  of  the  individual  injections  and  the  total 
amount  that  we  use  for  any  of  these  studies.  We 
are  considering  using  protective  materials  like 
dextran  and  some  other  substances  to  give  further 
protection.  Some  experiments  of  this  type  have 
been  done  on  dogs,  to  show  that  they  permit  the 
injection  of  enough  contrast  material  to  opacify  the 
whole  vascular  system  of  the  animal.  So,  there  is 
a hopeful  area  here  for  the  application  of  pharma- 
cology. 

Dr.  Hardin:  What  percentage  of  patients  who 
have  the  basilar-artery  syndrome  will  have  a 
demonstrable  narrowing  of  the  artery  on  radi- 
ography? 

Dr.  Siekert:  I assume  you  mean  intermittent 
insufficiency  of  the  basilar  arterial  system.  I don’t 
believe  the  answer  to  that  question  can  be  given. 
There  are  two  factors  here.  First  of  all,  unfortu- 
nately, contrast  radiographs  are  not  100  per  cent 
accurate,  as  measured  by  operative  or  necropsy 
findings.  Thus  we  have  no  way  of  stating  what  the 


precise  situation  may  be  inside  the  head  or  in  the 
vertebral  arteries.  Second,  no  large  group  of  such 
patients  has  been  reported.  If  one  looks  at  the 
other  carotid  system  and  attempts  to  answer  the 
question,  he  comes  across  some  data  which  are 
very  difficult  to  interpret.  First  of  all,  you  will 
recall  Dr.  Crawford’s  comment  that  40  per  cent  of 
his  patients  with  all  types  of  cerebral  ischemia  had 
evidence  of  atherosclerotic  narrowing  or  occlusion 
in  one  or  more  of  the  arteries  in  the  neck  and 
chest.  Now  these  patients  all  had  symptoms  of 
cerebral  disease,  or  they  wouldn’t  have  been  stud- 
ied. The  interesting  feature  about  that  figure  is 
that  it  is  the  identical  percentage  found  in  a rou- 
tine autopsy  population.  These  two  observations 
raise  a number  of  questions,  not  the  least  of  which 
is  the  relation  of  the  atherosclerosis  to  the  cerebral 
ischemia.  Furthermore,  of  patients  with  carotid 
insufficiency,  about  25  to  30  per  cent  will  have  no 
demonstrable  arterial  lesions  at  all  on  arteriog- 
raphy. I have  earlier  indicated  that  that  percent- 
age may  not  be  accurate,  because  of  the  fact  that 
arteriography  is  not  100  per  cent  accurate.  So  we 
have  left,  in  answer  to  your  question,  a group  of 
patients  who  have  little  or  no  demonstrable  athero- 
sclerosis, but  who  have  transient  ischemic  attacks. 
Why  they  have  them  is  not  known.  This,  of  course, 
is  the  point.  The  trouble  may  be  in  arteries  too 
small  to  identify  in  the  arteriogram.  There  actually 
has  been  no  reported  study  which  has  related  tran- 
sient ischemic  attacks  to  findings  on  autopsy  speci- 
mens. I suppose  such  a study  will  eventually  come 
forth,  and  maybe  from  it  we  shall  get  some  data. 

Dr.  Hardin:  Now  that  I have  taken  up  adminis- 
tration, I can  afford  to  show  my  ignorance  about 
things  medical.  Have  there  ever  been  any  attempts 
to  correlate  the  level  of  blood  fats  with  the  basilar- 
artery  syndrome,  the  vertebral  artery  syndrome? 

Dr.  Siekert:  You  mean  acutely? 

Dr.  Hardin:  Yes. 

Dr.  Siekert:  I don’t  know  of  any  offhand.  Obvi- 
ously, as  Dr.  Connor  has  commented,  on  a statis- 
tical basis,  the  patients  who  have  high  fats  are 
likely  to  get  into  more  ischemic  trouble,  regardless 
of  which  artery.  I might  just  comment  about  this 
in  reference  to  surgery.  It  may  be  that  there  are 
different  types  of  arterial  lesions.  For  instance, 
maybe  they  have  different  surfaces,  so  that  when 
Dr.  Crawford  removes  such  a lesion  and  the  symp- 
toms disappear,  this  is  a different  situation  from 
that  which  we  find  in  a patient  who  has  an  athero-  | 
sclerotic  lesion  and  no  symptoms.  I don’t  know 
whether  you  have  ever  wondered  about  that,  Dr. 
Crawford,  but  maybe  there  are  different  types  of 
lesions,  some  of  which  cause  symptoms  and  others 
of  which  don’t. 

Dr.  Crawford:  I quit  thinking  a long  time  ago. 

A surgeon  gets  into  trouble  when  he  starts  think- 
ing. 

Dr.  Hardin:  In  view  of  the  hour  and  the  last 
comment  that  was  made,  this  might  be  a good 
place  to  stop.  Let’s  say  “thank  you”  again,  to  the 
panel. 


The  Radiation  Hazard 


EDWARD  TELLER,  Ph.D. 

Berkeley,  California 

I should  like  to  talk  to  you  about  nuclear  radia- 
tion, a topic  which  has  been  discussed  very  widely 
and  a little  superficially  in  the  press.  It  has  be- 
come the  basis  for  some  of  the  most  popular  horror 
stories.  Facts  were  distorted  into  frightening  fables 
frequently,  in  past  centuries,  and  we  now  look 
back  upon  that  practice  with  a feeling  of  superiori- 
ty. Thus  it  is  remarkable  that  our  scientific  age, 
which  has  helped  to  put  a great  number  of  old 
worries,  particularly  about  diseases,  into  proper 
perspective,  has  also  succeeded  in  giving  erro- 
neous and  distorted  concepts  of  some  modern  dis- 
coveries. Those  concepts  have  achieved  surpris- 
ingly wide  acceptance.  For  this  reason  it  is  im- 
portant— in  fact  necessary — for  me  to  talk  to  you 
about  this  topic  in  straightforward  and  simple 
language. 

Actually,  the  topic  is  a simple  one.  We  can  as- 
sume that  the  same  thing  is  true  about  radiation  as 
is  true  of  anything  else  in  the  world — that  radia- 
tion is  dangerous  if  one  gets  too  much  of  it. 

NATURAL  AND  ARTIFICIAL  RADIATION  ARE 
SIMILAR  IN  THEIR  EFFECTS 

I should  like  to  start  by  telling  you  something 
about  radiation  that  makes  the  whole  problem  par- 
ticularly straightforward.  I should  like  to  contrast 
the  action  of  radiation  with  the  much  more  famil- 
iar action  of  chemicals,  one  to  which  we  are  all 
subjected.  Chemistry  covers  the  boundary  along 
which  the  inorganic  world,  the  world  which  the 
natural  scientists  have  now  rather  thoroughly  ex- 
plored, touches  upon  biological  phenomena.  Chem- 
ical actions  influence  living  beings  everywhere. 
The  main  thing  about  chemistry — and  I am  point- 
ing this  out  to  you  by  way  of  contrast — is  that 
chemistry  is  complicated.  You  consider  the  bio- 
logical action  of  molecules,  and  you  often  find  that 
a small  change  in  the  chemical  structure,  the  dis- 
placement or  the  substitution  of  one  atom  in  the 
molecule,  will  turn  something  useful  to  the  organ- 
ism, such  as  a foodstuff,  into  a poison.  Similarly,  a 
poison  can,  under  certain  circumstances,  be  turned 
into  a beneficial  medicine  by  another  similarly 
small  change.  If  you  look  at  the  formula  of  a sub- 

Dr.  Teller,  a nuclear  physicist  at  the  University  of  Cali- 
fornia, gave  this  address  in  Des  Moines  on  Mercy  Hospital 
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stance  and  try  to  guess  whether  it  will  be  helpful 
or  dangerous,  there  is  no  certain  way  of  telling. 
We  have  to  fall  back  on  experience  in  practically 
every  instance. 

With  radiation,  we  are  in  an  entirely  different 
situation.  I am  talking  to  you  about  high-energy, 
penetrating  radiation.  There  are  all  kinds  of  radi- 
ation of  this  general  description.  There  are  x-rays; 
there  are  the  radiations  that  the  nuclei  emit,  the 
gamma  rays;  there  are  high-energy  particles  which 
themselves  are  portions  of  atoms.  These  particles 
are  electrons,  protons,  alpha  particles,  etc.  I could 
wear  you  out  by  giving  you  detailed  descriptions 
of  all  of  them.  But  I don’t  need  to,  because  in  their 
actions  these  various  kinds  of  radiation  do  not  de- 
part from  each  other.  If  some  kind  of  radiation  has 
deposited  its  energy  in  a cell,  then  an  effect  re- 
sults which  depends  only  on  the  amount  of  energy 
that  has  been  deposited.  The  different  kinds  of 
radiation  will  be  deposited  at  different  sites.  “Soft” 
x-rays  will  penetrate  very  short  distances.  “Hard” 
x-rays  will  go  through  the  whole  body.  Other 
kinds  of  radiation  which  I have  described  behave 
differently.  Electrons  emitted  by  nuclei — the  so- 
called  beta  rays — have  a range  of  a fraction, 
but  not  a small  fraction,  of  an  inch.  All  this  means 
that  the  radiation  will  be  deposited  in  different 
portions  of  the  body.  If  the  radiation  comes  from 
outside,  it  is  only  the  penetrating  radiation  which 
will  affect  the  whole  body.  The  less  penetrating 
radiation,  of  course,  is  stopped  in  the  skin. 

There  are  all  kinds  of  nuclei  which  emit  radia- 
tion, and  these  nuclei  can  be  taken  up  into  various 
organs.  Some  remain  in  the  liquids  in  our  bodies. 
Most  of  these  carry  some  potassium,  and  wherever 
there  is  potassium  in  our  systems,  there  is  some 
natural  radiation.  There  are  other  artificial  radio- 
activities such  as  the  very  famous  strontium, 
which  behaves  like  calcium  and  goes  into  the 
bone.  Radiation  from  strontium  will  be  deposited 
at  short  distances  from  the  surface  in  the  bone 
and  in  the  bone  marrow.  So  various  radiations  can 
have  various  effects  because  different  radiations 
may  reach  various  parts  of  the  living  body. 

But  once  a certain  organ,  a certain  cell,  a cer- 
tain living  tissue  has  been  reached,  the  effect  de- 
pends directly  on  the  amount  of  radiation  that  has 
been  deposited.  The  reason  is  that  radiation  is  a 
highly  energetic  thing.  Chemical  agents,  contrast- 
ingly, are  much  more  gentle.  They  have  an  effect 
like  a key  in  a lock.  If  the  key  doesn’t  fit,  then 
there  may  not  be  an  effect,  and  if  the  key  almost 
fits,  the  lock  may  be  jammed.  Radiation,  on  the 
other  hand,  acts  like  a hammer.  Whatever  mole- 


629 


630 


Journal  of  Iowa  Medical  Society 


September,  1963 


cules  are  reached  by  the  radiation  will  be  broken 
up,  with  a certain  probability,  and  the  way  in 
which  they  are  broken  up  does  not  depend  very 
much  on  the  nature  of  the  matter. 

What  I have  just  said  is  not  entirely  accurate. 
Various  kinds  of  radiation  have  somewhat  differ- 
ent effects,  for  a number  of  complicated  reasons. 
But  their  effects  differ  relatively  little.  It  is  true, 
however,  that  the  great  variations  which  we  en- 
counter in  chemistry  do  not  occur  in  the  world  of 
radiation. 

NATURAL  RADIATION  HAS  DONE  NO 
DETECTABLE  HARM  TO  MAN 

Noticeable  amounts  of  radiation  have  been  dis- 
persed throughout  the  whole  surface  of  the  earth 
during  recent  years.  All  of  us  have  been  exposed 
to  it,  and  most  of  us  have  been  frightened  by  it. 
The  first  thing  to  be  known  about  nuclear  radia- 
tion is  what  I have  already  told  you — that  it  is 
very  similar  in  action  to  any  other  kind  of  radia- 
tion. The  second  thing  that  you  should  know  about 
it  is  that  indeed  all  of  us,  all  of  the  time,  are  sub- 
jected to  all  kinds  of  natural  radiation.  We  have 
been  subjected  to  them  throughout  all  of  our  lives, 
and  so  have  all  of  our  ancestors — all  of  them,  even 
before  the  fish  left  the  ocean.  For  hundreds  of 
millions  of  years,  radiation  has  been  here.  Some 
of  this  natural  radiation  originates  from  interstel- 
lar space.  Particles  are  accelerated  and  rain  down 
from  the  atmosphere.  They  penetrate  it.  That  is 
one  source  of  natural  radiation.  Moreover,  natural- 
ly radioactive  substances  occur  throughout  the 
earth’s  surface — uranium  and  thorium,  which  are 
present  in  the  soil  almost  everywhere  and  which 
are  present  to  a very  minor  extent  in  our  food. 
Radioactive  potassium,  which  I have  already  men- 
tioned, is  in  all  of  the  fluids  in  our  bodies. 

Actually,  we  know  that  all  the  artificial  radia- 
tion that  has  been  spread  around  in  the  last  few 
years  amounts  only  to  a few  per  cent  of  the  natu- 
ral radioactivity  to  which  we  and  all  our  ancestors 
have  been  exposed.  This  fact,  in  itself,  should  give 
you  a very  clear  index  of  the  importance  of  the 
recent,  artificially  produced  radiation. 

What  does  the  natural  radiation  do  to  us?  All  I 
can  tell  you  is  that  it  has  done  so  little  that  its 
effects  can  nowhere  be  detected.  From  natural 
sources,  each  year,  we  get  a dose  of  one  or  two 
tenths  of  a unit  of  radiation — of  a roentgen  unit. 
We  don’t  know  whether  that  amount  of  radiation 
is  harmful  or  not.  In  some  parts  of  the  world, 
there  is  more  than  the  usual  amount  of  this  natu- 
ral radiation.  In  Denver,  which  is  a mile  closer  to 
the  stars,  there  is  quite  a bit  more.  Moreover, 
natural  radiation  is  particularly  high  in  Colorado 
because  there  is  also  a great  deal  of  uranium 
there.  Yet  this  increased  radiation,  which  exceeds 
the  amount  to  which  we  have  been  subjected  as  a 
result  of  nuclear  fallout,  has  produced  no  results 
that  can  be  noticed.  There  are  some  places  where 
natural  radiation  is  even  greater:  in  India,  where 


there  are  concentrated  thorium  deposits,  and  in 
Peru,  where  people  have  lived  for  ages  at  extreme 
altitudes.  In  no  case  can  the  harmful  effect  of 
radiation  be  demonstrated.  Of  course  when  you 
compare  Hindus,  Peruvians  and  North  Americans, 
there  are  so  many  differences  that  no  simple  con- 
clusions can  be  drawn.  Yet  the  peoples  who  live 
in  regions  of  high  natural  radiation  serve  to  dem- 
onstrate that  radiation  does  not  have  the  disastrous 
effects  that  some  of  us  have  imagined. 

About  the  effects  of  small  doses,  we  know  very 
little.  About  big  doses  we  know  this  much — and 
this  I told  you  at  the  very  beginning — that  radia- 
tion is  harmful  if  you  get  too  much  of  it.  If  the 
whole  of  a person’s  body  is  exposed  to  1,000  r. — 
almost  10,000  times  as  much  as  we  get  each  year 
from  normal  sources — he  almost  certainly  will  die. 
If  he  gets  500  r.  in  a single  dose,  his  chances  of 
survival  are  about  50-50.  If  he  gets  100  r.,  there  is 
some  chance  that  he  will  be  temporarily  uncom- 
fortable, but  the  possibility  that  he  will  really 
suffer  from  it,  in  the  short  run,  is  very  small. 
In  a small  percentage  of  cases,  however,  peo- 
ple who  have  been  irradiated  by  about  100  r.  do 
develop  malignancies.  The  mechanism  for  this  is 
unknown. 

I can  tell  you  the  argument  advanced  by  those 
people  who  maintain  that  fallout  is  dangerous. 
They  say  that  100  r.  will  give  cancer  to  a few 
people  in  every  hundred,  and  since  fallout  will 
provide  one-thousandth  of  that  exposure,  the 
chances  that  one  of  us  will  contract  cancer  by  that 
means  are  merely  reduced  by  a factor  of  1,000. 
The  mathematics  are  excellent,  but  the  logic  is 
faulty.  There  is  no  reason  to  believe — there  is  no 
experimental  or  theoretical  proof — that  a thousand 
times  smaller  dose  will  produce  the  same  effect 
with  a thousand  times  smaller  probability.  That 
would  be  about  as  unreasonable  as  to  suppose  that 
because  a blow  has  killed  a man,  a million  times 
weaker  blow  will  kill  one  man  in  a million. 

In  radiation,  similar  doses  produce  similar  ef- 
fects, but  man  is  complicated.  To  a thousand  times 
stronger  force  he  does  not  necessarily  react  a 
thousand  times  more  strongly.  Nor  does  he  react  to 
a thousand  times  weaker  force  with  a thousand 
times  weaker  reaction.  In  many  cases — in  fact  as  a 
rule — one  can  say  that  a feeble  action  will  have 
an  effect  from  which  we  can  easily  recover.  It  is 
plausible  that  if  one  in  a thousand  of  the  molecules 
in  a cell  is  destroyed,  the  cell  will  cease  to  func- 
tion. But  if  only  one  in  a million  is  affected,  then 
the  molecules  which  have  been  broken  up  are  like- 
ly to  be  eliminated  and  replaced  by  new  ones. 
After  all,  in  a living  being  the  replacement  of  used- 
up  cells  is  the  general  rule.  Thus  there  is  no  theo- 
retical reason  for  saying  that  small  additional 
amounts  of  radiation  are  particularly  dangerous. 

I should  like  to  point  out  once  more  the  great 
difference  between  this  situation  and  the  one  we 
encounter  in  chemistry.  Let  us  say  that  a new  ad- 
ditive is  introduced  to  preserve  food,  or  a new 
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spray  is  used  to  kill  insects,  and  that  some  of  it 
gets  into  our  food.  These  chemicals  are  not  used 
until  it  has  been  proved  that  they  are  “harmless.” 
But  what  does  our  government  mean  when  it  so 
classifies  a product?  It  means  that  it  has  been 
shown  in  experiments  that  no  ill  effects  are  ob- 
servable. Well,  in  the  case  of  radioactive  fallout, 
nature  has  provided  an  experiment  10  times  more 
intensive  than  necessary,  and  of  millions  of  years’ 
duration,  and  no  ill  effects  have  been  noted.  Under 
similar  conditions,  a chemical  certainly  would  be 
pronounced  harmless. 

Before  the  War — before  we  made  radioactivity 
— Vichy  water,  marketed  in  France,  carried  the 
advertisement  that  it  contained  radioactivity.  Well, 
the  fallout  scare  has  had  one  good  effect:  Vichy 
water  no  longer  carries  that  advertisement.  Our 
superstition  that  a little  radioactivity  is  beneficial 
has  been  replaced  by  a new  myth  that  all  radia- 
tion is  harmful. 

Experiments  have  been  carried  out  with  rats 
and  mice.  Preliminary  studies  have  shown  that 
these  wretched  animals  live  10  per  cent  longer 
after  having  been  exposed  to  radiation  many  hun- 
dreds of  times  as  great  as  fallout.  I am  not  going 
to  draw  the  conclusion  that  a little  radioactivity  is 
good  for  us.  Those  animals  didn’t  get  just  a little 
radioactivity.  They  got  a great  deal  more  than  the 
natural  environment  provides,  and  there  were 
some  signs  that  the  irradiated  animals  can  get 
tumors  a little  more  frequently  than  non-irradiated 
animals  do.  But  tumors  are  not  particularly  dan- 
gerous for  rats  and  mice,  because  their  life  cycles 
are  so  short  that  tumors  don’t  have  time  to  de- 
velop. Rats  and  mice,  apparently,  die  from  pneu- 
monia in  many  instances,  and  there  seems  to  be  a 
clear  statistical  correlation  supporting  the  con- 
clusion that  more  radiation  will  bring  about  a 
situation  where  the  rodents  have  less  pneumonia. 
That  is  why  the  irradiated  ones  live  longer.  In  us 
human  beings,  tumors  are  important,  but  pneu- 
monia, fortunately,  is  important  no  longer.  Physi- 
cians now  know  what  to  do  about  pneumonia,  but 
they  aren’t  nearly  so  successful  in  dealing  with 
malignant  tumors. 

The  experiments  with  radiation,  thus  far,  have 
really  told  us  nothing  about  either  the  useful  or 
the  harmful  nature  of  a little  radiation.  All  we 
know  is  that  the  effect  is  exceedingly  small,  and 
that  maybe  there  is  no  effect  at  all.  What  effect 
there  is  may  be  positive  or  negative;  we  really 
do  not  know.  In  my  opinion,  it  is  likely  that  a little 
radiation  has  both  helpful  and  harmful  effects,  but 
to  strike  a balance  is  impossible  in  our  present 
state  of  knowledge,  and  may  remain  impossible 
practically  forever. 

RADIATION  MAY  ACCELERATE  MUTATIONS 

I must  note  one  exception.  There  is  one  situation 
in  which  we  know  that  penetrating  radiation  has 
an  effect.  There  can  be  no  doubt  about  it.  Pene- 
trating radiation  does  cause  mutations.  Mueller 


and  other  geneticists  have  demonstrated  that  un- 
der certain  circumstances  there  is  strict  propor- 
tionality between  the  size  of  the  radiation  dose 
and  the  number  of  mutations  of  a certain  kind. 
Similar  proportionality  has  not  been  demonstrated 
in  the  causation  of  diseases.  In  fact  there  is  an 
abundance  of  evidence  to  indicate  that  this  propor- 
tionality in  many  cases  does  not  exist.  But  in  the 
special  case  of  mutations,  there  is  proportionality, 
and  it  is  certain  that  even  the  little  radioactivity 
to  which  we  are  exposed  will  cause  some  muta- 
tions. 

There  is  a proportionality — that  much  we  know. 
But  even  this  proportionality  holds  only  under 
special  conditions.  Whenever  spermatozoa,  the  ma- 
ture male  sex  cells,  are  irradiated,  one  finds  pro- 
portionality. But  the  proportionality  does  not  hold 
for  the  eggs,  in  the  female,  nor  does  it  hold  for 
the  spermatogonia,  the  cells,  whose  division  will 
lead  to  the  spermatozoa.  The  spermatozoa  are  the 
only  cells  which  consist  of  a cell  nucleus  and 
practically  nothing  else.  It  seems  that  the  cell 
nucleus  contains  structures  which  can  be  damaged 
by  a single  hit,  and  once  damaged  they  are  not  re- 
paired. This  theory  is  reasonably  plausible,  and  it 
accounts  for  the  proportionality  that  I have  men- 
tioned. But  in  the  spermatogonia  and  in  the  oozoa, 
there  is  a cell  body  as  well  as  a cell  nucleus.  In 
these  cells  we  have  evidence  that  whatever  dam- 
age is  produced  by  penetrating  radiation  may  be 
repaired.  In  fact,  it  has  been  found  that  in  these 
cells  which  have  bodies  as  well  as  nuclei,  the 
same  dose  gives  a lesser  effect  if  it  is  distributed 
over  a period  of  time,  and  a greater  effect  if  it  is 
concentrated  at  one  instant.  Fallout  gives  us  a 
radiation  which  is  distributed  in  time  and  which 
therefore  is  not  likely  to  damage  any  other  cells 
than  the  spermatozoa. 

We  know  that  natural  radiation,  the  effects  of 
which  are  greater  than  those  produced  by  fallout, 
accounts  for  only  a relatively  small  percentage  of 
the  mutations  which  actually  occur.  There  are  mu- 
tations which  occur  under  the  influence  of  some 
chemicals.  The  spontaneous  mutations  are  re- 
markably temperature-sensitive,  and  more  muta- 
tions occur  at  higher  temperatures.  When  people 
like  Pauling  tell  you  that  due  to  our  nuclear  ex- 
perimentation there  will  be  thousands  of  addition- 
al mutations  in  the  coming  generation,  they  are 
making  a safe  statement.  But  without  mutations, 
the  living  world  would  not  have  developed  adapta- 
tions to  fit  it  to  changed  circumstances. 

It  has  been  shown  that  the  overwhelming  ma- 
jority of  mutations  are  harmful.  The  mutation  is 
a random  change  in  a highly  organized  structure. 
A random  change  is  usually  for  the  worse,  rather 
than  for  the  better.  Nevertheless,  perhaps  one  mu- 
tation out  of  a hundred,  or  one  out  of  a thousand 
or  of  ten  thousand,  is  a favorable  mutation.  What- 
ever progress  is  made  is  due  to  these  rare  con- 
structive mutations.  There  is  no  reason  to  sup- 
pose that  the  mutations  due  to  radiation  are  any 
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different  from  mutations  of  other  kinds.  If  you 
want  to  say  that  all  mutations  are  bad,  then  it 
follows  that  radiation  has  a harmful  influence. 
But  even  if  you  believe — which  I don’t — that  man 
is  the  apex  of  perfection,  you  must  admit  that  we 
are  living  in  a changing  world,  and  that  adapta- 
tion today  may  be  as  important,  or  more  impor- 
tant than  it  has  been  in  the  past. 

I think  it  would  be  wrong  and  foolhardy  to  try 
to  interfere  with  the  natural  course  of  events — to 
increase  mutations  without  knowing  what  we  are 
doing.  By  radiation  due  to  our  tests,  we  are  in- 
creasing the  natural  process  by  something  like 
a few  parts  in  a thousand.  Some  six  years  ago 
three  Scandinavian  geneticists  reported  that  our 
habit  of  wearing  trousers  and  thus  raising  the 
normal  temperature  of  the  body  at  certain  points 
has  increased  the  probability  of  human  mutations 
more  than  100  times  as  greatly  as  fallout  does.  So 
if  you  hear  complaints  from  Pauling  about  the 
hazards  of  increasing  mutations,  believe  him  by 
all  means,  provided  he  appears  before  you  in  kilts! 

THE  RADIATION  SCARE  MAY  INTERFERE 
WITH  MEDICAL  PRACTICE 

This  is  the  sum  and  substance  of  what  I can 
tell  you  about  the  dangers  of  fallout,  but  there  is 
an  epilogue.  I told  you  that  you  need  not  worry 
about  the  danger  of  fallout,  but  you  do  need  to 
worry  about  the  danger  of  the  fallout  scare.  Med- 
ical people  have  many  particular  reasons  to  wor- 
ry about  it.  Let  us  talk  for  a moment  about  diag- 
nostic x-rays.  For  diagnostic  purposes  an  aver- 
age individual  will  be  exposed  to  about  as  much 
radiation  as  he  gets  from  natural  sources — much 
more  than  he  gets  from  fallout.  This  fact  hap- 
pens to  be  known  to  many  people,  and  this  fact, 
I feel  quite  sure,  has  made  some  of  them  reluctant 
to  subject  themselves  to  x-rays. 

I might  tell  you  a little  story.  In  1956  I had  to 
be  x-rayed — a gastrointestinal  series — to  find  out 
my  internal  condition.  The  roentgenologist  who 
was  to  subject  me  to  this  agreeable  treatment 
wanted  to  make  a little  conversation,  and  it  hap- 
pened to  be  the  day  after  Adlai  Stevenson’s  first 
talk  about  fallout.  The  doctor  asked  me  whether 
I had  heard  the  speech  and  whether  I were  afraid 
of  fallout.  “Oh  yes,”  I answered,  “I  am  afraid  of 
fallout.  But  I’m  not  nearly  so  afraid  of  it  as  I am 
afraid  of  x-rays,  and  I’m  not  nearly  so  afraid  of 
x-rays  as  I am  of  what  the  x-rays  may  reveal.” 
Fortunately,  they  revealed  nothing. 

The  real  danger  is  the  fear  that  the  talk  about 
fallout  has  engendered.  The  x-rays  are  more  dan- 
gerous than  the  fallout,  and  people  may  fear  to 
subject  themselves  to  these  probably  quite  harm- 
less x-rays.  By  refusing  to  be  x-rayed,  they  may 
expose  themselves  to  the  real  danger  of  an  undis- 
covered disease.  In  the  use  of  diagnostic  x-ray, 
highly  sensitive  plates  should  be  employed  so  that 
the  patient  needs  be  given  no  more  than  a mini- 
mum dose  of  radiation.  Once  one  has  made  sure 


that  the  exposure  is  minimal,  however,  one  should 
go  ahead  without  any  further  worry. 

In  addition  to  the  diagnostic  x-ray,  we  must  of 
course  consider  the  therapeutic  x-ray.  We  know 
that  if  there  is  a malignancy  that  has  progressed 
sufficiently  to  invade  the  body  generally,  there 
usually  is  no  help  other  than  the  administration  of 
a massive  dose  of  x-rays.  This  should  be  done. 

But  as  between  surgery  and  x-ray,  a remarkable 
double  standard  is  being  observed.  If  it  were  dis- 
covered tomorrow  that  I am  suffering  from  cancer, 
I might  be  told  that  I had  a 10  per  cent  chance  of 
cure  by  means  of  surgery.  Such  a situation  is  not 
unusual,  and  like  most  people  I would  consent  to 
that  radical  procedure.  But  if,  on  the  other  hand, 
it  were  found  that  my  only  chance  were  through 
the  administration  of  a massive  dose  of  radiation, 
I might  agree  only  if  I were  absolutely  guaranteed 
that  the  procedure  wouldn’t  have  immediately  fatal 
consequences.  In  connection  with  surgery,  we  take 
a calculated  risk,  but  in  connection  with  radiation, 
we  are  unwilling  to  accept  that  risk. 

Let  me  give  you  still  another  example.  A few 
years  ago,  my  sister  had  developed  some  thyroid 
difficulty.  A chemical  treatment  had  been  started, 
but  it  wasn’t  helping  her.  It  was  clear  that  either 
the  chemical  treatment  should  be  continued  for  a 
long  period,  or  that  surgery  or  radioactive  treat- 
ment should  be  undertaken.  The  treatment  with 
radioactive  iodine  is  particularly  easy,  painless  and 
safe.  When  asked,  the  doctor  in  charge  said  that 
the  radioactive  treatment  was  safe,  but  not  com- 
pletely safe. 

My  mother  is  a very  conscientious  and  a very 
strongminded  woman,  and  when  the  doctor’s  eval- 
uation was  reported  to  her,  she  simply  would  not 
consider  radioactive  treatment  for  her  daughter. 
She  had  heard  about  fallout,  and  she  is  intelligent 
enough  to  know  that  the  radiation  to  be  given  the 
thyroid  is  a million  times  stronger  than  fallout.  I 
looked  up  some  statistics  and  found  that  there  is 
some  danger  from  such  radioactive  treatment,  but 
that  it  is  very  considerably  less  than  the  danger 
from  chemical  treatment,  and  also  less  than  the 
danger  from  surgery.  All  of  the  dangers  were 
small,  but  by  far  the  smallest  of  them  was  the 
danger  from  radiation.  Well,  my  mother  fortunate- 
ly considers  me  something  of  an  expert  in  the 
field,  and  the  radioactive  treatment  was  decided 
upon.  I am  happy  to  report  that  it  worked  per- 
fectly. 

I wonder  in  how  many  cases  the  painful  method 
of  surgery  is  chosen  simply  because  radiation  has 
become  a modern  ghost  story  that  frightens  people 
without  reason. 

FEAR  OF  FALLOUT  SHOULD  NOT  MAKE  US  ACCEPT 
A MORATORIUM  ON  WEAPONS  TESTING 

I have  tried  to  confine  myself  to  the  strictly 
medical  aspects  of  radiation.  You  are  aware  of 
the  fact  that  the  radiation  scare  has  a number  of 
other  implications  in  our  minds.  Radiation  is  con- 


Vol.  LIII,  No.  9 


Journal  of  Iowa  Medical  Society 


633 


nected  with  nuclear  bombs,  and  because  we  are 
frightened  of  nuclear  bombs,  we  are  afraid  of 
radiation.  Because  of  all  this,  we  have  agreed  to 
a moratorium  on  testing,  which  in  my  opinion  seri- 
ously endangers  our  chances  to  defend  ourselves. 
This  association  of  ideas  in  all  probability  is  the 
real  motive  power  behind  the  radiation  scare.  A 
discussion  of  nuclear  testing  should  concern  the 
dangers  of  war,  and  it  should  be  undertaken  with 
complete  seriousness.  But  I think  that  it  is  wrong 
and  unjustified  to  consider  radiation  as  a reason 
why  further  testing  must  not  be  undertaken,  the 
more  so  because  within  the  last  year  we  have 
succeeded  in  developing  increasingly  “cleaner” 
nuclear  explosives.  For  instance,  in  this  last  test 
series  we  have  added  less  radioactivity  to  the  at- 
mosphere than  in  early  thermonuclear  test  series, 
and  this  trend  will  continue. 

CONCLUSION 

I should  like  to  emphasize  that  the  danger  of 
the  radiation  scare  is  a danger  in  the  field  of  every 


Induced 


There  are  no  incidence  statistics  for  illegal  abor- 
tion in  the  U.  S.  Educated  guesses  place  the  figure 
at  900,000  per  year.  More  than  four  in  five  of  our 
clandestine  abortions  apparently  are  performed 
by  physicians.  Forty-seven  per  cent  of  maternal 
deaths  in  New  York  City  in  1961  were  charted  by 
the  Health  Department  to  illegal  abortion;  most  of 
these  deaths  probably  arose  from  less  than  20  per 
cent  of  abortions  which  were  self-performed  or 
performed  by  non-physicians. 

The  most  obvious  solution  for  the  vast  global 
abortion  problem  is  the  prevention  of  unwanted 
pregnancy. 

Legal  (therapeutic)  abortion  is  being  carried  out 
with  decreasing  frequency  in  the  U.  S.  The  rate  in 
New  York  City  during  the  past  two  decades  has 
been  more  than  halved.  And  during  the  same  pe- 
riod psychiatric  indications  for  therapeutic  abor- 
tion have  risen  from  a position  of  insignificant  im- 
portance to  one  of  such  relatively  great  importance 
that  they  now  account  for  more  than  half  of  the 
therapeutic  abortions  done. 

There  is  discrimination  in  medical  authorization 
for  abortion.  In  the  voluntary  hospitals  of  New 
York  City  the  rate  among  private  patients  is  five 
times  the  rate  recorded  for  ward  patients,  and  the 
rate  on  the  ward  service  of  voluntary  hospitals  is 
more  than  twice  the  rate  reported  by  municipal 


medical  man.  The  misconceptions  about  radiation 
have  led  to  a wrong  attitude  on  a very  widespread 
scale.  I think  that  this  modern  ghost  story  has  to 
be  explained  and  answered.  I do  not  believe  that 
there  is  any  group  of  people  who  have  a greater 
interest  in  clearing  up  this  misapprehension,  or 
have  a better  chance  of  making  the  facts  so  clear 
to  laymen  than  have  medical  men.  Through  your 
own  efforts  and  through  your  committees,  you 
should  publish  the  relevant  facts.  It  is  possible  and 
necessary  for  you  to  arrive  at  a firm  and  sane  as- 
sessment of  the  danger — or,  indeed,  the  lack  of 
danger — connected  with  radiation.  Once  you  have 
clarified  this  in  your  own  minds,  you  should  ex- 
plain the  situation  to  your  patients  and  indeed  to 
the  general  public,  for  all  of  us  are  your  patients. 

The  medical  profession  was  foremost  in  laying 
ancient  superstitions  to  rest,  and  I hope  it  will 
take  the  initiative  in  ending  the  radiation  scare 
and  in  replacing  it  with  a proper  understanding  of 
this  important  subject. 


Abortions 


hospitals.  Of  96  therapeutic  abortions  reported  by 
11  teaching  hospitals  in  several  different  commu- 
nities in  1959,  only  one  was  done  in  a Negro  wom- 
an, yet  27  per  cent  of  the  obstetric  clientele  of 
these  institutions  was  colored. 

The  world  situation  regarding  legal  abortion  is 
a crazy  quilt  of  contradictions.  Legal  abortion  is 
performed  on  the  woman’s  demand  in  Japan  and 
in  Russia  and  five  of  her  satellites;  why  the  woman 
demands  it  is  not  an  issue.  In  Scandinavia,  Finland, 
Yugoslavia,  Red  China  and  Switzerland,  abortion 
statutes  are  relatively  lenient  compared  to  our  own 
in  regard  to  indications.  Some  countries  have  strict 
abortion  laws  but  expect  physicians  to  break  them, 
as  in  Israel. 

There  is  growing  sentiment  in  the  U.  S.  that  our 
highly  restrictive  state  laws  . . . are  anachronistic 
and  puritanically  punitive.  . . . The  legislature  of 
California,  with  broad  medical  backing,  has  under 
consideration  a more  lenient  act  patterned  after 
the  model  law  framed  in  1959  by  the  American 
Law  Institute.  . . . Would  it  not  be  helpful  if  a 
broadly  based  committee  were  appointed  to  inves- 
tigate the  problem  and  to  render  a report  which 
included  recommendations? 

— Editorial  by  Alan  F.  Guttmacher,  M.D.,  in 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE,  63:  - 

2334-2335,  (Aug.  15)  1963 


Mercy  Hospital,  Des  Moines 


Clinicopathological  Conference 


CLINICAL  HISTORY 

The  patient  is  a 53-year-ola  white  male,  a sales- 
man for  a manufacturing  company,  who  was  in 
apparent  good  health  until  1956,  when  he  de- 
veloped a sudden  onset  of  light-headedness.  A 
cardiologist  whom  he  consulted  at  that  time  found 
an  elevated  blood  count. 

In  1957  he  was  seen  again  for  weight  loss,  irrita- 
bility and  malaise.  At  that  time  he  was  treated  by 
phlebotomy  because  of  the  markedly  elevated  red 
cell  count. 

He  was  hospitalized  for  two  days  in  May,  1958, 
at  Mercy  Hospital  with  complaints  of  dizziness, 
lethargy  and  leg  cramps.  Physical  examination  re- 
vealed a slightly  obese  white  male  with  a ruddy 
complexion.  There  was  tenderness  to  palpation  in 
the  right  upper  quadrant.  No  palpable  organs  or 
masses  were  delineated.  One  thousand  cubic  centi- 
meters of  blood  were  withdrawn  by  phlebotomy, 
and  a single  injection  of  P-32  was  given. 

He  subsequently  went  to  the  Mayo  Clinic  in 
June,  1958,  for  a diagnostic  workup  and  treatment. 
During  a two-week  period  while  he  was  at  the 
Mayo  Clinic,  a unit  of  blood  was  removed  daily 
by  phlebotomy  during  the  first  week,  and  two 
units  of  blood  daily  during  the  second  week.  This 
was  followed  by  an  injection  of  P-32. 

He  returned  to  the  Mayo  Clinic  in  August,  1958, 
for  two  more  weeks.  Daily  for  one  week,  two  units 
of  blood  were  withdrawn  by  phlebotomy.  Follow- 
ing a one-week  period  of  observation,  another  P-32 
injection  was  given,  most  of  which  leaked  from 
the  syringe  down  over  his  arm.  He  relates  the  on- 
set of  generalized  pruritis  to  this  incident.  During 
the  remainder  of  1958,  and  until  August  of  last 
year,  500  cc.  of  blood  were  withdrawn  every  three 
months. 

He  was  seen  as  an  outpatient  at  Mercy  Hospital 
in  August,  1962,  at  which  time  he  complained  of 
lethargy,  headache,  malaise,  generalized  pruritis 
(especially  after  taking  a bath)  and  a sudden  on- 
set of  sharp  pain  in  the  left  side  of  his  abdomen. 

System  Review:  Negative. 

Past  History:  In  1960  he  had  thrombophlebitis 
of  one  leg,  and  shortly  therafter  he  had  a spider 
bite  on  the  right  leg  which  resulted  in  his  right 
leg’s  being  markedly  swollen,  dark  blue  and  tender 
for  several  days. 


Operations:  Abdominal  laparotomy  in  1940  for 
small-bowel  obstruction  secondary  to  traumatic 
adhesions.  Right  inguinal  herniorrhaphy  in  1943. 

Physical  Examination:  (August,  1962)  Physical 
examination  revealed  a blood  pressure  of  140,  80 
mm.  Hg.  The  pulse  was  80  per  minute  and  regular. 
Respirations  were  18  per  minute  and  regular. 

Skin:  There  was  marked  plethora  of  the  face 
and  neck.  There  were  several  telangiectasias  dis- 
persed over  the  cheeks  and  face. 

Head  and  Neck:  Negative. 

Chest:  The  chest  was  symmetrical  with  no  evi- 
dence of  increased  A-P  diameter.  The  lungs  were 
clear  to  auscultation  and  percussion.  In  the  heart, 
no  gross  cardiomegaly  was  detected  by  palpation; 
the  rhythm  was  normal  sinus,  and  the  ratio  was 
80  per  minute.  No  murmurs  were  present. 

Genitalia:  Normal  adult  male. 

Extremities:  Symmetrical. 

Neurologic:  Physiologic. 

CLINICAL  COURSE 

Three  units  of  blood  were  withdrawn  by  phlebot- 
omy. During  the  months  of  August  and  Septem- 
ber, 11  units  of  blood  were  withdrawn.  One  unit 
was  withdrawn  on  October  13,  1962,  one  on  No- 
vember 3,  1962,  and  another  on  December  1,  1962. 
He  received  5 microcuries  of  P-32  on  September 
8,  1962,  and  3 microcuries  of  P-32  on  December  8, 
1962. 

Laboratory  Findings:  A summary  of  laboratory 
findings  taken  in  May,  1958,  and  at  intervals  from 
August,  1962,  to  December,  1962,  appears  on  the 
following  page. 

DISCUSSION 

George  H.  White,  M.D.,  Internist:  In  reviewing 
the  clinical  history,  we  have  a 52<-year-old  white 
male  who  complained  in  1956  of  light-headedness 
and  who  had  an  elevated  red  blood  count.  In  1957 
he  was  seen  because  of  irritability  and  malaise, 
and  was  treated  by  phlebotomy.  In  1958  his  com- 
plaints were  dizziness,  lethargy  and  leg  cramps. 
His  complexion  is  described  as  “ruddy.”  He  had 
tenderness  to  palpation  in  the  right  upper  quad- 
rant. A phlebotomy  was  done,  and  he  was  given 
an  injection  of  P-32.  In  June  and  August,  1958, 
he  had  phlebotomies  and  P-32  injections.  From 
1958  to  1962,  he  had  phlebotomies  of  500  cc.  every 
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LABORATORy  DATA 

Total  Blood 

Date  Hemoglobin  Total  RBC  Total  WBC  Differential  Microhematocrit  Platelets  Volume 

1958  22.8  Gm,  148%  8,025,000  19,000  16%  lymphocytes  75  Vol.  % 3 1 5,000/cu.  mm.  1 ,400  cc.  or  1 20 

May  83%  neutrophiles  cc./Kg. 

1%  eosinophiles 

Comment:  RBC  Volume:  7,850  cc.,  or  90  cc./Kg.  Plasma  Volume:  2,550  cc.  or  30  cc./Kg. 

Urinalysis:  Reaction,  acid;  color,  straw;  specific  gravity,  1,014;  albumin,  trace;  sugar,  negative;  RBC:  3-6/ h pf. 

1962 

Aug.  14  22.2  Gm.,  144%  9,890,000  34,420  93%  neutrophiles  81  Vol.  % Adequate 

7%  lymphocytes  platelets 

Comment:  Marked  neutrophilic  leukocytosis,  polysegmentation,  hyperchromasia. 


Aug.  16  18.2  Gm.,  88% 

66  Vol.  % 

Aug.  22  13.5  Gm.,  88% 

6,830,000  36,650 

48  Vol.  % 

Aug.  30  13.8  Gm.,  90% 

39,600 

90%  neutrophiles 
3%  monocytes 
4%  lymphocytes 
2%  eosinophiles 
1%  basophiles 

49  Vol.  % 

7 1 0,000/ cu.  mm. 

Sept.  15  13.7  Gm.,  80% 

6,720,000  36,750 

76%  neutrophiles 
19%  lymphocytes 
1%  eosinophiles 
2%  basophiles 

45  Vol.  % 

Comment:  Red  blood  cells 

show  anisocytosis,  leu 

kocytosis;  some  hypoch 

romia. 

Sept.  29  13.5  Gm.,  88% 

7,260,000  39,600 

91%  neutrophiles 

46  Vol.  % 

6%  lymphocytes 
I % eosinophiles 
1%  basophiles 
I % monocytes 

Comment:  Marked  neutrophilic  leukocytosis,  I per  cent  nucleated  red  blood  cells,  toxic  granulations,  numerous  platelets. 

Polychromasia.  Red  blood  cells  appear  to  have  normocytic  tendency. 

Oct.  22  14.8  Gm.,  98%  7,800,000  39,700  83%  neutrophiles  52  Vol.  % 

1%  metamonocytes 
13%  lymphocytes 
1%  eosinophiles 
2%  basophiles 

Nov.  17  13.0  Gm.,  85%  7,460,000  40,000  89%  neutrophiles  48  Vol.  % Numerous 

Comment:  Anisocytosis.  Nucleated  red  cells,  2%. 

Dec.  I 14.4  Gm.,  93%  7,440,000  41,000  92%  neutrophiles  51  Vol.  % Numerous 

4%  metamonocytes 
4%  lymphocytes 

Comment:  Marked  poikilocytosis,  anisocytosis.  Macrocytes  showing  polychromasia.  I nucleated  red  blood  cell/ 1 00. 

Marked  neutrophilic  leukocytosis. 
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three  months.  In  August,  1962,  he  complained  of 
lethargy,  headache,  malaise,  pruritis  (especially 
after  bathing),  and  a sudden  onset  of  sharp  pain 
in  the  left  side  of  the  abdomen.  He  had  had  throm- 
bophlebitis of  the  leg  in  1960. 

The  physical  examination  was  non-contributory, 
except  for  marked  plethora  of  the  face  and  neck. 
The  phlebotomies  were  continued.  He  received 
P-32  in  September  and  December,  1962. 

Laboratory  studies  of  his  blood  generally  in- 
dicated increased  values  of  all  the  formed  ele- 
ments. 

The  symptomatology  and  peripheral  blood  pic- 
ture, together  with  the  treatment  outlined,  leave 
no  doubt  that  the  diagnosis  is  polycythemia  vera. 

The  diagnosis  of  polycythemia  is  made  in  the 
presence  of  an  increase  above  normal  in  the  red 
blood  cell  count,  usually  with  a concomitant  in- 
crease in  the  hematocrit  and  the  hemoglobin. 
About  60  to  70  per  cent  of  the  patients  have  in- 
creases in  the  white  blood  cell  count,  and  many 
of  them  have  an  increase  in  platelets.  Commonly 
there  is  splenomegaly. 

There  are  many  other  conditions,  of  course,  that 
cause  an  increased  red  blood  count,  and  I think 
it  would  be  interesting  to  review  some  of  these. 
Erythrocythemia  or  erythrocytosis  can  be  defined 
as  an  increase  in  the  peripheral  red  blood  cell 
count,  hemoglobin  and  hematocrit.  These  patients 
do  not  have  an  increase  in  the  white  blood  cell 
count  or  in  the  platelet  count. 

Another  type  is  referred  to  as  relative.  The  in- 
crease in  erythrocyte  count,  hemoglobin  and 
hematocrit  is  due  to  a decrease  in  the  plasma  vol- 
ume, and  it  occurs  with  severe  diarrhea,  profuse 
sweating,  diabetic  acidosis,  severe  burns  and  per- 
sistent vomiting — conditions  of  hemoconcentration 
associated  with  marked  loss  of  body  fluids.  The 
white  blood  cells  and  platelets  are  normal. 

A large  group  of  erythrocythemias  are  sec- 
ondary to  hypoxemia.  We  all  recognize  these  when 
we  encounter  patients  with  congenital  heart  dis- 
eases associated  with  a partial  pulmonary  shunt 
such  as  intraauricular  and  intraventricular  sep- 
tal defects,  pulmonary  stenosis  and  so  forth.  We 
also  recognize  the  condition  in  patients  with  such 
chronic  pulmonary  diseases  as  emphysema  and 
fibrosis,  with  resulting  cyanosis  and  polycythemia. 

A similar  condition  occurs  at  high  altitudes.  It 
occurs  in  obesity.  It  occurs  with  abnormal  hemo- 
globins such  as  methemoglobin  and  sulfhemo- 
globin.  It  may  be  associated  with  other  diseases 
with  no  apparent  hypoxemia.  Some  of  these  are 
renal  tumors,  both  malignant  and  benign;  renal 
diseases  such  as  hydronephrosis,  and  polycystic 
diseases  such  as  splenic  tuberculosis,  malignant 
tumors  and  multiple  myeloma. 

Then,  there  is  the  type  of  disease  of  unknown 
cause  variously  termed  polycythemia  vera,  eryth- 
remia and  many  other  things  including  primary 
polycythemia  and  Vaquez-Osler  disease. 


Since  there  is  no  problem  of  differential  diag- 
nosis here,  I should  like  to  discuss  briefly  some 
of  the  symptoms  given  in  the  protocol.  The  color- 
ing of  the  skin  is  said  to  be  unlike  that  of  ordinary 
cyanosis.  These  people  have  a peculiar  reddish- 
purple  color  and  bloodshot  eyes,  thus  presenting 
an  appearance  not  unlike  that  of  chronic  alco- 
holics. The  color  has  been  described  as  resem- 
bling that  due  to  blushing  or  exposure  to  heat.  In 
other  words,  it  is  a ruddy  cyanosis — not  so  blue 
as  is  true  cyanosis.  On  the  face  it  may  involve 
the  forehead,  the  lips,  the  cheeks,  the  tip  of  the 
nose,  the  ears,  or  the  neck.  When  a person’s  eryth- 
rocyte count  is  quite  high,  his  appearance  is  star- 
tling. 

Because  of  a sluggish  peripheral  circulation, 
these  patients  are  very  sensitive  to  cold.  Ecchy- 
moses  are  common.  A common  complaint  is  in- 
tense pruritis  made  worse  by  bathing  in  hot  or 
even  warm  water.  This  symptom  disappears  with 
treatment. 

With  reference  to  the  cardiovascular  system, 
symptoms  due  to  vascular  disease  are  common. 
These  diseases  include  venous  thrombosis,  vari- 
cosities, and  phlebitis  as  well  as  arterial  diseases 
which  may  be  so  severe  as  to  cause  death.  Cardiac 
symptoms  per  se  are  not  so  common.  Gastrointes- 
tinal symptoms  may  be  mild  or  severe.  Patients 
may  complain  of  abdominal  discomfort  as  acute 
pain.  In  several  series  of  cases  cited  by  Wintrobe, 
up  to  16  per  cent  of  the  patients  developed  peptic 
ulcers,  hemorrhage  or  thrombosis.  Boyd  suggested 
that  ulcers  result  from  vascular  thrombosis  and 
the  subsequent  action  of  the  digestive  juices  on 
an  area  of  ischemia.  There  may  be  hemorrhage 
from  varices  in  any  part  of  the  stomach  or  bowel. 
Bleeding  hemorrhoids  are  common.  Hepatomegaly 
occurred  in  50  per  cent  of  the  Wintrobe  series, 
and  splenomegaly  in  90  per  cent. 

The  most  common  respiratory  system  symptom 
is  dyspnea  on  even  mild  exertion.  Many  authors 
state  that  hoarseness  is  frequent.  Respiratory  in- 
fections are  not  uncommon.  Massive  hemoptysis 
and  hemothorax  have  been  observed  and  reported. 
Prominent  vascular  markings  are  seen  in  x-ray 
films  of  the  chest. 

Other  organ  systems  are  involved.  Bleeding 
from  the  vagina  and  uterus,  and  bleeding  from 
the  urinary  bladder  have  been  reported.  Signs  of 
nephritis  occur  when  hypertension  exists. 

Neuromuscular  symptoms  which  Osier  likened 
to  those  of  mountain  sickness  are  listed  by  Win- 
trobe. These  include  “lassitude,  vertigo,  giddiness, 
transitory  syncope,  insomnia,  weakness,  sensation 
of  fullness  in  the  head,  and  numbness  and  tin- 
gling in  the  fingers.”  Headache  is  repeatedly  re- 
corded as  the  most  common  neurologic  symptom. 
Eye  complaints,  especially  scotomata,  have  been 
reported  in  approximately  30  per  cent  of  patients. 
Wintrobe  states  that  neurologic  manifestations  are 
variable,  but  “vascular  lesions  of  the  brain  con- 
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stitute  the  most  serious  complication.”  Severe 
pains  in  the  extremities,  he  attributes  to  pressure 
from  hyperplastic  marrow. 

The  treatment  of  polycythemia  is  symptomatic, 
and  the  object  is  the  reduction  of  the  red  cell  mass 
by  one  means  or  another.  Early  in  this  century 
the  most  popular  therapeutic  agent  was  phenyl- 
hydrazine,  which  acts  by  destroying  red  blood 
cells.  This  approach  defeats  itself,  since  the  prod- 
ucts of  destruction  of  the  red  blood  cells  remain 
in  the  body  as  stimuli  for  further  production  of 
red  cells.  Actually,  however,  phenylhydrazine  fell 
into  disuse  chiefly  because  it  was  unreliable  and 
difficult  to  use. 

In  1916,  irradiation  of  the  marrow  by  x-ray  was 
successful  for  the  first  time.  Deep  x-ray  therapy 
was  given  to  the  bones,  and  the  resultant  drop 
in  the  white  blood  count  was  used  as  a guide  to 
the  extent  of  therapy.  This  was  the  only  form  of 
radiation  available  until  radioactive  phosphorus 
came  into  use. 

Radioactive  phosphorus  is  taken  up  more  read- 
ily by  rapidly  dividing  cells,  and  hence  P-32  goes 
selectively  to  the  metabolizing  cells,  notably  the 
marrow  cells.  Therefore,  it  is  uniquely  suited  to 
irradiation  of  the  bone  marrow.  Its  half-life  of  14 
days  assures  a continuous  radiation  effect  for  sev- 
eral weeks.  Dr.  Hines  will  discuss  the  dosage  and 
intervals  of  treatment. 

It  is  important  in  treatment  that  the  bone  mar- 
row be  studied  repeatedly.  Theoretically,  polycy- 
themia would  tend  to  terminate  naturally,  either 
due  to  aplasia  of  the  bone  marrow  or  due  to  ex- 
haustion or  chronic  myelocytic  leukemia.  P-32 
also  causes  bone-marrow  destruction.  In  the  light 
of  available  information,  it  may  have  a tendency 
to  produce  leukemia  in  proportion  to  the  amount 
of  the  irradiation. 

The  last  method  of  treatment  to  be  mentioned 
is  venesection.  This  method  has  been  applied  less 
frequently  than  it  might  be.  Venesection  should 
be  considered  as  a means  of  immediate  reduction 
of  the  red  cell  mass. 

Ralph  E.  Hines,  M.D.,  Radiologist:  In  the  treat- 
ment of  polycythemia  vera  by  means  of  radio- 
activity, there  are  three  methods  available:  (1) 
irradiation  of  the  long  bones  of  the  body,  namely 
the  ribs,  femurs  and  humeri,  with  a sufficient  dose 
to  cause  depression  of  the  functioning  bone  mar- 
row in  these  areas,  thus  causing  reduction  of  all 
elements  of  the  blood;  (2)  either  local  irradiation 
of  the  spleen  or  diffuse  irradiation  of  the  entire 
body  by  technics  such  as  the  so-called  “spray  ir- 
radiation,” ones  which,  however,  require  consider- 
able time  and  may  produce  the  serious  side-effects 
of  irradiation  sickness;  (3)  the  use  of  radioactive 
isotopes — P-32 — thus  irradiating  diseased  tissue 
with  minimal  irradiation  to  the  surrounding  nor- 
mal tissue. 

Radioactive  isotopes  were  first  used  by  Law- 
rence in  1940.  Since  that  time,  several  investiga- 


tors have  used  it  for  various  blood  diseases.  The 
dosage  of  P-32  varies  with  the  severity  of  the 
polycythemia  as  well  as  with  the  weight  and  age 
of  the  patient.  The  methods  of  therapy  vary  great- 
ly. The  phosphorus  may  first  be  given  in  one 
large  intravenous  dose  or  in  several  small  dosages, 
or  may,  on  the  other  hand,  be  given  orally  in 
several  small  doses.  Intravenously,  3 to  6 milli- 
curies  are  usually  given  in  one  dose,  and  a remis- 
sion may  be  expected  in  from  6 to  24  months 
from  the  date  of  administration.  A single  oral 
dose  of  6 to  12  millicuries  may  be  administered, 
and  the  patient  observed  over  three  to  10  months. 
Then  the  dosage  is  repeated  if  necessary.  Another 
method  which  is  becoming  quite  popular  is  the 
administration  of  approximately  2 millicuries 
once  a month  until  a total  dosage  of  6 to  8 milli- 
curies has  been  given. 

All  of  these  methods  have  certain  advantages 
and  disadvantages.  Of  course  the  main  difficulty 
in  giving  P-32  is  that  of  absorption  and  utiliza- 
tion. Generally  speaking,  an  oral  dose  is  expected 
to  be  about  25  to  50  per  cent  higher  than  an  intra- 
venous one. 

Our  first  contact  with  the  patient  under  discus- 
sion today  was  in  May,  1958,  when,  as  you  will 
recall  from  the  history,  he  had  a very  severe  dis- 
ease. At  that  time  a dose  of  5 millicuries  of  P-32 
was  given  him  intravenously,  and  his  remission 
lasted  until  treatments  were  given  him  at  the 
Mayo  Clinic.  Our  next  contact  with  him  was  in 
September,  1962,  when  he  was  found  to  be  in  an- 
other relapse.  During  the  previous  six  weeks  he 
had  had  repeated  phlebotomies.  On  September  6, 
1962,  five  millicuries  of  radioactive  phosphorus 
were  given  him  intravenously,  and  his  course  was 
followed  by  laboratory  studies.  The  response  was 
not  remarkable,  and  three  phlebotomies  were  per- 
formed in  the  ensuing  period.  Because  of  the  per- 
sistency of  his  disease,  it  was  decided  to  give  the 
P-32  orally  in  small  doses  over  a protracted  pe- 
riod. These  were  started  on  December  8,  1962, 
with  3<  millicuries  given  orally  on  that  date.  His 
next  dose  of  radioactive  phosphorus  was  on  De- 
cember 21,  1962,  when  2 millicuries  were  given 
him  orally.  His  blood  counts  after  that  adminis- 
tration indicated  a somewhat  more  favorable  re- 
sponse than  previously.  You  know  that  with  radio- 
active phosphorus  treatment,  one  has  to  be  quite 
cautious  since  there  is  no  known  drug  that  coun- 
teracts the  bone  marrow  depression  caused  by 
radioactive  phosphorus. 

It  should  be  noted  that  the  white  count  in  this 
particular  patient  persisted  at  a high  level.  One 
might  expect  that  a patient  of  this  type  would 
show  considerable  improvement  following  radio- 
active phosphorus  treatment,  with  relief  of  symp- 
toms of  headache,  dyspnea,  vertigo  and  pruritis, 
and  we  might  expect  the  remission  to  last  from 
six  months  to  several  years.  However,  this  pa- 
tient’s remission  appeared  to  be  somewhat  irreg- 
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ular  as  regards  length,  and  with  his  present  count 
at  hand,  it  appears  that  the  therapy  needs  to  be 
instituted  again  and  continued. 

F.  C.  Coleman,  M.D.,  Pathologist:  We  obtained 
a blood  count  of  the  patient  today.  The  hemo- 
globin was  13.8  Gm.;  the  red  blood  cell  count, 
7,300,000,  cu.  mm.;  and  the  total  white  blood  cell 
count,  31,000/cu.  mm. 

We  selected  this  case  because  it  illustrates  typi- 
cal polycythemia  vera  or  erythremia.  The  patient’s 
illness,  according  to  the  information  available  to 
us,  began  in  1956,  when  he  had  the  usual  symp- 
toms of  light-headedness  and  dizziness.  He  con- 
sulted his  doctor,  and  studies  were  made  to  dis- 
tinguish his  disease  as  either  secondary  or  primary 
polycythemia. 

Dr.  White  mentioned  that  pulmonary  disease 
and  heart  disease  are  causes  of  polycythemia,  but 
these  were  eliminated  by  the  initial  medical  check- 
up. The  passage  of  time  and  the  performance  of 
repeated  blood  studies  eliminated  the  possibility 
of  leukemia.  As  you  know,  a significant  number 
of  patients  have  been  reported  with  a leukemoid 
reaction  which,  together  with  other  findings, 
makes  the  differential  diagnosis  between  chronic 
myelocytic  leukemia  and  erythremia  difficult.  The 
patient  was  given  the  conventional  treatment  of 
phlebotomy.  When  he  returned  in  1958,  he  had  a 
course  of  P-32  and  a venesection  with  withdrawal 
of  1,000  cc.  of  blood. 

Subsequently  he  was  taken  to  the  Mayo  Clinic. 
It  was  there  that  an  episode  occurred  which  the 
patient  thought  had  a direct  bearing  on  the  devel- 
opment of  his  pruritis.  In  the  administration  of 
the  P-32,  one  of  those  little  accidents  occurred 
which  could  happen  to  any  one  of  us.  The  syringe 
and  the  needle  became  separated  and  some  of 
the  P-32  spilled  onto  the  patient’s  arm.  He  as- 
sociated this  incident  with  the  onset  of  his  pru- 
ritis. This  became  a very  serious  problem  for  him, 
for  I think  that  it  was  primarily  because  of  this 
assumed  relationship  that  he  failed  to  return  for 
more  treatments. 

He  went  for  four  years  without  any  treatment, 
although  during  that  time  he  developed  involve- 
ment of  the  veins  in  one  of  his  legs.  This  prob- 
ably was  a thrombosis  secondary  to  the  polycy- 
themia. 

The  patient  is  a sales  representative,  traveling 
about  50,000  miles  each  year.  His  guardian  angel 
must  have  been  peering  over  his  shoulder,  for 
he  could  have  suffered  from  episodes  of  dizziness 
and  light-headedness  while  driving. 

The  episode  which  really  brought  this  patient 
in,  however,  was  the  development  of  an  infarct 
of  the  spleen.  While  he  was  in  western  Iowa,  he 
experienced  a sudden  pain  in  the  upper  left  quad- 
rant which  undoubtedly  was  due  to  thrombosis 
with  infarction  of  the  spleen.  He  consulted  a doc- 
tor in  the  town  where  he  was  visiting,  and  was 
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advised  to  return  to  Des  Moines  for  medical  at- 
tention. He  accepted  that  advice. 

We  started  a program  of  active  therapy  which 
has  resulted  in  marked  improvement  in  his  over- 
all health  picture.  He  looks  a great  deal  better. 
The  pruritis  has  now  lessened  so  that  he  needn’t 
dread  taking  a bath.  He  has  gained  about  10  or 
15  pounds.  He  is  a little  more  stable  emotionally 
than  he  was.  He  was  a little  tremorous  in  August, 
but  now  he  looks  fine. 

Dr.  Holzworth,  you  have  seen  this  patient,  and 
we  should  like  to  hear  your  comments  about  him. 

Paul  R.  Holzworth,  M.D.,  General  Practitioner: 
This  patient  was  first  seen  by  a colleague  whose 
practice  I took  over.  His  remissions,  as  Dr.  Hines 
pointed  out,  have  been  quite  irregular.  We  have 
been  aware  of  this  problem. 

We  have  had  an  opportunity  to  examine  his 
hemoglobin  again.  Actually  his  hemoglobin  has 
been  good — 14  to  15  Gm.  He  has  been  faithful 
about  stopping  at  the  office  when  he  didn’t  feel 
well.  I have  talked  with  the  radiologists,  and  they 
are  a little  reluctant  to  treat  someone  radioactive- 
ly  if  his  hemoglobin  is  around  15  or  16  Gm.,  so 
we  have  depended  on  venesection.  He  responded 
well  for  a while.  Apparently  this  last  relapse  de- 
veloped rather  suddenly,  and  he  was  seen  by  a 
physician  who  was  taking  my  calls  in  my  absence. 
This  brings  up  a question:  “How  fast  do  relapses 
occur  in  such  patients,  or  does  anyone  know?” 

Dr.  Coleman:  I don’t  think  anyone  knows. 

Dr.  Holzworth:  The  suddenness  of  the  patient’s 
last  relapse  points  up  the  necessity  of  following 
such  cases  closely  and  over  a period  of  years.  It 
is  too  bad  that  the  incident  of  P-32  spillage  oc- 
curred. I think  it  made  our  patient  a little  re- 
luctant about  permitting  phosphorus  injections, 
and  we  had  to  rely  on  the  venesections  at  least 
for  two  or  three  years.  Now  that  he  is  under  good 
control,  it  is  important  to  continue  following  him 
closely  and  not  to  hesitate  about  using  radioactive 
phosphorus  if  it  is  necessary. 

Dr.  Hines:  I should  like  to  state  that  I have 
spilled  radioactive  phosphorus  as  well  as  other 
isotopes  on  my  hands,  and  I never  have  had  any 
itching  even  on  the  fingers  involved.  I am  quite 
sure  that  radioactive  phosphorus  in  itself  will  not 
cause  pruritis. 

Dr.  Coleman:  This  experience,  however,  cer- 
tainly emphasizes  the  necessity  for  good  communi- 
cation between  the  patient  and  the  doctor  who 
is  taking  care  of  him.  As  a matter  of  fact  this 
disease,  as  much  as  any  disease  I know,  requires 
the  closest  cooperation  between  the  patient,  the 
family  doctor,  the  radiologist  (if  radioactive  ther- 
apy is  to  be  used,  and  usually  it  will  be  used), 
and  the  pathologist  who  will  be  studying  the 
blood.  If  there  is  a breakdown  of  communication 
anywhere  along  the  line,  the  patient  will  suffer 
because  of  it. 

Erythremia  is  not  cured.  Rather,  it  is  brought 
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under  control.  The  patient  will  have  the  disease 
as  long  as  he  lives,  and  in  order  for  him  to  live 
comfortably,  he  must  have  constant  medical  at- 
tention. 

Edward  J.  Drew,  M.D.,  Surgeon:  Why  can’t  this 
patient’s  blood  be  used  for  transfusions? 

Dr.  Coleman:  The  reason  it  can’t  be  used  for 
transfusions  is  that  the  American  Association  of 
Blood  Banks — the  national  organization  of  blood 
banks — has  a set  of  rules  which  members  of  the 
association  must  follow  if  they  are  to  maintain 
their  accreditations.  One  of  those  regulations  is 
that  no  blood  which  has  been  drawn  for  thera- 
peutic purposes  can  be  used  for  transfusions.  Now, 
I would  quickly  grant  that  there  would  be  no 
contraindication  to  the  use  of  blood  from  a pa- 
tient with  well-controlled  polycythemia  vera  other 
than  the  AABB  regulations  prohibiting  its  use. 
Many  venesections  that  are  performed  for  thera- 
peutic purposes  are  done  on  patients  whose  blood 
is  not  suitable  for  transfusions,  however,  and 
rather  than  attempt  to  select  those  patients  whose 
blood  is  suitable  and  to  reject  those  whose  blood 
is  not,  it  was  decided  that  no  blood  drawn  for 
therapeutic  purposes  should  be  so  used.  We  want 
our  blood  bank  here  to  remain  accredited  in  or- 
der to  assure  the  patients,  the  medical  profession, 
and  the  public  that  we  have  a good  bank.  Thus 
we  must  obey  AABB  regulations  and  maintain 
the  standards  it  requires.  Personally  I should  have 
no  hesitation  in  accepting  a transfusion  from  this 
patient  if  a venesection  were  necessary  for  his 
management  and  I needed  a blood  transfusion. 

Jose  Prieto,  M.D.,  Pathology  Resident:  Why  is 
the  bleeding  tendency  so  common  in  cases  of 
polycythemia?  It  is  common,  is  it  not? 

Dr.  Coleman:  The  bleeding  tendency  is  common 
in  polycythemia,  and  there  are  several  explana- 
tions offered  for  it.  It  may  involve  the  skin  or  any 
of  the  viscera,  either  abdominal  or  thoracic,  or 
it  may  be  cerebral.  One  of  the  causes  given  is 
vascular  stasis  with  anoxemia.  Anoxemia  and 
sluggish  flow  may  result  in  a weakening  of  the 
walls  of  the  blood  vessels,  with  the  possibility 
of  rupture  of  the  blood  vessels  and  subsequent 
hemorrhage.  Another  explanation  is  the  increase 
in  blood  volume,  which  brings  about  increased 
pressure  on  the  walls  of  the  blood  vessels.  Also  it 
has  been  said — and  I believe  correctly,  although 
the  mechanism  is  not  clearly  understood — that 
there  is  an  interference  with  the  blood  clotting 
mechanism  in  patients  with  polycythemia,  and  in 
the  face  of  any  injury  to  the  blood  vessels,  though 
actually  quite  minor,  clotting  fails  to  take  place 
as  it  should. 

Thomas  D.  Ghrist,  M.D.,  Internist:  I have  had 
the  opportunity  to  see  cases  of  this  type  at  Ohio 
State  University,  and  I certainly  agree  with  Dr. 
Coleman’s  statement  that  the  course  of  the  disease 
is  characterized  by  irregularity.  Irregularity  is 
the  rule.  That  is  why  the  patient  must  be  kept 


under  constant  care.  Some  patients  require  P-32 
only  at  infrequent  intervals;  others  require  treat- 
ment every  month. 

The  third  method  of  treatment  of  which  Dr. 
Hines  spoke  and  the  one  we  have  found  to  be 
most  satisfactory  is  to  give  small  doses  of  P-32 
at  frequent  intervals.  Two  millicuries,  perhaps, 
every  six  weeks  or  every  two  or  three  months, 
will  keep  the  red  cell  count  and  the  hematocrit 
controlled  more  efficiently.  We  have  come  to  ac- 
cept pruritis  as  one  of  the  common  occurrences. 
This  is  seen  in  almost  all  patients  at  some  time 
or  another.  Very  few  patients  failed  to  have  it, 
regardless  of  the  kind  of  therapy  they  were  given. 

The  relationship  of  P-32  in  the  potentiation  of 
any  leukemic  process  or  change  was  a cause  of 
concern  because  of  Damasheck’s  remark  that  P-32 
caused  a higher  incidence  of  reversion  of  polycy- 
themia vera  to  the  other  myeloproliferative  states 
— in  other  words,  to  chronic  myeloid  leukemia 
and  myelofibrosis.  We  were  interested  in  a pos- 
sible relationship,  so  we  compared  cases  treated 
with  P-32  with  cases  that  had  been  treated  before 
P-32  was  introduced.  There  was  no  difference  in 
the  incidences  of  reversion  of  polycythemia  into 
a malignant  condition. 

It  is  of  interest  also  that  in  recent  years  “eryth- 
ropoietin” has  been  investigated  in  almost  all 
anemias  or  conditions  of  increased  blood  produc- 
tion. We  sent  blood  from  polycythemics,  both  in 
remission  and  in  relapse,  to  Dr.  Jacobsen,  who 
was  then  doing  assays  in  Chicago.  The  results  in- 
dicated then — and  I think  this  has  been  confirmed 
by  more  recent  work — that  there  is  no  increase 
in  the  assayable  erythropoietin  in  the  blood  of  pa- 
tients with  the  polycythemias.  Apparently  eryth- 
ropoietin is  present  in  the  blood  of  certain  ane- 
mics,  but  not  in  polycythemics. 

Dr.  Coleman:  I should  like  to  make  one  or  two 
additional  comments  occasioned  by  Dr.  Ghrist’s 
remarks.  The  erythropoietin  to  which  he  referred, 
or  the  erythropoietic  stimulating  factor,  is  a sub- 
stance which  is  formed  in  the  kidney  in  response 
to  anoxia  and  in  the  presence  of  low  oxygen  ten- 
sion. An  increased  amount  of  erythropoietin  is 
formed,  and  it  then  stimulates  the  primitive  cells 
in  the  bone  marrow  to  release  red  cells  into  the 
peripheral  circulation.  It  is  not  surprising  that 
erythropoietin  is  not  increased  in  polycythemia 
vera,  however,  because  the  oxygen  tension  is  nor- 
mal when  the  polycythemia  is  of  the  primary  type, 
as  in  the  patient  whom  we  have  been  describing. 
If  the  polycythemia  were  secondary  to  heart  dis- 
ease or  to  lung  disease,  then  the  oxygen  tension 
would  be  reduced  and  there  would  be  an  increase 
in  the  erythropoietin  level. 

Dr.  Denser  asked  a question  about  iron  me- 
tabolism. Just  one  quick  comment  on  that.  There 
is  excessive  iron  turnover  in  an  untreated  polycy- 
themia vera  patient.  Increased  utilization  of  iron, 
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again,  would  be  expected  because  of  the  increased 
activity  of  the  bone  marrow.  The  exact  stimulus 
which  causes  this  increased  production  of  the  red 
cells  in  polycythemia  vera  or  erythremia  is  not 
understood,  but  the  bone  marrow  is  quite  capable 
of  turning  out  ceils  at  a fabulous  rate,  at  least 
sporadically. 


Are  there  any  questions  you  would  like  to  ask 
of  the  speakers. 

Ronald  F.  Maly,  M.D.,  Intern:  Is  there  any 
change  in  the  serum  proteins? 

Dr.  Coleman:  So  far  as  is  known,  there  is  no 
significant  alteration  in  the  serum  proteins  in 
polycythemia  vera. 


Coming  Meetings 


IN  STATE 


Sept.  14-15 


Sept.  16-17 


Sept.  18-19 
Oct.  4-5 


Oct.  11 


Oct.  18 


Radiology.  SUI  College  of  Medicine,  Iowa 
City 

Annual  Scientific  Meeting.  Iowa  Chapter  of 
the  American  Academy  of  General  Practice, 
Hotel  Savery,  Des  Moines 

Pediatrics.  SUI  College  of  Medicine,  Iowa  City 
6th  Annual  Rehabilitation  Seminar  for  Physi- 
cal Therapists,  S.U.I.  College  of  Medicine, 
Iowa  City. 

Current  Problems  in  Diagnostic  and  Thera- 
peutic Urology,  S.U.I.  College  of  Medicine, 
Iowa  City. 

Arthritis  and  Related  Disorders,  S.U.I.  College 
of  Medicine,  Iowa  City. 

CONTINENTAL  U.  S. 


Sept.  5-9 
Sept.  9-13 

Sept.  10-13 
Sept.  11-14 
Sept.  12-14 
Sept.  16-20 

Sept.  16-28 

Sept.  19-21 

Sept.  20 

Sept.  20-21 

Sept.  22-26 
Sept.  22-27 

Sept.  24-26 

Sept.  25-26 

Sept.  26-28 


College  of  American  Pathologists,  Palmer 
House,  Chicago. 

Basic  Mechanisms  in  Internal  Medicine 
(American  College  of  Physicians).  University 
of  California  School  of  Medicine,  San  Fran- 
cisco, California. 

Utah  State  Medical  Association,  Salt  Lake 
City. 

Colorado  Medical  Society,  Pueblo  College, 
Pueblo. 

Central  Association  of  Obstetricians  and 
Gynecologists,  Denver  Hilton  Hotel,  Denver. 
Pulmonary  Disease  Seminar  (University  of 
Colorado  Medical  Center).  Fitzsimons  General 
Hospital,  Denver,  Colorado. 

Laryngology  and  Bronchoesophagology  (Uni- 
versity of  Illinois  College  of  Medicine,  Depart- 
ment of  Otolaryngology).  Chicago,  Illinois. 
American  College  of  Obstetricians  and  Gyne- 
cologists (District  7),  Sheraton  Oklahoma 
Hotel,  Oklahoma  City. 

Infectious  Diseases,  University  of  Kansas 
Medical  Center,  Kansas  City,  Kansas. 
Sixteenth  National  Rural  Health  Conference. 
Arlington  Hotel,  Hot  Springs,  Arkansas. 
Western  Orthopedic  Association,  Seattle. 

Michigan  State  Medical  Society,  Pantlind 
Hotel,  Grand  Rapids. 

Kentucky  State  Medical  Association,  Phoenix 
Hotel,  Lexington. 

23rd  National  Congress  on  Occupational  Health 
(AMA  Council  on  Occupational  Health).  Jack 
Far  Hotel,  San  Francisco,  California. 

Immediate  Care  of  the  Sick  and  Injured,  Uni- 
versity of  Kansas  Medical  Center,  Kansas 
City,  Kansas. 


Sept.  27-Oct.  5 American  Society  of  Clinical  Pathologists, 
Palmer  House,  Chicago. 

Sept.  30-Oct.  2 Kansas  City  Southwest  Clinical  Society’s  41st 
Annual  Fall  Clinical  Conference.  Hotel 
Muehlebach,  Kansas  City,  Missouri. 

Oct.  3-4  The  Eye  of  Physical  Diagnosis,  University  of 

V—  Kansas  Medical  Center,  Kansas  City,  Kansas. 

Oct.  5-10  American  Academy  of  Pediatrics,  Palmer 

House,  Chicago. 


Oct.  5-11 

Annual  Otolaryngologic  Assembly  (University 
of  Illinois  College  of  Medicine  and  the  Illinois 
Eye  and  Ear  Infirmary),  Chicago. 

Oct.  7-9 

American  Electroencephalographic  Society, 
Jack  Tar  Hotel,  San  Francisco. 

Oct.  7-11 

Recent  Advances  in  Basic  Mechanisms  in  In- 
ternal Medicine,  University  of  Michigan  Med- 
ical Center,  Ann  Arbor. 

Oct.  8-12 

Congress  of  Neurological  Surgeons,  Denver- 
Hilton  Hotel,  Denver. 

Oct.  10-12 

Ninth  National  Conference  on  Physicians  and 
Schools,  Conrad  Hilton  Hotel,  Chicago. 

Oct.  10-13 

American  Society  of  Clinical  Hypnosis,  Jack 
Tar  Hotel,  San  Francisco. 

Oct.  10-13 

American  Society  of  Maxillofacial  Surgeons, 
Sheraton-Park  Hotel,  Washington,  D.  C. 

Oct.  12-13 

Mid-West  Allergy  Forum,  Sheraton-Cleveland 
Hotel,  Cleveland. 

Oct.  13-18 

International  Congress  of  Plastic  Surgery, 
Sheraton-Park  Hotel,  Washington,  D.  C. 

Oct.  14-18 

Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Disease  of  the  Heart  and  Lungs, 

International  Inn,  Washington,  D.  C. 

Oct.  15-17 

Indiana  State  Medical  Association,  Murat 
Temple,  Indianapolis. 

Oct.  17-19 

Central  Neuropsychiatric  Association,  Shera- 
ton-Lincoln  Hotel,  Houston. 

Oct.  17-20 

Academy  of  Psychosomatic  Medicine,  Shera- 
ton-Palace  Hotel,  San  Francisco. 

Oct.  19-23 

National  Medical  Foundation  for  Eye  Care, 

New  York  City. 

Oct.  20-25 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  New  York  Hilton  Hotel,  New 
York  City. 

Oct.  21-22 

American  Cancer  Society,  Biltmore  Hotel, 
New  York  City. 

Oct.  21-24 

Interstate  Postgraduate  Medical  Association  of 
North  America,  Palmer  House,  Chicago. 

Oct.  21-25 

Common  Problems  in  Endocrinology  and  Me- 
tabolism: Basic  Concepts  and  Clinical  Appli- 
cation, Marquette  University  School  of  Medi- 
cine, Milwaukee. 

Oct.  21-25 

Clinical  Cardiopulmonary  Physiology,  Pick 

Congress  Hotel,  Chicago. 

Oct.  22-24 

Fractures  in  General  Practice,  Medical  Col- 
lege of  Georgia,  Augusta. 

Oct.  22-26 

Society  for  Clinical  and  Experimental  Hyp- 
nosis, Barbizon  Plaza  Hotel,  New  York  City. 

Oct.  23-25 

Chiefs-of-Staff  Conference,  University  of  Col- 
orado Medical  Center,  Denver. 

Oct.  24-26 

American  Association  for  the  Surgery  of 
Trauma,  Mark  Hopkins  Hotel,  San  Francisco. 

Oct.  24-26 

American  College  of  Obstetricians  and  Gyne- 
cologists (District  5),  Detroit  Statler  Hotel, 
Detroit. 

Oct.  25-26 

National  Congress  on  Medical  Quackery, 
Sheraton-Park  Hotel,  Washington,  D.  C. 

Oct.  25-29 

American  Heart  Association,  Biltmore  Hotel, 
Los  Angeles. 

Oct.  28-31 

31st  Annual  Assembly  of  the  Omaha  Mid- 
West  Clinical  Society,  Civic  Auditorium, 
Omaha. 

Oct.  28-Nov.  1 

American  College  of  Surgeons,  Fairmont  and 
Mark  Hopkins  Hotel,  San  Francisco. 

Oct.  28-Nov.  1 

Allergy  and  Hypersensitivity  States,  North- 
western University  Medical  School,  Chicago. 
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ABROAD 


Sept.  1-7 
Sept.  2-6 

Sept.  2-10 
Sept.  9-13 

Sept.  12-14 

Sept.  15-21 

Sept.  16-20 
Sept.  16-22 

Sept.  19-21 

Sept.  19-22 


International  Congress  on  Orthopaedic  Sur- 
gery and  Traumatology.  Vienna.  Write:  Karl 
Chiari,  Grillparzerstrasse  14,  Vienna  1 
International  Congress  on  Clinical  Pathology. 
Mexico  City.  Write:  E.  Cervera  B.,  M.D., 
Asociacion  Mexicana  de  Laboratorio  Clinico, 
Durango  213,  Mexico  7,  D.F. 

International  Congress  of  Genetics.  The  Hague, 
Netherlands.  Write:  S.  J.  Geerts,  14  de  Mon- 
chyplein.  The  Hague 

Conference  on  Cellular  Control  Mechanisms 
and  Cancer.  Amsterdam.  Write:  O.  Miihlbock, 
Netherlands  Cancer  Institute,  Antoni  van  Leeu- 
wenhoek-Huis,  Sarphatistraat  108,  Amsterdam 
C 

Anesthesia  Conference.  Freiburg  im  Breisgau, 
W.  Germany.  Info:  K.  Wieners,  M.D.,  Anas- 
thesieabteilung  and  der  Chirurgischen  Uni- 
versitatsklinik,  Freiburg  im  Breisgau. 
International  Congress  on  Occupational  Health. 
Madrid.  Write:  D.  P.  Sangro  Torres,  M.D.,  In- 
stitute Nacional  de  Medicina  y Seguridad  del 
Trabajo,  Ciudad  Universitaria,  Madrid 
Ciba  Foundation  Guest  Symposium  on  Mother- 
Infant  Interaction.  London.  Write:  Ciba  Foun- 
dation, 41  Portland  Place,  London  W1 
Ninth  Congress  on  Vital  Substances,  Nutrition 
and  Diseases  of  Civilization.  Lindau  and  Gre- 
gens,  Germany.  Write:  Bemeroderstrasse  61, 
Hanover-Kirchrode,  Germany 
Congress  of  the  International  Society  of  Car- 
diovascular Surgery.  Rome,  Italy.  Write:  H. 
Haimovici,  M.D.,  862  Park  Avenue,  New  York 
21 

Fifth  International  Congress  of  General  Prac- 
tice. Salzburg,  Germany.  Write:  K.  Engel- 


meier,  M.D.,  Internationale  Gesellschaft  fur 
Praktisch  Angewandte  Medizin,  Langestrasse 
21,  Oelde,  Westf.  West  Germany 

Sept.  22-28  Seventeenth  World  Medical  Assembly.  Mexico 
City.  Write:  Harry  S.  Gear,  M.D.,  10  Colum- 
bus Circle,  New  York  19 

Sept.  23-27  World  Federation  of  Neurology.  Strasbourg, 
France.  Write:  H.  Fishgold,  M.D.,  Institut 
Bunge,  59  rue  Philippe  Williot,  Berchem-Ant- 
werp,  Belgium 

Sept.  23-Nov.  22  Around  the  World  Postgraduate  Surgical  Clinic 
Tour  (International  College  of  Surgeons).  For 
complete  information  contact  the  International 
Travel  Service,  Inc.,  116  South  Wabash  Ave- 
nue, Chicago  3,  Illinois 

Sept.  24-28  Seventeenth  International  Tuberculosis  Con- 
ference. Rome.  Write:  Sec. -Gen.  G.  l’Ettore, 
via  Ezio  24,  Rome 


Sept.  26-28 


Oct.  6-11 


Oct.  13-18 


International  Congress  of  Therapy.  Brussels. 
Write:  Dr.  Bauduin,  Faculte  de  Medicine,  115 
boul  de  Waterloo,  Brussels 

International  Congress  of  Clinical  Pathology. 
Mexico  City.  Write:  E.  Cervera,  M.D.,  Duran- 
go 213,  Mexico  7.  D.F. 

American  Society  of  Plastic  and  Reconstruc- 
tion Surgery,  Sheraton  Hotel,  Washington, 
D.  C. 


Nov.  5-13  Ninth  Congress  of  the  Pan-Pacific  Surgical 
Association.  Honolulu.  Write:  F.  J.  Pinkerton, 
M.D.,  Director  General,  Pan-Pacific  Surgical 
Association,  Suite  236,  Alexander  Young  Build- 
ing, Honolulu  13,  Hawaii 

Nov.  13-Dec.  10  First  Pan-Pacific  Mobile  Educational  Lecture 
Seminar.  New  Zealand,  Australia,  Thailand, 
the  Philippines,  Hong  Kong  and  Japan.  Write 
Dr.  F.  J.  Pinkerton,  Director  General,  Pan- 
Pacific  Surgical  Association,  Suite  236,  Alex- 
ander Young  Building,  Honolulu  13 


Radiology 


A postgraduate  course  in  radiology  will  be  held 
in  Iowa  City,  September  14  and  15. 

The  Saturday  program  will  consist  of  a business 
meeting  of  the  Iowa  Radiological  Society,  com- 
mencing at  3:00  p.m.,  followed  by  cocktails  and 
a dinner. 

The  program  for  Sunday,  September  15  will  be 
conducted  in  the  Cardioscope  Room  (E  328-1)  of 
University  Hospitals,  and  the  principal  presenta- 
tions will  be  the  following: 

10: 05  a.m.  “Highlights  in  the  History  of  Radiology” — 

C.  L.  Gillies,  M.D. 

10:30  “Radiographic  Manifestations  of  Rheuma- 

toid Diseases” — E.  F.  VanEpps,  M.D. 

“The  Effects  of  Mecholyl  on  the  Lower 
Esophagus” — F.  D.  Lawson,  M.D. 

11:00  “Experience  to  Date  With  Mammography  at 

S.U.I.” — A.  F.  Schroeder,  M.D. 

“Flow  Rates  Through  Angiographic  Cath- 
eters, and  Features  of  Pressure  Injectors” 
— G.  J.  Roller,  M.D. 

“Placement  of  Radioactive  Materials  in 
Lymph  Nodes” — H.  W.  Fischer,  M.D. 


“Radiographic  Features  of  Multiple  Myelo- 
ma”— R.  E.  Bethards,  M.D. 

“Percutaneous  Cholangiography” — R.  E.  Le- 
vis, M.D. 

1:00  p.m.  “Current  Status  of  Chemotherapy  in  Can- 
cer of  the  Breast” — R.  L.  Lawton,  M.D. 

a.  Follow-up  of  Results  of  Combined  Ther- 
apy in  Cancer  of  the  Lung 

b.  Combined  Chemotherapy  and  Radiation 
in  Tumor  Treatment — H.  W.  Wiggins, 
M.D. 

“Radiation  Therapy  of  Ewing’s  Sarcoma” — 
E.  Newman,  M.D. 

“Cysts  of  the  Mandible  and  Maxilla” — J.  C. 
Spellmeyer,  M.D. 

2:00  “Intraosseous  Venography” — C.  W.  Graham, 
M.D. 

“Presentation  of  Two  Unusual  Cases” — 
E.  Hierschbiel,  M.D. 

“Non-Routine  Cholecystography” — G.  M. 
Wyatt,  M.D. 

“Some  Applications  of  Cinefluorography” — 
J.  T.  Keller,  M.D. 


INTUSSUSCEPTION 

An  analysis  of  300  cases  of  intussusception  by 
Benson  and  his  associates,*  in  Detroit,  is  an  illu- 
minating study  which  is  of  interest  to  the  clinician 
and  the  surgeon.  The  opportunity  to  observe  such 
a large  group  of  cases  is  denied  to  most  physicians, 
and  the  lessons  learned  by  those  who  have  been 
so  privileged  are  invaluable. 

According  to  Benson,  intussusception  is  the  most 
common  cause  of  intestinal  obstruction  between 
the  ages  of  two  months  and  five  years.  Though  it 
may  occur  at  any  age,  its  highest  incidence  lies 
between  the  third  and  the  eleventh  months  of  life. 
In  the  group  of  300  cases  analyzed,  79  per  cent  of 
the  patients  were  under  two  years  of  age,  and  96 
per  cent  were  under  five  years. 

The  etiology  of  intussusception  continues  to  be 
obscure,  and  85  to  90  per  cent  of  all  reported  cases 
are  classified  as  idiopathic.  A small  group,  vary- 
ing from  5 to  15  per  cent,  are  attributed  to  some 
demonstrable  local  cause.  In  the  Detroit  series,  9 
per  cent  of  the  cases  were  attributed  to  local 
causes,  or  had  occurred  as  a complication  of  dis- 
ease or  as  a consequence  of  surgery.  A Meckel’s 
diverticulum  was  present  in  14  patients.  Marked 
lymphoid  hyperplasia,  bulging  into  the  lumen  of 
the  bowel  in  a polypoid  manner,  was  the  apparent 
cause  of  intussusception  in  three  patients;  polyps 
were  present  in  four;  lymphosarcoma  in  two;  and 
duplication  of  the  cecum  had  produced  iliocolic 
intussusception  in  a two-day-old  infant.  There 
were  two  children  in  whom  the  intestinal  lesions 
of  Henoch-Schonlein  purpura  had  resulted  in 
intussusception,  and  intussusception  of  the  jeju- 
num had  occurred  on  the  fourth  day  in  a patient 
following  an  operation  for  the  correction  of  co- 
arctation of  the  aorta. 

Several  hypotheses  have  been  advanced  alleg- 
ing a common  etiologic  factor  in  idiopathic  intus- 
susception, but  no  one  common  factor  has  been 
demonstrated.  In  some  of  the  cases  in  the  Detroit 
series,  an  antecedent  enteritis  appeared  to  have 
played  a significant  role.  The  combination  of  hy- 
perperistalsis and  hypertrophy  of  Peyer’s  patches 
in  the  termini  ileum  had  appeared  to  contribute 
to  the  development  of  intussusception. 

In  the  group  of  300  patients,  214  were  white,  85 

* Benson,  C.  D.,  Lloyd,  J.  R.,  and  Fischer,  H.:  Intussuscep- 
tion in  infants  and  children;  analysis  of  300  cases,  arch, 
surg.,  86:745-751,  (May),  1963. 


were  Negro  and  one  was  Oriental.  Their  ages 
ranged  from  two  days  to  14  years.  Males  outnum- 
bered females  almost  two  to  one,  a ratio  which 
conforms  to  those  reported  by  others. 

The  Detroit  group  employ  the  barium  enema 
chiefly  as  a diagnostic  aid,  rather  than  as  a thera- 
peutic tool.  As  a consequence,  there  were  only  25  , 
patients  in  whom  hydrostatic  reduction  of  the 
intussusception  was  accomplished.  The  lesions  in 
24  of  these  were  ileocolic,  and  in  one  it  was  a colo- 
colic  intussusception  secondary  to  a polyp  of  the 
transverse  colon.  Despite  the  popularity  of  hydro- 
static reduction  of  intussusception  with  the  barium 
enema  in  certain  centers,  operative  reduction  is 
the  treatment  of  choice,  according  to  Benson,  al- 
though he  and  his  associates  acknowledge  that 
the  barium  enema  is  an  effective  method  of  treat- 
ment in  experienced  hands  and  that  it  is  prob- 
ably a safe  method  if  adequate  precautions  are  fol- 
lowed. Close  cooperation  between  the  radiologist 
and  the  surgeon  is  a requisite  if  this  method  of  re- 
duction is  attempted.  Stress  is  placed  upon  the 
hazard  of  employing  hydrostatic  reduction  as  an 
outpatient  procedure,  and  it  is  emphasized  that  all 
patients  so  treated  should  be  hospitalized  and  ob- 
served carefully  for  at  least  48  hours. 

The  criteria  by  which  the  successful  hydro- 
static reduction  of  an  ileocolic  intussusception  is 
determined  are:  (1)  adequate  filling  of  the  cecum 
with  reflux  into  the  terminal  ileum;  (2)  the  ab- 
sence of  a filling  defect  in  the  cecum;  (3)  the 
relief  of  symptoms  in  the  patient;  (4)  the  absence 
of  small-bowel  obstruction;  and  (5)  no  evidence  of 
recurrence  in  the  post-evacuation  films. 

In  patients  who  are  critically  ill,  in  whom  there 
is  evidence  of  peritoneal  irritation  or  in  whom 
clinical  and  roentgenologic  evidence  of  small  bowel 
obstruction  is  present,  a barium  enema  should  be 
used  only  as  a simple  diagnostic  procedure.  Under 
any  of  these  conditions  the  loss  of  valuable  time, 
the  possibility  of  perforation  of  gangrenous  bowel 
and  the  possibility  of  overlooking  an  ileocecal  in- 
tussusception are  hazards  to  be  considered  care- 
fully. 

Preoperative  evaluation  is  of  great  importance 
in  the  management  of  these  patients.  Although  the 
duration  of  symptoms  ordinarily  is  of  great  signifi- 
cance, the  authors  point  out  that  gangrenous  bowel 
had  to  be  removed  in  certain  patients  whose  symp- 
toms were  of  no  more  than  12  hours’  duration,  and 
that  in  some  infants  chronic  intussusceptions  of 
six  or  more  days’  duration  were  reduced  without 
difficulty. 

Because  of  the  trouble  in  predicting  which  in- 
tussusceptions will  be  irreducible  and  in  which  pa- 
tients resection  of  gangrenous  bowel  will  be  neces- 
sary, it  is  the  practice  of  the  Detroit  group  to  be 
prepared  for  whatever  surgery  may  be  required. 
All  patients  receive  intravenous  therapy,  and 
matched  blood  is  available.  A cutdown  infusion  is 
used  in  infants,  in  very  ill  patients  and  in  any  pa- 
tient in  whom  a reliable  infusion  cannot  be  main- 
tained. 
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Moderate  degrees  of  dehydration  can  usually 
be  corrected  in  a few  hours  by  intravenous  in- 
fusion, and  fever  is  frequently  lowered  by  the  hy- 
dration. In  the  more  critically  ill  patients,  par- 
ticularly those  with  evidence  of  shock  or  of  peri- 
tonitis, careful  preoperative  preparation  is  neces- 
sary. In  the  judgment  of  the  authors,  the  poor-risk 
patient  is  frequently  the  inadequately-prepared 
patient.  It  is  important  that  dehydration  be  cor- 
rected, that  high  temperature  elevation  be  reduced 
to  less  than  101°F.,  that  circulating  blood  volume 
be  restored,  and  in  the  presence  of  severe  oliguria 
that  an  adequate  urinary  output  be  established. 
Adequate  intravenous  fluid,  proper  electrolyte  and 
colloid  therapy,  nasogastric  decompression,  and 
antibiotics  frequently  convert  the  critically  ill  pa- 
tient into  a reasonably  good  surgical  risk. 

From  their  experience,  Benson  et  al.  feel  that 
in  general  there  is  no  necessity  for  exteriorization 
procedures  if  gangrene  of  the  bowel  is  encoun- 
tered. In  the  properly  prepared  patient,  the  time 
an  experienced  surgeon  needs  to  perform  a resec- 
tion and  a primary  end-to-end  anastomosis  does 
not  constitute  a greater  risk  than  the  technical  dif- 
ficulties encountered  in  exteriorizing  the  bowel. 
When  resection  is  necessary,  decompression  of  the 
distended  proximal  bowel  is  extremely  important 
in  that  it  facilitates  primary  anastomosis  and  re- 
duces the  hazard  of  contamination. 

Incidental  appendectomy  was  done  in  184  of  the 
237  patients  who  underwent  surgical  reduction  of 
an  intussusception,  but  this  additional  procedure 
did  not  contribute  to  the  morbidity  or  mortality. 
Many  of  the  children,  particularly  those  who  are 
critically  ill,  require  continued  supportive  therapy 
with  fluids,  electrolytes,  colloids  and  antibiotics 
during  the  postoperative  period. 

Intestinal  resection  was  required  in  38  patients 
(16  per  cent),  irreducible  intussusception  or  gan- 
grenous bowel  necessitated  resection  in  29  cases, 
and  a local  cause  required  resection  in  20  patients. 
The  disparity  in  numbers  is  due  to  the  fact  that 
some  patients  had  demonstrable  local  lesions  in 
association  with  gangrenous  bowel. 

Recurrence  of  intussusception  occurred  in  one 
patient  48  hours  after  reduction  by  hydrostatic 
pressure.  Among  237  patients  who  were  subjected 
to  exploratory  laparotomy,  nine  had  recurrences 
from  two  days  to  two  years  after  reduction.  There 
were  no  deaths  in  the  group  of  25  patients  in  whom 
reduction  was  accomplished  by  barium  enema.  In 
237  patients  who  underwent  surgical  reduction 
there  were  four  deaths,  or  a mortality  of  1.7  per 
cent.  In  the  group  of  38  patients  in  whom  resec- 
tion and  primary  anastomosis  were  done,  there 
were  three  deaths,  or  a mortality  of  7.8  per  cent. 
The  over-all  mortality  in  the  group  of  300  patients 
was  2.3  per  cent.  Six  of  the  seven  patients  who 
died  were  under  one  year  of  age.  Shock,  with  an 
associated  peritonitis,  was  the  primary  cause  of 
death. 

As  a result  of  their  experience,  the  Detroit  sur- 


geons emphasize  the  importance  of  adequate  pre- 
operative preparation,  and  of  individualizing  pa- 
tient evaluations.  Resection  of  gangrenous  or  irre- 
ducible bowel  and  primary  anastomosis  are  the 
procedures  of  choice.  Any  segment  of  intestine  in 
which  the  viability  is  not  absolutely  certain  should 
be  resected.  The  clinician  must  be  alert  to  the  fact 
that  rectal  bleeding  occurs  in  only  about  one  third 
of  the  patients  with  intussusception,  and  that  es- 
pecially in  ileoileal  intussusception,  it  frequently 
is  not  present.  If  properly  performed  and  if  all 
necessary  precautions  are  taken,  reduction  by 
barium  enema  may  be  successful  in  intussuscep- 
tions of  short  duration,  but  such  patients  must  be 
kept  in  the  hospital  under  careful  observation  for 
at  least  48  hours. 

FASTING  AS  THERAPY  FOR 
OBESITY 

Nationwide  publicity  has  been  given  to  a female 
patient  in  a California  hospital  who  reduced  her 
weight  from  315  to  184  lbs.  within  a period  of  six 
months.  Her  therapy  included  117  days  of  fasting, 
during  which  time  she  ingested  only  water  and  a 
vitamin  tablet  daily.  Unquestionably,  many  physi- 
cians will  be  interrogated  concerning  the  safety 
and  the  efficacy  of  such  a regimen.  An  article  by 
a group  of  physicians  from  the  Division  of  Medi- 
cine at  the  Pennsylvania  Hospital,  Philadelphia, 
reports  on  the  management  of  107  patients  by  the 
use  of  intermittent  fasts  in  the  correction  and  the 
control  of  intractable  obesity.* 

According  to  the  Philadelphia  group,  obesity  is 
a major  clinical  and  public  health  problem.  In 
this  country,  more  than  one  in  20  males  and  one 
in  nine  females  20  years  of  age  or  older  are  20 
per  cent  or  more  above  average  weight.  Sustained 
hypertension  has  been  found  much  more  frequent- 
ly in  people  who  are  overweight  than  in  those  who 
are  thin  or  of  medium  weight.  Other  studies  have 
shown  that  those  who  are  appreciably  overweight 
had  twice  as  many  new  cases  of  arteriosclerotic 
heart  disease  as  did  those  who  were  under  average 
weight.  Obesity  is  a common  antecedent  to  dia- 
betes, and  among  diabetic  patients  the  mortality 
is  much  higher  in  those  who  are  overweight  than 
in  those  of  average  weight. 

Previous  reports  of  short  periods  of  fasting  as 
the  initial  phase  of  treatment  for  obesity  demon- 
strated that  this  method  was  well  tolerated  and 
was  efficacious.  On  the  basis  of  these  findings,  the 
Philadelphia  group  instituted  fasts  of  one  to  15 
days’  duration  as  a means  of  reducing  obese  dia- 
betic and  non-diabetic  patients.  Following  the  in- 
itial period  of  fast,  one-  and  two-day  fasts  were 
carried  out  at  varying  intervals  to  further  a con- 
tinuation of  weight  reduction  and  to  prevent  the 
regaining  of  lost  weight. 

* Duncan,  G.  G.,  Jensen,  W.  K.,  Cristoferi,  F.  C.,  and 
Schless,  G.  L.:  Intermittent  fasts  in  correction  and  control 
of  intractable  obesity,  am.  j.  med.  sci.,  245:515-520,  (May) 
1963. 
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The  107  individuals  in  the  study  were  ones  who 
had  been  unable  to  reduce  by  the  conventional 
measures  of  low-calorie  diet,  anorexic  drugs,  ex- 
ercise and  psychiatric  guidance.  Each  patient  was 
hospitalized  for  study  and  for  the  initial  period  of 
fasting.  Excluded  were  pregnant  patients  and 
those  with  infections,  hepatic  disease,  peptic  ulcers, 
recent  myocardial  infarction,  or  labile,  poorly  con- 
trolled diabetes. 

Before  institution  of  the  fast,  a glucose  tolerance 
test  was  done  on  each  patient.  Because  of  the 
high  incidence  of  gallbladder  disease,  cholecysto- 
grams  were  done  routinely.  Repeated  determina- 
tions of  blood  sugar,  serum  and  urine  ketone  de- 
terminations, C02  combining  power,  electrolytes 
and  lipids  were  made.  Steroid  and  sodium  chloride 
excretions  were  also  determined. 

The  107  obese  subjects  were  either  private  pa- 
tients or  those  treated  in  public  wards.  Water  was 
allowed  as  desired,  as  well  as  weak  tea  or  coffee 
and  flavored  beverages  of  no  calorie  value.  A mul- 
tiple-vitamin capsule  was  given  once  or  twice  daily 
to  prevent  vitamin  deficiency  during  the  period  of 
starvation.  Patients  under  18  years  of  age  were 
restricted  to  fasts  of  fewer  than  seven  days,  and  in 
most  instances  they  were  limited  to  four  or  five 
days.  For  patients  over  18,  the  fasts  varied  from 
five  to  14  days.  The  patients  resumed  food  intake 
one  day  before  discharge  from  the  hospital,  usually 
as  a diet  of  1,500  to  2,300  calories.  A one-day  fast 
per  week  thereafter  was  recommended  as  a means 
of  achieving  more  weight  loss.  During  all  fasting 
periods,  physical  activity  was  restricted  to  a mini- 
mum, for  patients  experienced  weakness  when 
they  did  not  observe  this  rule. 

Ketonuria  was  present  on  the  first  or  second  day 
of  the  fast,  and  hyperketonemia  could  be  detected 
on  the  second  day  and  gradually  increased  as  the 
fast  continued.  The  total  serum  lipids  remained 
within  normal  limits.  No  significant  changes  in 
the  serum  cholesterol  were  observed.  The  C02 
combining  power,  the  serum  electrolytes,  fibrino- 
lytic activities  and  steroid  excretions  were  not  al- 
tered during  the  period  of  fast.  Hyponatremia  was 
not  observed,  though  NaCl  excretion  was  in- 
creased during  the  early  days  of  the  fast. 

During  the  period  of  fasting,  weakness  was  not 
an  uncommon  complaint,  but  it  was  not  necessary 
for  any  patient  to  discontinue  the  fast  for  this  rea- 
son. A few  patients  complained  of  light-headedness 
and  weakness,  and  mild  waves  of  nausea  were  ex- 
perienced by  about  one-third  of  the  patients. 

In  follow-up  studies  of  the  107  patients  after 
periods  varying  from  one  to  32  months,  it  was 
found  that  43  per  cent  had  maintained  the  initial 
reduction  in  weight,  17  per  cent  had  continued  to 
reduce,  and  40  per  cent  had  regained  their  former 
weights.  During  the  period  of  fasting,  the  loss  in 
weight  varied  from  1.5  to  4 lbs.  per  day,  and  the 


average  loss  was  between  2 and  2.5  lbs.  per  day. 
Most  of  the  patients  had  a sense  of  well  being  and 
were  surprisingly  cheerful.  There  were  few  com- 
plaints of  hunger,  and  anorexia  was  striking  after 
the  first  day  of  the  fast,  and  there  was  a close  re- 
lationship between  hyperketonemia  and  loss  of 
appetite  in  every  patient  in  the  series.  In  those  pa- 
tients with  essential  hypertension,  the  blood  pres- 
sure returned  to  normal,  but  all  cases  of  hyper- 
tension were  mild.  In  three  patients  with  resistant 
psoriasis,  the  condition  improved  during  the  period 
of  weight  reduction. 

The  authors  conclude  that  total  fasts  of  four  to 
14  days’  duration  are  an  effective  means  of  weight 
reduction.  Subsequent  fasts  of  one  or  two  days’ 
duration,  at  varying  intervals,  caused  further 
weight  reduction  and  permitted  patients  a some- 
what more  liberal  diet  in  the  meantime.  Because 
of  the  anorexic  effect  of  fasting,  total  fast  appears 
to  be  tolerated  better  than  a prolonged  low-calorie 
diet.  The  anorexia  which  accompanies  abstinence 
from  food  is  thought  to  be  due  to  the  hyperke- 
tonemia induced  by  the  fast. 

AN  AGING  MAN'S  PRAYER 

As  the  years  hasten  and  add  up,  and  as  the 
shadows  lengthen,  there  is  a tendency  for  one’s 
idiosyncrasies  to  become  exaggerated,  for  his 
world  to  become  circumscribed,  and  for  him  to 
become  hypercritical  of  others,  to  be  embittered 
by  his  multiplying  infirmities,  and  to  grow  either 
unduly  loquacious  or  to  withdraw  into  a shell  of 
silence.  Thus  each  of  us  should  append  to  his 
bible  the  following  prayer  from  the  column  by  Dr. 
Walter  Alvarez  which  appeared  in  the  des  moines 
tribune  for  July  25: 

Dear  Lord,  I realize  that  I am  growing  old.  Help 
me  to  keep  from  getting  too  talkative — from  get- 
ting boresome — and  from  getting  positive  and  ve- 
hement about  many  subjects  about  which  I know 
little.  May  I keep  remembering  that  simply  be- 
cause I know  one  subject  well,  this  does  not  mean 
that  I am  equally  an  expert  on  other  subjects. 

Help  me  to  watch  the  faces  of  those  about  me  so 
that  I will  know  when  I have  said  enough.  Help 
me  to  keep  from  developing  the  monologue  habit. 
Teach  me  to  listen  as  well  as  to  speak.  Help  me  to 
get  quickly  to  the  point  of  my  story  and  then  to 
quit.  Help  me  to  avoid  giving  a biography  of  all 
the  persons  whom  I mention.  Help  me  to  avoid 
giving  minute  details  about  everything. 

Help  me  to  realize  that  if  I am  to  have  young 
friends,  or  even  old  friends,  I must  not  drive  them 
away  by  long  recitals  of  my  discomforts  and  hard- 
ships and  the  injustices  that  have  been  done  to 
me.  May  I never  speak  of  the  ingratitude  of  my 
children;  may  I never  describe  my  backache — ex- 
cept to  my  physician. 

Help  me  to  see  that,  if  I am  to  keep  my  old 
friends  and  find  new  ones,  I must  be  friendly,  and 
I must  make  it  worthwhile  for  people  to  come  and 
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see  me  and  chat  with  me.  As  we  visit,  I must  give 
them  some  pleasure  and  some  mental  stimulus,  or 
they  will  not  come  hack.  Help  me  to  have  a real 
interest  in  my  guests,  sympathy  for  them,  and 
concern  over  their  problems.  Teach  me  to  listen 
patiently  to  their  tales  of  woe.  Help  me  to  keep 
up  some  correspondence  with  my  relatives  and  my 
friends. 

Help  me  to  keep  from  getting  the  idea  that  I can 
— and  must — direct  the  lives  of  those  about  me. 
Help  me  to  mind  my  own  affairs  and  not  to  tell 
other  people  what  to  do.  Help  me  to  keep  from 
being  bossy.  Help  me  to  see  that  I will  be  lucky 
if  I take  care  of  my  own  life  wisely. 

Above  all  things,  oh  Lord,  help  me  to  remain 
kindly;  keep  me  from  becoming  bitter;  keep  me 
from  going  into  tirades  about  the  President  or 
some  of  his  actions  that  I dislike.  Help  me  to  avoid 
exploding  in  wrath  over  little  annoyances. 

Help  me  to  keep  from  becoming  miserly  and 
parsimonious  in  matters  of  money. 

Help  me,  dear  Lord,  to  keep  what  redeeming 
sense  of  humor  and  self-criticism  I may  once  have 
had. 

Help  me  to  make  allowances  for  the  weaknesses 
and  irritabilities  of  some  persons  I may  meet; 
goodness  knows,  they  will  have  to  make  allow- 
ances for  the  defects  and  irritabilities  they  will 
find  in  me.  Amen. 

TRIBUTES  MOST  TO  BE  DESIRED 


The  obituary  column  of  the  British  medical 
journal  for  May  29  contained  comments  by  sev- 
eral physicians  concerning  Dr.  L.  M.  Rouillard,  who 
had  recently  died  at  the  untimely  age  of  51  years. 
Dr.  Rouillard  had  been  a plastic  surgeon  and  a 
consultant  to  the  United  Norwich  Hospitals  and 
the  United  Cambridge  Hospitals.  Seldom  is  one 
privileged  to  read  such  generous  praise  of  a man, 

' and  even  a posthumous  acquaintance  with  this 
unusual  personality  is  an  enriching  experience. 

Excerpts  from  the  obituary  and  from  the  ac- 
companying letters  give  one  an  insight  into  this 
man’s  character: 

“It  was  his  charming  personality  which  endeared 
him  to  his  many  friends.  He  had  a keen  sense  of 
humor  and  of  fun  which  delighted  all  who  came 
in  contact  with  him.  A good  pianist,  and  a lover 
of  all  things  musical,  he  had  a curious  habit  of 
humming  a little  tune  if  anyone  said  anything 
foreign  to  his  nature.  Though  not  especially  a re- 
ligious man,  there  was  no  evil  in  him  and  he  could 
not  be  part  of  anything  underhand  or  dishonest. 
. . . He  was  a sportsman  who  played  for  sheer  fun. 
...  A fitting  memorial  to  this  kind  and  gentle  sur- 
geon is  the  knowledge  that  his  acts  of  kindness,  the 

I innumerable  benefits  he  bestowed  on  his  patients, 
and  the  memory  of  a charming  personality  will 
live  for  many  years  to  come.  And  of  him  it  could 
be  truly  said,  ‘The  goodness  that  men  do  lives 
after  them.’  ” 


“Louis  Rouillard  was  the  best  of  colleagues — 
tolerant,  conscientious,  and  a very  skilled  surgeon. 

. . . He  was  always  willing  to  help  in  any  difficult 
procedure,  or  advise  in  a delightfully  modest  and 
diffident  way.  He  dealt  with  a constant  procession 
of  the  burnt,  maimed,  and  disfigured,  and  it  was 
always  an  enriching  experience  to  accompany  him 
to  his  ward  and  see  there  his  humane  and  unaf- 
fected relations  with  his  patients.  Genial  com- 
panion and  versatile  sportsman,  he  had  innumer- 
able friends  in  all  walks  of  life,  and  his  unobtru- 
sive goodness  and  ability  won  him  a host  of  grate- 
ful patients.  They  all  mourn  his  loss.” 

“In  his  quiet  reminiscent  way  he  initiated  me 
into  a whole  host  of  humorous  stories — all  utterly 
true  and  sparked  with  divine  wit.  He  was  shy  but 
not  retiring,  and  a man  of  wisdom  and  complete 
integrity.  Though  he  would  be  the  last  to  admit 
it,  he  was  a person  who  showed  in  all  of  its  best 
aspects  the  greatest  of  all  virtues,  humility.” 

There  is  a temptation  for  the  physician  to  lose 
something  of  his  humility,  to  dramatize  his  posi- 
tion and  to  acquire  a feeling  of  self-importance,  for 
he  deals  with  life  and  with  death.  The  realistic 
doctor  is  humbled  by  the  miracle  of  birth,  by  the 
delicate  physical  and  chemical  forces  which  main- 
tain life,  by  the  mystery  of  death,  by  the  weight 
of  his  own  responsibilities,  and  by  the  conscious- 
ness of  his  own  professional  limitations.  The  phy- 
sician can  be  justifiably  proud  of  his  profession 
and  of  his  competence,  but  he  should  never  in- 
dulge himself  in  arrogance  or  in  smug  superiority. 
Confronted  by  the  ills  to  which  flesh  is  heir,  the 
physician  of  experience  can  have  no  illusions  con- 
cerning his  individual  importance. 

As  we  are  told  they  did  in  Dr.  Rouillard,  the 
uncommon  qualities  of  unobtrusive  goodness  and 
humility  prompt  the  admiration  and  respect  and 
the  affection  of  all  men! 

AN  EXTREMELY  SIMPLE  TEST 

A current  advertisement  for  Bromsulphalein 
contains  a quotation  from  a medical  article  about 
the  liver  function  test  based  on  the  injection  of  the 
dye  and  ends  in  this  provocative  phrase,  “and  is 
an  extremely  simple  test  to  perform.”  The  author 
was  not  even  content  to  refer  to  the  test  as  simple, 
but  felt  obligated  to  heap  insult  on  injury  and 
qualify  the  word  “simple”  by  “extremely.” 

To  one  who  has  had  a vast  experience  with 
laboratory  procedures,  no  procedure  or  test  is 
simple,  much  less  extremely  simple.  To  the  un- 
initiated or  to  the  physician  who  does  laboratory 
tests  by  proxy,  by  administration,  or  “on  order,” 
most  tests  are  simple — for  him.  But  to  the  labora- 
torian,  who  day  by  day  and  year  in  and  year  out 
works  with  his  own  hands  and  closely  supervises 
those  of  his  technicians,  the  pitfalls  in  a so-called 
bedside  or  simple  test  are  frequent  and  deep. 
Bright’s  test  for  urinary  albumin,  which  was  per- 
formed at  the  bedside  in  a silver  spoon  over  a 
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spirit  lamp  more  than  a century  ago,  was  extreme- 
ly simple — and  inaccurate. 

Perhaps  calling  a test  “simple’  is  a matter  of 
viewpoint  or  a difference  in  the  mental  concept 
of  a test.  To  the  experienced  and  finely  trained 
laboratory  physician,  a test  begins  with  its  con- 
cept and  continues  on  through  its  long  develop- 
ment, its  numerous  modifications,  the  preparation 
of  its  reagents,  its  technical  performance,  the  ob- 
servation of  its  numerous  technical  errors,  its 
transmittal  errors,  and  finally  its  interpretation 
in  the  light  of  the  patient’s  condition.  Of  these 
factors,  the  technical  performance,  usually  con- 
sidered the  test,  is  least  important,  although  it  is 
important  enough  to  demand  meticulous  care  and 
thorough  understanding. 

Now  the  Bromsulphalein  test  is  not  a simple  one 
— far  from  it.  I began  my  use  of  the  test  at  the 
Mayo  Clinic  in  1933  after  Dr.  Carl  Green  had 
worked  with  the  test  for  several  years.  In  all, 
I performed  with  my  own  hands  or  closely  super- 
vised the  performance  of  something  in  excess  of 
200,000  of  these  tests,  not  includng  thousands  per- 
formed on  animals.  The  only  death  immediately 
following  a laboratory  test  I ever  saw  in  more 
than  40  years  of  medical  practice  occurred  after 
one  of  these  tests.  Other  writers  have  reported 
such  deaths,  and  I and  others  have  seen  edema  of 
the  throat  and  lungs,  dyspnea,  urticaria,  angio- 
neurotic edema,  severe  asthma,  and  electrocardio- 
graphic changes  following  the  injection  of  the  dye. 
To  be  sure,  these  complications  are  rare,  but  they 
do  occur.  No  test  that  can  produce  such  a display 
of  complications  can,  by  the  wildest  stretch  of  the 
imagination,  be  called  “extremely  simple.’ 

But  these  are  not  all  of  the  complications  in 
performing  the  test.  I have  seen  a Grade  4 reten- 
tion reported  because  the  hub  of  a needle  was  not 
properly  washed,  a condition  not  easy  to  detect. 
Dye  retentions  and  no  dye  retentions  have  been 
reported  because  the  test  was  so  simple  (sic!)  no 
one  thought  that  partially  thrombosed  veins  in 
the  arm  would  cause  a false  result.  I have  strug- 
gled many  times  to  read  a result  when  the  serum 
was  only  slightly  hemolyzed.  Poor  venipunctures 
can  cause  erroneous  readings,  and  persons  with 
ascites  always  present  a problem  in  estimating 
the  dose  of  the  dye  to  be  administered.  The  stand- 
ards are  critical  and  begin  to  fade  shortly  after 
manufacture;  they  must  be  constantly  checked  by 
means  that  are  not  simple. 

A venipuncture  in  many  persons  who  need  this 
test  is  frequently  difficult  because  such  persons 
are  likely  to  be  very  ill  and  have  had  all  kinds  of 
tests  and  intravenous  therapy.  In  few  other  tests 
are  the  requirements  for  a clean  venipuncture  so 
necessary  as  in  this  one.  If  the  serum  is  cloudy, 
owing  to  the  ingestion  of  food  or  other  cause  of 
lipemia,  the  test  is  extremely  difficult  to  read, 
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and  clearing  such  serum  is  by  no  means  simple 
or  easy.  Sometimes  it  just  can’t  be  done. 

In  short,  if  one  has  only  a superficial  knowledge 
of  the  test  and  thinks  of  it  as  merely  adding  a drop 
of  10  per  cent  sodium  hydroxide  (I  hope  the  tech- 
nician has  not  used  1/10  N instead  of  10  per  cent) 
to  serum  and  looking  at  a brilliant  purple  color 
against  a water-clear  solution  of  dye  in  standards 
someone  else  has  kindly  prepared,  the  test  is  sim- 
ple, extremely  simple.  Unfortunately  or  fortu- 
nately, according  to  your  viewpoint,  this  is  not 
all  there  is  to  the  test,  which  fact  accounts  for 
numerous  errors  and  failures  in  its  performance. 

The  same  may  be  said  of  all  other  laboratory 
tests.  This  is  particularly  true  of  the  numerous 
so-called  automatic  or  semiautomatic  tests.  In  a 
well  appointed  laboratory,  with  skilled  and  highly 
paid  bacteriologists,  chemists,  and  clinical  patholo- 
gists, a new  device  is  rarely  ready  for  use  until 
it  has  been  tested  and  worked  with  at  least  a year. 
The  first  automatic  chemical  tests  (sugar)  were 
ready  for  use  in  the  Mayo  Clinic  after  about  18 
months  of  hard  work  and  testing,  and  after  devis- 
ing a different  method  for  analysis  than  that  ad- 
vised by  the  manufacturer.  The  director  of  the 
project  was  a Ph.D.  in  chemistry  and  he  had  at 
his  disposal  other  qualified  men  and  women,  elec- 
tronic engineers,  and  mechanics.  A large  elec- 
tronic and  mechanical  shop  manned  by  experts 
built  a print-out  machine  connected  with  an  IBM 
electric  typewriter  before  the  reports  were  con-  ! 
sidered  suitable  and  safe  for  the  clinician.  New 
standards  of  blood-sugar  values  also  had  to  be 
established.  A simple  test?  “Just  put  a little  blood 
in  a cup  and  see  the  report  come  out.”  And  cheap! 
Only  a few  cents  a test.  Such  systems  still  must  be 
under  constant  intelligent  supervision  and  always 
will  have  to  be. 

The  Coulter  blood  counter  is  also  a case  in 
point.  “Takes  only  15  seconds  to  make  a count.” 
Has  any  laboratory  reduced  its  number  of  tech- 
nicians after  adopting  the  instrument?  If  it  is  used 
on  a large  scale  (and  on  a small  scale  it  is  useless), 
it  requires  automatic  measuring  devices  for  dilut- 
ing blood  and  a print-out  mechanism  to  assure 
freedom  from  typographic  errors.  All  these  devices 
have  to  be  serviced  by  experts,  and  the  old  skills 
of  hand  and  eye  counts  also  have  to  be  maintained. 
Counts  on  leukemic  blood  are  not  accurate  with 
these  machines,  and  samples  drawn  from  the  vein 
are  necessary  for  the  accuracy  of  the  machine  to 
be  utilized.  Such  samples  are  more  difficult  to  ob- 
tain than  those  from  the  finger,  and  hence  they 


ost  more. 

Perhaps  the  test  that  is  most  commonly  termed 
simple”  is  the  one  to  determine  the  prothrombin 
ime.  Here  one  merely  adds  0.1  ml.  of  a solution 
if  a simple  calcium  salt  and  an  equal  amount  of 
hromboplastin  to  a measured  quantity  of  plasma 
nd  then  notes  the  length  of  time  it  takes  to  form 

clot.  Any  fool  can  do  that.  Can  he?  Why  then 
lo  so  many  patients  under  treatment  with  anti 
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coagulants  get  into  so  much  trouble?  Just  when  is 
the  clot  to  be  called  “finished”?  Why,  in  a compe- 
tent laboratory,  are  so  many  errors  detected  in  the 
prothrombin  time  of  referred  patients?  Did  you 
ever  see  a good  technician  prepare  and  standardize 
a thromboplastin  preparation?  This  solution  is  the 
heart  of  the  test.  Commercial  preparations  are  on 
the  market.  Have  you  ever  submitted  them  to 
critical  evaluation?  This  is  not  a simple  assay. 
Determinations  of  prothrombin  time  are  not  tests 
to  be  performed  by  just  anybody,  if  the  interest 
of  the  patient  is  kept  in  mind.  Even  the  tempera- 
ture of  the  water-bath  in  which  the  test  is  per- 
formed can  make  a lot  of  difference  in  the  results 
— or  did  you  know  that  the  test  should  be  per- 
formed in  a constant-temperature  water-bath? 
I have  seen  it  performed  in  doctors’  offices  by  re- 
ceptionists who  thought  a water-bath  usually  re- 
quired soap. 

Blood  grouping  and  the  determination  of  the  Rh 
factor  are  other  very  “simple”  tests.  Just  add  a 
drop  of  test  serum  or  cells  to  a drop  of  the  pa- 
tient’s cells  or  serum  and  observe  if  agglutination 
takes  place.  Why  then  do  test  laboratories  report 
from  5 to  35  per  cent  errors  in  tests  performed  by 
referring  laboratories?  Why  do  patients  still  re- 
ceive mismatched  blood?  There  are  numerous  rea- 
sons that  can  be  found  in  any  good  standard  text. 
Because  the  pitfalls  are  numerous,  these  tests  are 
not  simple  but  require  patience,  knowledge,  train- 
ing, alertness,  careful  observation,  attention  to 
seeming  trifles,  detailed  supervision,  and  the  left 
hind  foot  of  a graveyard  rabbit  in  your  hip  pocket. 
Even  so  fortified,  you’ll  make  your  share  of  er- 
rors. 

When  one  comes  to  deal  with  admittedly  slightly 
more  complicated  tests,  and  there  are  some,  trou- 
ble piles  up  by  the  square  and  cube.  Look,  for 
example,  at  the  correlations  in  testing  a given 
sample  of  blood  by  several  excellent  laboratories 
using  the  same  or  different  methods  for  the  de- 
tection of  syphilis.  It  will  be  difficult  to  find  the 
I correlation.  These  tests  are  fraught  with  infinite 
difficulties  and  should  only  be  undertaken  in  com- 
petent laboratories  that  do  not  look  upon  such 
tests  as  simple  procedures.  To  be  forewarned  is 
surely  to  be  forearmed. 

It  is  high  time  to  stop  misleading  the  public  and 
the  physician  about  laboratory  tests.  None  is  sim- 
ple and  certainly  none  is  extremely  simple.  They 
are  all  involved,  complicated,  and  full  of  pitfalls 
and  possible  inaccuracies  clear  down  to  the  writ- 
ten report  on  the  patient’s  history.  It  takes  a clear 
appreciation  of  these  many  possible  errors  and  a 
long  period  of  training  and  experience  in  order  to 
master  laboratory  procedures  to  an  acceptable 
level.  I suppose  that  is  why  we  need  and  have 
, clinical  pathologists. 

— Editorial  by  Thomas  B.  Magath,  M.D., 

AMERICAN  JOURNAL  OF  CLINICAL  PATHOLOGY, 

39:630-632,  (June)  1963.  Reprinted  with 

permission  of  the  author  and  editors. 


AMA  Warns  of  Danger  in  Preseason 
Football  Drills 

High  school  and  college  football  players  and 
coaches  are  warned  once  more  by  the  American 
Medical  Association  of  the  dangers  of  vigorous 
physical  exercise  in  the  blistering  hot  sun  of  early 
September. 

The  AMA’s  Committee  on  Medical  Aspects  of 
Sports  urges  special  care  against  heat  exhaustion 
or  heat  stroke  in  the  hot  and  sometimes  humid 
days  of  late  summer  as  the  football  training  sea- 
son begins. 

Gradual  adjustment  to  vigorous  hot  weather  ac- 
tivity is  important  to  avoid  trouble,  and  adapting 
of  salt  and  water  intake  to  weather  conditions  is 
equally  essential.  The  normal,  healthy  athlete  can 
become  conditioned  to  a hard  training  grind  in 
about  one  week,  if  the  schedule  allows  for  gradual 
adjustment. 

Replacement  of  water  lost  from  the  body  during 
workouts  is  important,  the  AMA  says,  pointing 
out  that  the  old  idea  that  water  should  be  with- 
held from  athletes  during  training  sessions  has 
no  scientific  foundation. 

Restriction  of  water  can  lead  to  heat  exhaustion 
by  depleting  water  in  the  body.  Water  lost  through 
heavy  perspiration  must  be  replaced,  hour  by 
hour.  Half  a glass  at  a time  is  the  recommended 
amount;  gulping  of  large  quantities  of  water  dur- 
ing workouts  is  not  recommended. 

Extra  salting  of  food  will  take  care  of  the  re- 
placement of  salt  loss  by  sweating  during  training. 
Salt  tablets  ordinarily  aren’t  needed.  The  tablets, 
especially  on  an  empty  stomach,  can  be  irritating 
and  may  be  poorly  absorbed. 

Symptoms  of  water  and  salt  depletion  may  in- 
clude headache,  nausea,  hallucinations  and  weak 
and  rapid  pulse.  Coaches  are  urged  to  watch 
athletes  carefully  for  signs  of  lethargy,  inattention, 
stupor,  awkwardness  or  unusual  fatigue. 

Eight  suggestions  are  offered  to  help  prevent 
heat  exhaustion  and  heat  stroke  during  hot  weath- 
er athletic  activity — 

• Require  a careful  medical  history  and  check- 
up prior  to  beginning  of  practice. 

• Schedule  workouts  during  cooler  morning 
and  early  evening  hours  in  hot  weather. 

• Acclimatize  athletes  in  hot  weather-activity 
by  carefully  graduated  practice  schedules. 

• Provide  rest  periods  of  15  to  30  minutes  dur- 
ing workouts  of  an  hour  or  more  in  hot  weather. 

• Supply  white  clothing  (to  reflect  heat)  which 
is  loose  and  comfortable  (to  permit  heat  escape) 
and  permeable  to  moisture  (to  allow  heat  loss  via 
sweat) . 

• Furnish  extra  salt  and  water  in  recommended 
amounts  during  hot  weather. 

• Watch  athletes  carefully  for  signs  of  trou- 
ble, particularly  the  determined  athlete  who  may 
not  report  discomfort. 

• Remember  that  the  temperature  and  humid- 
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ity,  not  the  sun,  are  the  important  factors.  Heat 
exhaustion  and  heat  stroke  can  occur  in  the 
shade. 


Why  Children  Run  Away  From  Home 

Children  run  away  from  home  because  of  an 
overwhelming  sense  of  helplessness  in  the  face  of 
real  or  imagined  subjugation  by  their  parents,  ac- 
cording to  Theodore  Leventhal,  Ph.D.,  a psychol- 
ogist at  Clark  University,  Worcester,  Massachu- 
setts. 

A feeling  of  being  unable  to  control  his  external 
environment  is  the  factor  that  differentiates  the 
runaway  from  most  other  disturbed  children,  he 
said.  “It  seems  reasonable  to  expect  that  individ- 
uals who  feel  overwhelmed,  pressured,  and  humili- 
ated in  and  by  a situation,  which  they  also  believe 
they  cannot  alter  and  which  may  humble  them 
even  more,  will  feel  progressively  more  desperate 
and  will  try  to  remove  themselves  from  this  situ- 
ation,” he  said.  “Moreover,  if  they  have  the  phys- 
ical means,  which  children  progressively  do,  the 
older  they  become,  they  will  remove  themselves 
physically.  . . .” 

Dr.  Leventhal  reported  on  a study  of  42  runa- 
ways and  42  other  troubled  children  seen  at  a child 
guidance  clinic,  in  the  August  issue  of  archives  of 
general  psychiatry.  He  found  that  runaways, 
more  frequently  than  the  comparison  group,  com- 
plained of  being  “picked  on,”  coerced,  falsely  ac- 
cused, ridiculed,  duped,  humiliated,  or  used  by  oth- 
ers. The  common  denominator  of  these  complaints, 
he  said,  seems  to  be  a lack  of  respect  for  the  child 
and  a feeling  of  being  abused. 

Regardless  of  whether  the  complaints  are  real  or 
imagined,  he  said,  the  runaway  emphasizes  exter- 
nal pressure,  the  anticipation  of  increases  in  this 
pressure,  and  his  powerlessness  in  the  face  of 
seemingly  compelling  circumstances.  The  runa- 
way, who  views  himself  as  weak  and  powerless, 
is  so  concerned  with  external  control,  that  he 
perceives  even  a simple  request  by  his  parents  as 
attempted  domination,  Dr.  Leventhal  said. 

“To  the  runaway,  the  expectation  of  punishment 
or  rebuke  for  a failing  report  card,  for  example, 
does  not  remain  confined  to  just  this  one  concern,” 
he  said.  “What  might  be  a simple  fear  of  parental 
criticism  to  the  average  child  is  distorted  by  the 
runaway  to  signify  overpowering  control,  and  per- 
haps accounts  for  his  drastic  behavior.” 

Dr.  Leventhal  said:  “In  contrast  with  lay  and 
even  many  professional  notions  concerning  the 
seemingly  benign  nature  of  running  away,  the 
findings  here  suggest  severe  pathology.  On  the 
basis  of  the  marked  overconcern  with  loss  of  con- 
trol and  with  ego  surrender,  and  some  degree  of 
reality  distortion,  prepsychotic  functioning  is  sug- 
gested.” 

A recent  follow-up  study  of  cases  referred  to 
child  guidance  clinics  revealed  that  runaways 


were  one  of  the  groups  likely  to  show  psychotic 
reactions  as  adults,  he  said. 

This  concept  of  why  children  run  away  has  been 
used  in  treating  16  runaways,  Dr.  Leventhal  said. 
In  nine  cases,  he  said,  the  runaway  was  able  to 
recognize  the  distortions  involved  and  was  led  to 
a more  realistic  appraisal  of  both  external  reality 
and  himself.  In  the  less  successful  cases,  he  said, 
the  parents  did  seem  to  overstimulate  or  subjugate 
the  child  to  a striking  degree,  or  the  runaway  per- 
sisted in  his  conviction  that  he  was  at  the  mercy  of 
others. 


Errata 

The  article  “Survival  Experience  of  Cancer  Pa- 
tients in  Iowa,”  by  Edmund  G.  Zimmerer,  M.D., 
and  Leonard  Chiazze,  Jr.,  in  the  July,  1963,  issue  | 
of  this  journal  contained  a number  of  errors,  be-  [ 
cause  of  an  unfortunate  chain  of  circumstances. 
Though  we  were  unaware  of  the  fact,  Dr.  Zimmer- 
er was  fatally  ill  when  we  sent  him  proof  of  the 
article  for  his  corrections;  the  proof  was  not  for- 
warded to  Mr.  Chiazze;  and  the  article  was  con- 
sequently published  without  authors’  corrections. 

We  regret  this  occurrence  deeply,  and  though 
corrections  in  this  subsequent  issue  may  do  little 
good,  we  print  them  here: 

The  next-to-last  sentence  in  the  first  column  on 
page  398  should  have  been  as  follows:  “The  rela- 
tive survival  rate — i.e.,  the  ratio  of  the  observed 
survival  to  the  survival  that  would  have  been 
expected  if  the  cancer  population  had  been  sub- 
ject to  the  same  mortality  as  the  population  under 
consideration — provides  a means  of  adjusting  for 
expected  mortality  from  causes  other  than  cancer 
without  requiring  information  on  causes  of  death.” 

The  third  sentence  in  the  second  column  on  page 
405  should  have  read:  “The  reader  should  be  cau- 
tioned, however,  that  here  and  throughout  this 
paper  he  should  avoid  reading  great  significance 
into  differences  of  more  than  two  or  three  per- 
centage points.” 

On  page  406,  in  the  first  paragraph  below  Table 
4,  the  prefix  “non-”  should  have  been  inserted: 
“It  has  been  suggested  that  the  lower  rates  among 
the  non-microscopically-confirmed  cases  imply  that 
this  group  includes  many  patients  for  whom  biop- 
sy was  considered  either  medically  inadvisable  or 
unnecessary.”11 

The  last  sentence  of  the  first  paragraph  under 
the  subhead  “Urban-Rural  Differentials”  should 
have  contained  the  number  “three,”  rather  than 
“four.” 

In  the  next  paragraph,  the  references  to  the  pan- 
creas should  have  been  stricken,  viz.:  “Among 

males,  both  buccal  cavity  and  pharynx  have  a 
statistically  significant  difference  at  the  5 per  cent 
probability  level.  The  urban-rural  differential  for 
buccal  cavity  and  pharynx  remains  when  survival 
by  stage  at  diagnosis  is  considered.” 
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During  the  next  few  weeks,  the  IMS  is  to 
hold  some  very  important  meetings  for  phy- 
sicians. The  Fall  Conference  for  County 
Medical  Society  Officers  and  Other  Repre- 
sentatives will  take  place  at  the  Savery  Hotel, 

Des  Moines,  on  Wednesday,  September  18. 

Sixteen  meetings  of  physicians  will  be  held 
at  convenient  centers  throughout  the  state 
shortly  afterward. 

If  you  are  a county  society  officer , a dele- 
gate or  an  alternate  delegate  to  the  IMS,  a 
deputy  councilor,  or  a Blue  Shield  liaison  or 
a legislative  contact  man,  please  be  sure  to 
attend  the  Fall  Conference.  Nationally  prominent  guest  speakers  will 
be  in  hand  to  discuss  legislative  proposals,  prepayment  insurance  and 
public  relations  programs,  and  IMS  officers  and  committee  chairmen 
will  report  on  subjects  such  as  the  implementation  of  the  “implied 
consent  law,’’  the  IMS  building  program  and  the  Iowa  Medical  Foun- 
dation. 

Every  physician  is  urged  to  attend  the  area  meeting  in  his  area,  to  dis- 
cuss various  aspects  of  Blue  Shield.  These  sessions  have  been  arranged 
in  pursuance  of  a directive  issued  by  the  1963  House  of  Delegates.  At 
your  meeting  you  will  have  a chance  to  make  your  views  clear  to  your 
state  officers  and  Blue  Shield  officials.  Don’t  pass  it  by! 

The  tentative  program  for  the  Fall  Conference,  and  the  times  and 
places  of  the  sixteen  Area  Meetings  are  listed  on  the  next  two  pages  of 
the  JOURNAL. 


President 


IMS  Fall  Conference  for  County  Medical  Society  Officers 
And  Other  Representatives 
Grand  Ballroom — Hotel  Savery 
Wednesday,  September  18,  1963 


9:00  a.m.  Registration 

10: 00  “President’s  Message” 

C.  V.  Edwards,  Sr.,  M.D.,  Council  Bluffs, 
Iowa 

President,  Iowa  Medical  Society 

10: 15  “A  Physician  Looks  at  the  AMA” 

Lee  Forrest  Hill,  M.D.,  Des  Moines,  Iowa 

10:30  “Your  Lawyer  Looks  at  the  AMA” 

Robert  B.  Throckmorton,  Chicago,  Illinois 
General  Counsel,  American  Medical  As- 
sociation 

10: 45  “Iowa  Blue  Shield” 

George  H.  Scanlon,  M.D.,  Iowa  City,  Iowa 
Chairman,  Board  of  Directors,  Iowa  Med- 
ical Service 

11:00  “The  Insurance  Department  Looks  at  Blue 

Shield” 

Mr.  William  Timmons,  Des  Moines,  Iowa 
Commissioner  of  Insurance,  State  of  Iowa 

11:15  “The  Public  Interest  in  Utilization  of  Med- 

ical Care” 

Mr.  L.  A.  Orsini,  New  York,  New  York 
Vice  Chairman,  Health  Insurance  Council 

11:30  “What’s  New?” 

M.D./D.O.  Relations 
John  Rhodes,  M.D.,  Pocahontas,  Iowa 
Chairman,  IMS  Committee  on  Osteo- 
pathy 

IMS  Building  Program  and  the  Iowa  Med- 
ical Foundation 

S.  P.  Leinbach,  M.D.,  Belmond,  Iowa 
Chairman,  IMS  Board  of  Trustees 
Conference  on  Health  Fads  and  Fallacies 
John  G.  Thomsen,  M.D.,  Des  Moines, 
Iowa 

Chairman,  IMS  Committee  on  Public 
Relations 

Implied  Consent  Law 
Arthur  H.  Downing,  M.D.,  Des  Moines, 
Iowa 

Chairman,  IMS  Committee  on  Safe 
Transportation 
Operation  Hometown 

C.  W.  Seibert,  M.D.,  Waterloo,  Iowa 
Chairman,  IMS  King-Anderson  Plan- 
ning Committee 

Grievance  and  Judicial  Problems 
C.  E.  Radcliffe,  M.D.,  Iowa  City,  Iowa 
Chairman,  IMS  Judicial  Council 

A Question  and  Answer  Period  Will  Follow 
Both  the  Morning  and  Afternoon  Sessions 

12:30  p.m.  Luncheon 

Des  Moines  Room — Hotel  Savery 


2:00  “Let  the  People  Behold  You” 

Mac  F.  Cahal,  Kansas  City,  Missouri 
Executive  Director,  American  Academy 
of  General  Practice 

2:30  “The  Washington  Scene” 

Honorable  James  Bromwell,  Cedar  Rap- 
ids, Iowa 

Member  of  the  House  of  Representatives 
United  States  Congress 

3:00  “AMPAC”  and  “IPPL” 

Mr.  Joe  Miller,  Chicago,  Illinois 
Executive  Director,  American  Medical 
Political  Action  Committee 
Lawrence  O.  Ely,  M.D.,  Des  Moines,  Iowa 
Chairman,  Iowa  Physicians  Political 
League 

3:30  “Report  From  the  Dean” 

Robert  C.  Hardin,  M.D.,  Iowa  City,  Iowa 
Dean,  College  of  Medicine 
State  University  of  Iowa 

3:45  “MAA  in  Iowa” 

F.  C.  Coleman,  M.D.,  Des  Moines,  Iowa 

IMS  Representative  on  Kerr-Mills  Ad- 
visory Council 

4:00  “Medicine  and  the  Press” 

Mr.  Donald  J.  Reid,  Des  Moines,  Iowa 
Managing  Director,  Iowa  Press  Association 

4:15  “Reapportionment — Yes  or  No?” 

Honorable  David  O.  Shaff,  Clinton,  Iowa 
Member  of  Iowa  Senate 
Honorable  Tom  Riley,  Cedar  Rapids,  Iowa 
Member  of  Iowa  House  of  Representatives 


SPECIAL  INVITATION 

The  September  Meeting  of  the  Polk  County 
Medical  Society  Will  Be  Held  at  the  Fort  Des 
Moines  Hotel  on  Wednesday  Evening,  September 
18. 

All  IMS  County  Medical  Society  Officers  and 
Other  Representatives  Are  Cordially  Invited  to 
Attend. 

SOCIAL  HOUR  5:30  p.m. 

North  Room 

DINNER  6:30  p.m. 

Grand  Ballroom 

(Dutch  Treat) 

Speaker:  Hugh  W.  Brenneman,  East  Lansing, 
Michigan,  Public  Relations  Counsel  for  the 
Michigan  State  Medical  Society 

“Protecting  the  Professional  Investment” 
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AREA  MEETINGS 


f PLYMOUTH 


CHEROKEE 


[ WOODBURY 

2.  Sioux  City 
(9/25) 


3.  • 

West  Lake 
Okoboji  (9/26 


BUENA  VISTA 


I.  Storm  Lake 
„ (9/24) 


PALO  ALTO 


POCAHONTAS 


HUMBOLDT 


WINNEBAGO 

WORTH 

HANCOCK 

CERRO  GORDO 

• 

15. 

Mason  City 
(10/31) 

WRIGHT 

FRANKLIN 

HAMILTON 


AUDUBON  GUTHRIE 


14. 

Fort  Dodge 
(10/30) 


POTTAWATTAMIE 


8.  Council  Bluffs 
00/9) 


MONTGOMERY 


MITCHELL 


MADISON 


13. 

Des  Moines 
(10/29) 


CRA  WFORD 

CARROLL 

GREENE 

BOONE 

STORY 

MARSHALL 

12.  . 
Marshalltown 
(10/22) 

7.  Cres+on 
00/8) 


APPANOOSE 


Two  or  more  IMS  officers  and  Blue  Shield  offi- 
cials will  be  present  at  the  following  meetings  to 
discuss  various  aspects  of  Blue  Shield  and  other 
Society  affairs.  If  possible,  please  attend  the  one 
that  has  been  designated  for  your  county. 

1.  Tuesday,  September  24 — 7:00  p.m.:  Cobble- 
stone Inn,  Storm  Lake,  Iowa.  Counties:  Buena 
Vista,  Carroll,  Cherokee,  Ida  and  Sac 

2.  Wednesday,  September  25 — 7:00  p.m.:  Hotel 
Warrior,  Sioux  City,  Iowa.  Counties:  Crawford, 
Monona,  Plymouth,  Sioux,  and  Woodbury 

3.  Thursday,  September  26 — 6:30  p.m.:  Vein  & 
Coda’s,  West  Lake  Okoboji,  Iowa.  Counties:  Clay, 
Emmet,  Dickinson,  Lyon,  Osceola,  O’Brien,  Palo 
Alto  and  Pocahontas 

4.  Tuesday,  October  1 — 5:30  p.m.:  Outing  Club, 
2109  Brady,  Davenport,  Iowa.  Counties:  Clinton, 
Muscatine  and  Scott 

5.  Wednesday,  October  2 — 7:00  p.m.:  Hotel  Bur- 
lington, Burlington,  Iowa.  Counties:  Des  Moines, 
Jefferson,  Henry,  Lee,  Louisa,  Van  Buren  and 
Washington 

6.  Thursday,  October  3 — 6:30  p.m.:  Ottumwa 
Country  Club,  Ottumwa,  Iowa.  Counties:  Marion, 
Mahaska,  Keokuk,  Lucas,  Monroe,  Wapello, 
Wayne,  Appanoose  and  Davis 

7.  Tuesday,  October  8 — 7:00  p.m.:  Berning  Cafe, 
Creston,  Iowa.  Counties:  Adair,  Adams,  Madison, 
Union-Taylor,  Clarke,  Decatur  and  Ringgold 

8.  Wednesday,  October  9 — 6:30  p.m.:  Hotel 

Chieftain,  Council  Bluffs,  Iowa.  Counties:  Harri- 


son, Shelby,  Audubon,  Pottawattamie,  Cass,  Mills, 
Montgomery,  Fremont  and  Page 

9.  Tuesday,  October  15 — 7:00  p.m.:  Hotel  Mont- 
rose, Cedar  Rapids,  Iowa.  Counties:  Linn,  Jones, 
Johnson,  Cedar,  Benton  and  Iowa 

10.  Wednesday,  October  16 — 6:30  p.m.:  Dubuque 
Golf  and  Country  Club,  Dubuque,  Iowa.  Counties: 
Delaware,  Dubuque  and  Jackson 

11.  Thursday,  October  17 — 7:00  p.m.:  Boot  Hill 
Club,  West  of  Junction  of  Highways  150  & 18,  West 
Union,  Iowa.  Counties:  Howard,  Winneshiek,  Al- 
lamakee, Chickasaw,  Fayette  and  Clayton 

12.  Tuesday,  October  22 — 6:30  p.m.:  Hotel  Tail- 

corn,  Marshalltown,  Iowa.  Counties:  Marshall, 

Tama,  Jasper  and  Poweshiek 

13.  Tuesday,  October  29 — 6:30  p.m.:  Hotel  Sa- 
very,  Des  Moines,  Iowa.  Counties:  Story,  Boone, 
Dallas-Guthrie  and  Polk  (includes  Warren) 

14.  Wednesday,  October  30 — 6:30  p.m.:  Hotel 
Warden,  Fort  Dodge,  Iowa.  Counties:  Webster, 
Calhoun,  Hamilton,  Greene,  Kossuth  and  Hum- 
boldt 

15.  Thursday,  October  31 — 6:30  p.m.:  Hotel  Han- 
ford, Mason  City,  Iowa.  Counties:  Hancock-Winne- 
bago.  Worth,  Cerro  Gordo,  Wright,  Franklin, 
Mitchell  and  Floyd 

16.  Tuesday,  November  19 — 6:30  p.m.:  Clayton 
House,  West  Mullan  and  Jefferson  Streets,  Water- 
loo, Iowa.  Counties:  Hardin,  Grundy,  Black  Hawk, 
Butler,  Bremer  and  Buchanan 
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BOOK  REVIEWS 

Endocrine  and  Metabolic  Aspects  of  Gynecology,  by 

Joseph  Rogers,  M.D.  (Philadelphia,  W.  B.  Saunders 

Company,  1963.  $8.00) . 

This  text  is  a reasonably  comprehensive  review  of 
various  endocrine  aspects  of  gynecology.  The  chapters 
cover  the  physiology  of  menstruation,  chromosomal 
aberrations  and  gonadal  defects,  amenorrhea,  function- 
al and  dysfunctional  uterine  bleeding,  menstruation  as 
related  to  systemic  disease,  dysmenorrhea,  premen- 
strual tension,  adolescence,  menopause,  ovulation  and 
infertility. 

In  the  chapter  on  chromosomal  aberrations  and  go- 
nadal defects,  Dr.  Rogers  presents  a very  clearcut  and 
understandable  explanation  for  defects  of  chromo- 
somes. Within  the  past  five  years,  much  has  been  writ- 
ten about  nondisjunction,  mosaics,  translocation  and 
deletion  in  chromosomes.  Examples  of  each,  explana- 
tions for  their  occurrence,  clinical  problems  and  meth- 
ods of  diagnosis  are  presented.  The  chapter  on  func- 
tional and  dysfunctional  uterine  bleeding  presents  log- 
ical definitions  of  common  terms  in  gynecology,  such 
as  menometorrhagia,  hyper menorrhea,  hypomenorrhea, 
oligomenorrhea  and  polymenorrhea.  The  chapter  on 
menstruation  and  systemic  diseases  lists  various  other 
conditions  such  as  thyroid  disease,  liver  disease  and 
blood  dyscrasias  which  can  bring  about  abnormal 
bleeding  problems.  These  possibilities  are  often  over- 
looked in  the  evaluation  of  the  menorrhagic  patient, 
and  they  deserve  emphasis.  Dr.  Rogers  also  directs  our 
attention  to  the  cyclical  relationship  between  psycho- 
logical conditions,  neurologic  diseases  and  skin  dis- 
orders, and  menstruation. 

Most  of  the  chapters  would,  I believe,  be  of  interest 
to  the  generalist,  and  a couple  of  them  would  attract 
the  attention  of  the  specialist.  I feel  that  anyone  would 
gain  from  studying  and  following-up  the  excellent  list 
of  references  at  the  end  of  each  chapter.  It  seems  that 
the  author  has  done  exactly  what  he  intended  to  do — 
to  present  a concise  review  of  endocrine  and  related 
problems  in  gynecology.  He  has  eliminated  much  of 
the  theoretical  speculation  and  experimental  evidence, 
and  has  oriented  his  text  toward  the  clinical  problems. 
— E.  J.  Hagen,  M.D. 


Clinical  Gastroenterology,  Second  Edition,  by  Eddy 
D.  Palmer,  M.D.  (New  York,  Hoeber  Medical  Di- 
vision, Harper  & Row,  Publishers,  1963.  $22.50). 

This  volume  stands  as  a monument  to  Col.  Eddy 
Palmer,  one  of  the  most  vigorously  enthusiastic  pro- 
ponents of  esophagoscopy  and  gastroscopy  in  clinical 
gastroenterology.  With  medical  knowledge  advancing 
with  bewildering  rapidity  in  many  directions,  it  is  re- 


freshing to  see  the  broad  subject  of  clinical  gastro- 
enterology brought  up-to-date  so  competently. 

The  iconoclastic  candor  with  which  the  author  strikes 
at  deeply-entrenched  concepts  regarding  peptic-ulcer 
and  gastric-cancer  therapy  will  not  evoke  plaudits  from 
medical  classicists.  Col.  Palmer  feels  that  frequent 
bland  feedings,  antacids  and  anticholinergics  are  im- 
potent gestures  in  peptic-ulcer  therapy.  Alcohol,  coffee 
and  tobacco,  all  in  moderation,  are  not  interdicted.  The 
value  of  psychiatric  interviews  is  stressed.  Gastric  can- 
cer is  dismally  described  as  an  incurable  disease  in 
almost  all  cases,  despite  the  aggressive  efforts  of  both 
diagnosticians  and  surgeons. 

Col.  Palmer’s  most  impressive  contribution  to  medi- 
cine has  been  the  vigorous  approach  to  massive  upper- 
gastrointestinal  hemorrhage.  As  soon  as  the  patient  is 
admitted  to  the  hospital,  blood  is  drawn  for  cross- 
matching, and  blood  replacement  is  begun.  It  is  con- 
tinued as  the  clinical  course  dictates.  The  history  and 
physical  examination  are  conducted  as  completely  as 
the  clinical  situation  permits.  A No.  30  French-Ewald 
tube  is  passed  into  the  stomach,  and  a thorough  ice- 
water  lavage  is  carried  out.  Hemorrhage  is  temporarily 
controlled  in  approximately  90  per  cent  of  the  patients. 

Esophagoscopic  examination  is  carried  out  as  soon 
as  the  Ewald  tube  has  been  withdrawn.  Gastroscopy 
immediately  follows  esophagoscopy.  The  trans-esopha- 
goscopic  gastroscope  is  passed  through  the  esophago- 
scope.  The  source  of  bleeding  is  located  by  following 
a blood  rivulet  to  the  lesion.  Discovery  of  fresh  blood 
running  back  into  the  stomach  through  the  pylorus 
permits  a presumptive  diagnosis  of  bleeding  duodenal 
ulcer.  Fluoroscopic  examination  immediately  follows 
gastroscopy. 

Signs  and  symptoms  of  gastrointestinal  disease  have 
been  incorporated  intelligently,  and  have  been  de- 
scribed in  language  that  is  lucid  and  delightful.  The 
book  is  unhesitatingly  recommended  to  the  practitioner 
who  is  interested  in  the  bedside  diagnosis  of  gastro- 
intestinal disease.  Col.  Palmer’s  therapeutics,  however, 
remain  somewhat  controversial. — James  P.  Gould,  M.D. 


Organization  and  Administration  in  World  War  II,  by 
Blanche  B.  Armfield,  M.A.,  prepared  and  published 
under  the  direction  of  Lt.  Gen.  Leonard  B.  Heaton. 
(Washington,  D.  C.,  Office  of  the  Surgeon  General, 
Department  of  the  Army,  1963.  $6.25). 

This  book,  published  in  1963  by  the  Office  of  the 
Surgeon  General,  Department  of  the  Army,  contains 
613  pages.  It  includes  numerous  pictures  of  Army  sur- 
geons, and  gives  the  build-up  of  the  Medical  Depart- 
ment of  the  Army  from  the  time  of  the  initial  emer- 
gency in  1939  through  the  entire  World  War  II.  The 
various  theaters  of  operations  are  taken  up  in  sepa- 
rate sections,  and  needless  to  say,  since  at  that  time 
the  Air  Force  was  a part  of  the  Army  and  was  called 
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the  “Army  Air  Force,”  all  of  its  organization  is  re- 
viewed in  this  volume. 

A reader  who  was  in  the  Army  Medical  Corps  dur- 
ing World  War  II  would  find  the  section  devoted  to 
the  theater  in  which  he  was  stationed  of  great  interest 
to  him.  Having  been  stationed  in  the  E.T.O.,  in  Ireland 
and  England,  this  reviewer  found  the  section  on  the 
development  of  the  Etousa  Service  Office  under  Gen. 
Paul  Hawley  to  be  of  particular  interest.  At  that  time, 
the  executive  officer  to  Gen.  Hawley  was  Col.  Howard 
W.  Doan,  a 1932  graduate  of  the  S.U.I.  College  of  Medi- 
cine who  is  now  a major  general. 

The  more  one  reads  in  this  book,  no  matter  in  which 
theater  he  is  interested,  the  more  he  appreciates  how 
enormous  the  problems  were  in  providing  adequate 
hospitalization,  medical  supplies,  personnel  and  evacu- 
ation facilities.  No  medical  problems,  as  such,  are 
covered  in  this  book,  for  it  is  concerned  only  with 
“Organization  and  Administration.” — C.  Harlan  John- 
ston, M.D. 


Appeal  From  Morrell  Evokes  Reply 

The  program  providing  health  insurance  and 
sick  leave  pay  for  workers  in  the  Morrell  meat- 
packing plant  in  Ottumwa  is  imperiled  by  work- 
ers’ abuse,  according  to  President  W.  W.  McCallum 
of  Morrell  and  President  Walter  E.  Thomas,  of 
Local  No.  1 of  the  meatpackers’  union.  Too  many 
persons  have  been  getting  excessive  hospital-med- 
ical-surgical benefits  and  are  apparently  staying 
off  work  for  unjustifiably  long  periods.  Insurance 
premiums,  plus  sick  leave,  cost  Morrell  more  than 
$1  million  in  1962,  as  the  Morrell  company  pays  the 
entire  bill  under  terms  of  the  contract  with  the 
United  Packinghouse  Workers  Local  No.  1.  The 
union  is  cooperating  fully  in  a drive  to  bring  down 
the  costs,  though  it  wants  to  keep  the  present  bene- 
fits for  those  who  really  need  them. 

A joint  letter,  signed  by  President  McCallum 
and  President  Thomas  was  sent  to  hospital  ad- 
ministrators and  to  physicians  in  the  Ottumwa 
area,  appealing  for  help  in  controlling  the  costs 


BOOKS  RECEIVED 

PREVENTIVE  MEDICINE  IN  WORLD  WAR  II.  COMMUNI- 
CABLE DISEASES,  VOL.  VI,  prepared  and  published  under 
the  direction  of  Lt.  Gen.  Leonard  D.  Heaton.  (Washington, 
D.C.,  Office  of  the  Surgeon  General,  Department  of  the 
Army,  1963.  $6.25). 

A HISTORY  OF  WINE  AS  THERAPY,  by  Salvatore  P.  Lucia, 
M.D.  (Philadelphia,  W.  B.  Saunders  Co.,  1963.  $0.00). 

THROMBOPHLEBITIS,  by  Roger  M.  Morrell,  M.D.  (New 
York,  Grune  & Stratton,  Inc.,  1963.  $6.50). 

SYNOPSIS  OF  EAR,  NOSE  AND  THROAT  DISEASES,  SEC- 
OND EDITION,  by  Robert  E.  Ryan,  M.D.,  et  al.  (St.  Louis, 
C.  V.  Mosby  Company,  1963.  $7.50). 

CLINICAL  EXAMINATIONS  IN  NEUROLOGY,  SECOND 
EDITION,  by  members  of  the  Sections  of  Neurology  and 
the  Section  of  Physiology,  Mayo  Clinic  and  Mayo  Founda- 
tion for  Medical  Education  and  Research,  Graduate  School, 
University  of  Minnesota.  (Philadelphia,  W.  B.  Saunders 
Co.,  1963.  $8.50). 

HERNIA,  by  Amos  R.  Koontz,  M.D.  (New  York,  Appleton- 
Century-Crofts,  Inc.,  1963.  $11.95). 

DISEASES  OF  THE  CHEST,  SECOND  EDITION,  by  H.  Cor- 
win Hinshaw,  M.D.,  and  L.  Henry  Garland,  M.D.  (Phila- 
delphia, W.  B.  Saunders  Co.,  1963.  $20.00). 


of  the  health  insurance.  The  letter  concluded: 
“However,  we  must  also  depend  upon  the  medical 
profession  and  hospital  administration  in  the  Ot- 
tumwa area  for  their  fullest  assistance  in  prevent- 
ing abuses.  . . .” 

An  anonymous  physician  reacted  with  vigor  in 
a long  letter  replying  to  the  union.  The  doctor  said 
health  expenses  are  only  partly  due  to  “uncontrol- 
lable events,”  such  as  “acts  of  God.”  Such  expens- 
es, he  added,  “are  in  a large  part  elective  or  semi- 
elective in  nature.  They  are  not  an  absolute  ne- 
cessity in  the  sense  that  you  have  to  go  to  the  doc- 
tor or  the  hospital,  etc.  In  contrast,  all  other  types 
of  insurance  pay  when  some  unplanned,  uncon- 
trollable event  occurs  (death,  fire,  auto  accident), 
with  a clearly  definable  amount  of  damage  in- 
curred.” He  explained  that  the  Morrell  policy  pays 
when  “hospitalization  is  necessary  for  treatment.” 
What  is  “necessary”  in  medical  care  is  hard  to  de- 
fine, he  added.  He  pointed  out  that  patients  often 
feel  hospitalization  is  necessary  because  they  do 
not  want  to  pay  for  extensive  diagnosis  as  out- 
patients. 

The  doctor  observed  that  no  other  kind  of  insur- 
ance leaves  it  up  to  those  financially  involved  to 
decide  how  much  the  insurance  payments  should 
be.  “Health  insurance  places  the  physician  in  the 
absurd  position  of  acting  for  the  patient’s  benefit 
and  as  the  insurance  company’s  agent  simulta- 
neously. ...  We  therefore  get  abused  from  both 
directions.  Most  physicians  feel  as  I do,  that  their 
job  is  primarily  that  of  taking  care  of  the  patient 
and  seeing  that  he  gets  the  maximum  benefits  al- 
lowable under  the  provisions  of  the  insurance. 

“It  isn’t  our  primary  job  to  prevent  abuses  of  the 
insurance.  That  is  the  insurance  company’s  job 
and  the  patient’s  job.  Since  most  health  insurance 
companies  exert  only  very  poor  supervision  over 
how  their  insurance  is  used,  and  since  most  pa- 
tients feel  their  job  is  to  maximize  their  benefits, 
the  physician  is  put  under  tremendous  pressure  to 
utilize  the  insurance  up  to  the  hilt.” 


AMA  Rural  Health  Conference 

The  16th  National  Rural  Health  Conference  will 
be  held  at  the  Arlington  Hotel  in  Hot  Springs, 
Ark.,  Sept.  20-21. 

Theme  of  the  meeting,  sponsored  by  the  Council 
on  Rural  Health  of  the  AMA  is  “Health  Is  a Bar- 
gain.” 

Topics  to  be  discussed  include  the  health  care 
dollar,  mental  health,  oral  hygiene,  what  not  to 
do  before  seeing  a physician,  immunization,  animal 
diseases  transmissible  to  man,  and  the  Hattieville, 
Ark.,  rural  community  improvement  project. 

Among  the  participants  will  be  Dr.  Norman  A. 
Welch,  Boston,  president-elect  of  the  AMA,  Dr. 
R.  B.  Robins,  Camden,  Ark.,  member  of  the  AMA 
Board  of  Trustees,  Dr.  Robert  Felix,  director,  Na- 
tional Institute  of  Mental  Health,  Bethesda,  Md., 
and  Dr.  W.  Wyan  Washburn,  Boiling  Springs,  N.  C., 
chairman  of  the  Council  on  Rural  Health. 


What  Is  Your  Attitude? 

Why  is  it  that  the  things  we  like  to  do  are  the 
ones  that  we  do  most  easily?  And  why  do  we 
put  off  doing  the  things  that  we  find  disagreeable 
or  difficult?  It’s  all  a matter  of  attitude. 

Let’s  go  back  to  the  “smile  in  the  voice”  about 
which  we  should  be  sure  when  we  answer  the 
telephone.  It’s  impossible  to  be  really  grouchy 
when  we  smile,  for  one  can’t  frown  and  smile 
at  the  same  time.  Oh  yes,  one  can  wrinkle  her 
forehead  and  still  smile,  but  when  you  do  that, 
aren’t  your  thoughts  suggesting  that  your  facial 
contortions  are  rather  ludicrous — puzzling,  per- 
haps, but  humorous?  The  pup  that  licks  your  hand 
can’t  growl  while  he  is  showing  his  affection  for 
you. 

Sometimes  your  attitude  toward  your  work  is 
more  important  than  your  skill.  If  you  look  upon 
disagreeable  tasks  as  drudgery,  you  don’t  perform 
them  well,  but  if  you  show  enthusiasm — even 
though  it  is  only  a pretense — the  fact  that  you 
seem  to  be  enjoying  yourself  makes  the  work 
easier  to  do.  You  find  you  are  becoming  more  pro- 
ficient, and  before  long  you  are  actually  enjoying 
yourself.  You  are  experiencing  the  satisfaction  of 
a job  well  done. 

Oscar  Levant  says  that  Dinah  Shore  upsets  his 
diabetes — meaning,  perhaps,  that  he  can’t  “enjoy 
poor  health”  while  she  is  around.  Miss  Shore 
may  never  win  a Metropolitan  Opera  audition, 
but  we  must  admit  that  she  seems  to  enjoy  her- 
self thoroughly  in  her  TV  shows,  and  that  her 
attitude  is  contagious.  The  other  performers  and 
the  viewing  audience  share  her  feeling  of  well 
being. 

If  the  job  at  hand  is  one  that  you  keep  putting 
off  because  it  is  hard  or  otherwise  distasteful,  you 
might  try  dividing  it  and  doing  it  in  parts.  Just 
thinking  about  it  doesn’t  accomplish  anything,  un- 
less your  thoughts  are  constructive.  Plan  the  work, 
and  then  start  right  in,  for  procrastination  never 
makes  things  easier.  Or  think  of  a new  way  to 
do  the  job.  Perhaps  you  are  bored  with  the  way 
in  which  you  have  been  doing  it.  Think  of  it  in 
terms  of  what  you  are  accomplishing  and  of  the 
satisfaction  you  will  feel  as  you  contemplate  the 
result. 

Since  you  get  the  greatest  rewards  from  the 
things  you,  yourself,  do,  develop  a positive  atti- 
tude. The  negative  approach  accomplishes  little, 
and  makes  you  feel  miserable.  Have  you  told 
yourself  some  of  these  things: 


“It’s  never  worked  before.” 

“It  wasn’t  my  idea,  so  why  should  I try  it?” 

“I  don’t  think  I’d  like  that.” 

“Why  should  I knock  myself  out?  No  one  appreciates 
what  I do.” 

“Why  should  I be  nice  to  Mrs.  Smith?  She  always 
growls  at  me.” 

“There’s  no  need  for  me  to  be  on  time,  for  no  one 
else  is.” 

“My  work  is  done,  so  why  should  I help  anyone  else?” 

How  do  you  know  an  idea  is  worthless  until  you 
have  tried  it?  Perhaps  your  initial  failure  was  due 
to  the  method  you  used,  and  a new  approach  might 
bring  success.  And  how  do  you  know  you  don’t 
like  something  until  you  have  tried  it?  We  develop 
a fondness  for  a new  food  by  tasting  it  repeatedly. 
Maybe  no  one  has  told  you,  recently,  that  your 
work  is  appreciated,  but  none  of  us  can  expect 
a pat  on  the  back  for  every  well-performed  task. 
You,  however,  can  enjoy  a sense  of  satisfaction 
from  your  accomplishment,  whether  or  not  anyone 
else  notices  or  mentions  your  good  work! 

Of  course  Mrs.  Smith  growled  at  you;  if  she 
hadn’t  been  in  considerable  discomfort,  she  prob- 
ably wouldn’t  have  come  to  see  the  doctor.  Try 
smiling  pleasantly  next  time,  regardless  of  her 
scowl,  and  you  may  help  her  to  feel  better  and 
put  her  into  a pleasant  frame  of  mind. 

Your  example  of  being  on  time  or  getting  your 
work  done  promptly  could  be  contagious.  Sharing 
responsibility  and  helping  others  have  their  own 
rewards.  Cooperation  begets  cooperation.  Perhaps 
your  negative  attitude  has  been  irritating  to  your 
co workers.  You  and  they  should  work  as  a team, 
not  as  individuals. 

Take  a little  personal  inventory.  Revise  your 
thinking  to  the  positive  approach.  Develop  an  atti- 
tude that  commands  respect.  Stop  worrying  about 
“probables,”  and  concentrate  on  accomplishments. 
Then  you  will  succeed,  for  you  have  all  the  talents 
and  skills  that  can  make  success  possible. 

Things  are  not  always  what  you  think  they  are, 
but  you  are  what  you  think  yourself  to  be! 

— Helen  G.  Hughes 


Medical  Assistants' 
Annual  Meeting 
October  9-13 
Eden  Roc  Hotel 
Miami  Beach,  Florida 
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Fifth  Annual  Inscrvice  Workshop 

The  State  University  of  Iowa’s  Continuing  Edu- 
cation Program  will  offer  its  Fifth  Annual  In- 
service  Workshop  for  Medical  Assistants,  in  Iowa 
City,  October  6 to  9,  1963.  It  is  designed  to  give 
medical  assistants  practical  information  about  the 
general  procedures  for  organizing  and  performing 
the  business  and  routine  activities  of  the  modern 
medical  office. 

Sunday,  October  6 
Registration,  Iowa  Center 

Dinner,  Bill  Zuber’s  Restaurant,  Homestead  (Amana 
Colonies) 

Orientation 

Monday,  October  7 

Welcome — William  D.  Coder,  director  of  conferences 
and  institutes 

“Human  Behavior  and  Its  Causes:  Why  Adults  Behave 
as  They  Do” — Don  Sherriff,  manager,  Bureau  of 
Labor  and  Management 

“Child  Psychology:  Why  Children  Behave  as  They 
Do” — Professor  Ralph  Ojemann,  Iowa  Child  Welfare 
Research  Station 

Tours  of  selected  Iowa  City  offices,  for  observation  of 
various  office  procedures 


Tuesday,  October  8 

“The  Importance  of  Proper  English  Usage” — Richard 
Lloyd-Jones,  English  Department 
“Business  Letters” — Dr.  Norman  Kallous,  College  of 
Business  Administration 

“Reception  Techniques  and  Appointment  Making”— 
Miss  Edith  Ennis,  College  of  Business  Administra- 
tion 

Dinner,  Mayflower  Inn,  with  the  Iowa  City  Chapter, 
IAMA 

Wednesday,  October  9 

“Legal  Problems  in  the  Physician’s  Office” — Professor 
Sam  Fahr,  College  of  Law 
“Proper  Use  of  the  Telephone” 

Classes  will  begin  at  8:00  a.m.  on  Monday,  Oc- 
tober 6,  and  will  extend  through  Wednesday  after- 
noon, October  9,  but  no  one  should  miss  the  get- 
acquainted,  country-style  dinner  on  Sunday  eve- 
ning at  6:00.  The  fee  of  $35  will  cover  housing  at 
the  Iowa  Center  for  three  nights,  Sunday  through 
Tuesday;  breakfasts,  Monday  through  Wednesday; 
the  Sunday  night  “get-acquainted1’  dinner;  coffee 
breaks;  all  instructional  material;  and  the  at- 
tendance certificate. 

Enrollment  will  be  limited  to  50  registrants,  and 
advance  registration  is  essential.  For  further  in- 
formation, write  to  Dr.  William  D.  Coder,  Exten- 
sion Division,  State  University  of  Iowa,  Iowa  City. 


Medical  Consultant  to  Department  of  Social  Welfare 

Elmer  M.  Smith,  M.D.,  has  been  named  medical  consultant  to  the  State  Depart- 
ment of  Social  Welfare,  effective  October  1,  1963.  He  says,  “I  am  looking  forward  to 
my  association  with  the  State  Department  of  Social  Welfare.  My  job  will  be  to 
see  that  Medical  Aid  to  the  Aged  and  public  assistance  patients  are  medically 
eligible,  and  that  they  receive  the  most  care  for  the  public  dollar.” 

Dr.  Smith  graduated  from  Coe  College  in  1931,  and  from  the  SUI  College  of 
Medicine  in  1935.  He  interned  at  University  Hospitals,  and  started  private  practice 
at  State  Center  in  1937.  He  enlisted  in  the  Army  Air  Force  in  1940,  served  5V2  years 
and  attained  the  rank  of  colonel.  In  1945,  fol- 
lowing his  discharge  from  the  Army,  he  be- 
gan private  practice  in  Eagle  Grove,  where 
he  has  remained  ever  since. 

He  is  the  alternate  delegate  of  the  Iowa 
Medical  Society  to  the  AMA,  and  is  a mem- 
ber of  the  IMS  Committee  on  Insurance.  He 
is  the  delegate  of  the  Iowa  Chapter  in  the 
Congress  of  Delegates  of  the  American  Acad- 
emy of  General  Practice,  and  is  a member  of 
its  National  Commission  on  Legislation  and 
Public  Policy.  He  is  also  a member  of  the 
AAGP’s  National  Committee  for  State  Offi- 
cers. 

Dr.  and  Mrs.  Smith  plan  to  move  to  Des 
Moines  on  October  1.  They  have  three  grown 
children:  Capt.  Robert  Smith,  Army  Medical 
Corps;  Miss  Margaret  Louise  Smith,  a regis- 
tered nurse  in  San  Francisco;  and  James  Ed- 
ward S.  Smith,  U.  S.  Air  Force,  Offutt  Field. 


THE  DOCTORS  BUSINESS 


Give  Yourself  Ample  Time! 

HOWARD  D.  BAKER 
Waterloo 


In  recent  years,  great  emphasis  has  been  placed 
upon  the  importance  of  one’s  having  adequate 
capital  for  income  at  retirement  age.  Little  impor- 
tance, however,  has  been  attached  to  the  achieve- 
ment of  a degree  of  financial  independence  before 
retirement  age. 

The  years  45  to  64  are  the  truly  critical  ones  in 
a man’s  financial  life.  The  young  man  in  his  thirties 
who  thinks  that  there  is  still  “plenty  of  time,” 
and  consequently  fails  to  start  saving  and  invest- 
ing, is  operating  under  a grave  delusion. 

Facts  indicate  that  if  the  “average”  person  has 
not  accumulated  a reasonable  amount  of  capital 
by  age  45,  he  is  unlikely  ever  to  do  so.  He  has 
started  his  search  for  financial  security  at  too 
late  an  hour,  and  the  odds  are  strongly  against 
his  gaining  sufficient  momentum  to  make  up  for 
lost  time. 

There  are  two  reasons  for  this;  one  is  pure 
arithmetic,  and  the  other  reflects  the  economic 
and  psychological  influences  under  which  we  live. 
The  arithmetic  is  simple.  We  all  know  that  a dol- 
lar saved  today  will  eventually  be  worth  more 
than  the  dollar  we  may  save  20  years  hence,  pro- 
vided that  it  is  invested  in  a secure  equity  that  will 
grow  in  value  as  inflation  occurs.  Today’s  dollar, 
invested  wisely,  will  earn  more  dollars  as  the 
years  go  by. 

For  example,  based  upon  a 5 per  cent  annual 
compound  interest  rate,  the  accumulation  of  $1,000 
at  age  65  requires  an  investment  of: 


$142  at  age  25 
181  at  age  30 
231  at  age  35 
295  at  age  40 


377  at  age  45 
481  at  age  50 
614  at  age  55 
784  at  age  60 


Stated  in  another  way,  this  means  that  $181  in- 
vested at  age  30  will  grow  into  $1,000  at  age  65, 
assuming  a 5 per  cent  increment.  This  same  $181 
invested  at  age  50  will  grow  only  to  $375,  and  if 
invested  at  age  60,  it  will  grow  merely  to  $232. 

It  is  obvious  from  these  figures  that  one  dollar 


Mr.  Baker  is  a partner  in  Professional  Management  Mid- 
west, and  manager  of  its  Retirement  Planning  Department. 
He  majored  in  accounting  and  business  administration  at 
S.U.I.,  and  was  an  agent  of  the  U.  S.  Bureau  of  Internal 
Revenue  for  3V2  years  before  forming  his  present  association 
in  1953. 


invested  at  age  30  will  accomplish  as  much  as  two 
dollars  invested  at  age  45,  and  will  be  worth  as 
much  as  nearly  $4.50  invested  at  age  60.  As  the 
rate  of  return  and  appreciation  goes  up,  the  value 
of  early  investing  is  magnified. 

The  greatest  allies  a man  has  in  the  capital- 
building process  are  (1)  time  and  (2)  return  on 
capital.  These  two  must  work  together  to  permit 
a person  to  accomplish  his  financial  goals.  Take 
away  time,  and  capital  is  denied  an  opportunity 
to  grow  slowly  but  surely.  If  one  tries  to  force 
capital  to  accomplish  too  much  too  soon,  he  runs 
the  risk  that  it  will  disintegrate  from  over-specula- 
tion. 

Take  away  yield — the  work  that  money  can  ac- 
complish for  itself — and  only  a few  men  could  ac- 
complish any  degree  of  financial  security.  It  is 
capital  at  work,  rather  than  the  man  at  work, 
which  brings  eventual  financial  independence. 
True,  each  of  us  must  work  and  save  in  order  to 
gather  the  basic  capital,  but  afterwards  a man’s 
degree  of  financial  independence  will  be  directly 
dependent  upon  the  time  that  remains  for  capital 
growth  and  upon  the  productivity  or  the  yield 
realized  from  invested  capital. 

HOW  DO  YOUR  FINANCIAL  ACCOMPLISHMENTS 
MEASURE  UP? 

Let’s  call  a spade  a spade!  Can  any  man  say  that 
he  is  financially  successful — whatever  his  current 
income  from  his  profession  may  be — when  he  has 
little  or  no  income  to  report  on  page  3 of  his  Fed- 
eral Income  Tax  Return?  A man  of  45  should  be 
well  on  his  way  toward  accomplishing  his  financial 
objectives,  rather  than  just  starting  toward  them. 

The  investor  who  lulls  himself  into  believing 
that  he  can  start  his  program  after  his  home  has 
been  luxuriously  furnished,  after  his  children  have 
been  educated,  after  he  has  traveled  to  Europe, 
and  after  various  other  major  expenditures  is  in 
for  a rude  awakening.  Both  simple  arithmetic  and 
long-ingrained  habit  are  building  up  strong  odds 
against  him! 

The  ingredients  for  success  are  an  early  start 
and  tenacity  in  carrying  out  the  plan.  These  will 
insure  accomplishment;  complacency  and  post- 
ponement will  insure  failure. 
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The  Iowa  Medical  Society  Has  Created 

The  Iowa  Medical  Foundation 


As  a means  of  expanding  and  improving  its  char- 
itable and  educational  activities  and  in  order  to 
facilitate  its  sponsorship  of  postgraduate  medical 
education  and  of  research  in  medical  and  health- 
related  fields,  the  Iowa  Medical  Society  has  recent- 
ly set  up  an  organization  to  be  known  as  the  Iowa 
Medical  Foundation,  and  invites  physicians  and 
all  other  interested  people  to  make  donations  to  it. 

An  instrumentality  that  solicits  contributions 
and  uses  them  in  accordance  either  with  the  ex- 
pressed wishes  of  the  donors  or  with  the  best  judg- 
ment of  a board  of  directors,  within  their  approved 
scope  of  action,  is  usually  called  a foundation,  and 
governmental  units  have  agreed  not  to  tax  gifts 
to  it,  either  in  the  income  of  the  donor  individual 
or  corporation  or  in  that  of  the  recipient  founda- 
tion. In  these  days  of  high  taxes,  it  is  expected  that 
the  Iowa  Medical  Foundation  will  be  a means  by 
which  the  IMS  can  use  all,  or  very  nearly  all,  of 
the  money  which  its  members  want  spent  on  public 
service  projects,  and  the  physicians  and  others 
with  philanthropic  intentions  can  be  sure  of  hav- 
ing as  much  as  possible  of  their  gifts  used  for  proj- 
ects of  which  they  completely  approve.  Expenses  for 
fund-raising  and  for  administration  of  the  Iowa 
Medical  Foundation  will  be  kept  to  a minimum. 

THE  IMS  EDUCATIONAL  FUND  HAS  BEEN  MERGED 
INTO  THE  IOWA  MEDICAL  FOUNDATION 

For  many  years,  the  IMS  has  engaged  in  a varie- 
ty of  activities  designed  to  serve  the  public  rather 
than  just  the  medical  profession.  The  chief  of  these, 
its  medical-student  loan  program,  has  been  con- 


ducted through  a trust  that  now,  mainly  for  the 
sake  of  simplicity  of  organization,  has  been  made 
a part  of  the  newly-formed  Iowa  Medical  Founda- 
tion. Donors  who  wish  their  gifts  to  be  used  for 
medical-student  loans  can  still,  of  course,  earmark 
them  for  that  purpose  and  be  sure  that  they  will  be 
so  used. 

At  the  IMS  Annual  Meeting  last  April,  Dr.  G.  H. 
Scanlon,  then  the  president  of  the  Society,  reported 
that  since  its  inception  the  Educational  Fund  had 
made  loans  to  a total  of  155  medical  students.  For- 
ty-five of  them  had  repaid  the  borrowed  money  in 
full,  and  110  loans  were  outstanding.  In  terms  of 
dollars,  his  report  was  as  follows: 

Total  of  loans  since  the  start  of  the  pro- 
gram   $225,913.42 

Loans  repaid  75,491.11 


Loans  outstanding  as  of  April  5,  1963  . . $150,422.31 

Interest  on  the  sums  borrowed,  at  the  rate  of 
five  per  cent,  not  compounded,  doesn’t  start  ac- 
cruing until  the  borrower  has  finished  his  medical 
education  and  has  begun  licensed  practice,  but  the 
sums  paid  in  interest  have  been  sufficient  to  cover 
the  costs  of  administering  the  program. 

The  Fund  is  self-perpetuating,  for  as  soon  as  one 
borrower  repays  his  loan,  money  is  available  to  a 
student  who  has  need  of  it,  and  virtually  no  bor- 
rowers have  defaulted.  Yet  some  requests  for  loans 
have  had  to  be  refused.  Up  to  the  present  time,  ap- 
plications have  been  accepted  from  medical-school 


juniors  and  seniors  (and  some  of  those  have  had 
to  wait) , but  many  freshmen  and  sophomore  med- 
ical students  have  financial  problems  that  are 
equally  or  more  serious. 

OTHER  PROJECTS  ARE  BEING  PLANNED 

Other  projects  for  the  Iowa  Medical  Foundation 
are  as  yet  no  more  than  in  the  planning  stages,  but 
the  activities  of  the  Charitable,  Educational  and 
Scientific  Foundation  of  the  State  Medical  Society 
of  Wisconsin,  which  has  been  in  existence  for 
nearly  10  years,  can  serve  as  a partial  blueprint. 
Some  of  the  postgraduate  short-courses  of  the 
medical  schools  in  that  state,  for  the  benefit  of  doc- 
tors in  private  practice — and  thus  of  their  patients 
—are  financed  in  part  through  the  Wisconsin  Med- 
ical Society’s  Foundation,  and  surveys  of  various 
sorts  designed  to  measure  health  needs  have  been 
subsidized  by  it.  The  Wisconsin  Society  has  a med- 
ical museum  at  Prairie  du  Chein,  and  though  the 
IMS  doesn’t  presently  contemplate  building  any- 
thing comparable,  it  may  be  that  it  will  want  to 
start  a collection  of  medical  artifacts  when  and  if 
its  new  headquarters  building  has  been  construct- 
ed and  the  necessary  room  is  available.  Wisconsin 
may  use  its  Foundation  as  a means  of  giving  aid  to 
physicians  and  their  families  that  have  been  im- 
poverished by  disasters,  and  such  a possibility  may 
be  explored  by  the  directors  of  the  Iowa  Medical 
Foundation. 

STRUCTURE  OF  THE  IOWA  MEDICAL  FOUNDATION 

The  Board  of  Directors  of  the  Iowa  Medical 
Foundation  consists  of  nine  members — three  being 
the  members  of  the  IMS  Board  of  Trustees,  two 
being  the  immediate  past-presidents  of  IMS,  and 
the  remaining  four  being  IMS  members  chosen  by 
the  five  directors  previously  mentioned. 

GIFTS  AND  BEQUESTS  ARE  INVITED 

Physicians  and  all  other  Iowans  who  wish  to 
help  achieve  the  objectives  outlined  above,  for  the 
Iowa  Medical  Foundation,  are  urged  to  support  it 


financially  and  to  tell  their  friends  about  it.  As  has 
been  said,  they  can  designate  particular  projects 
on  which  they  want  their  money  to  be  used,  but  if 
their  interest  is  in  an  activity  on  which  the  Foun- 
dation hasn’t  yet  announced  its  intention  of  start- 
ing, it  would  be  merely  practical  for  them  to  con- 
sult with  the  directors  before  making  their  gifts 
or  bequests.  It  is  hoped  that  most  contributions  will 
be  unrestricted — i.e.,  to  be  used  for  whatever  pur- 
pose the  directors  see  fit — since  times  change,  and 
objectives  that  seem  important  today  may  lose  pri- 
ority very  rapidly. 

In  particular,  it  is  hoped  that  gifts  and  collections 
made  in  memory  of  Iowa  physicians  will  hence- 
forth be  turned  over  to  the  Iowa  Medical  Founda- 
tion, since  a single  large  sum  of  money — the  aggre- 
gate of  many  smaller  ones — can  accomplish  major 
objectives  dear  to  the  hearts  of  the  doctors  whose 
memory  the  givers  wish  to  honor. 

In  establishing  and  urging  support  of  the  Iowa 
Medical  Foundation,  the  IMS  has  no  wish  to  pre- 
empt funds  that  otherwise  might  have  gone  to  the 
American  Medical  Association’s  Education  and  Re- 
search Foundation  (AMA-ERF).  Rather,  it  is 
hoped  that  Iowa  doctors  and  their  relatives  and 
friends  will  find  it  possible  to  support  both.  A 
major  AMA-ERF  project  is  the  supplementing  of 
the  operational  funds  of  the  nation’s  medical 
schools,  and  since  that  money  is  used  for  essential 
functions  and  the  various  deans  have  come  to  rely 
upon  it,  any  curtailment  of  AMA-ERF’s  income 
would  be  disastrous.  As  regards  student  loans  and 
subsidies  for  research,  the  activities  of  AMA-ERF 
and  the  Iowa  Medical  Foundation  will  overlap  to 
some  extent,  it  is  true.  But  it  is  unlikely  that 
AMA-ERF  will  ever  succeed  in  meeting  all  such 
needs  in  Iowa,  or  indeed  in  any  other  of  the  50 
states,  and  thus  it  is  necessary  that  activities  of 
those  sorts  be  intensified  at  the  state  level. 

Moreover,  since  all  of  us  are  Iowans,  and  since 
many  of  those  whose  memory  we  seek  to  honor 
were  Iowans  too,  it  is  appropriate  for  us  to  make 
gifts,  in  their  names,  for  the  protection  and  im- 
provement of  health  in  Iowa. 
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Fifteenth  Annual  Scientific  Meeting 

Everyone  who  attended  the  Spring  Postgradu- 
ate Conference  in  June,  at  the  New  Inn  in  Oko- 
boji,  agreed  that  the  scientific  program  presented 
there  was  one  of  the  best.  The  same  committee  on 
education  that  formulated  that  program  has  sched- 
uled similarly  outstanding  presentations  for  the 
Fifteenth  Annual  Scientific  Assembly  of  the  Iowa 
Chapter,  which  is  to  be  held  on  September  16  and 
17  at  the  Savery  Hotel,  in  Des  Moines. 

All  physicians  and  their  wives  are  invited.  Plan 
to  attend  this  two-day  scientific  session.  There  will 
be  the  usual  Hospitality  Room,  where  the  ladies 
can  have  a cup  of  coffee,  take  off  their  shoes  and 
relax  between  shopping  trips  or  other  activities. 
Following  the  luncheon  on  Monday  noon,  Septem- 
ber 16,  the  Iowa  Chapter  will  conduct  its  annual 
business  meeting  and  election  of  officers. 

The  annual  banquet  will  be  held  at  the  Hotel 
Savery  on  Monday  evening,  and  all  physicians  and 
their  wives  will  want  to  see  and  hear  the  special 
entertainment  provided  by  Miss  Fran  Allison,  of 
“Kukla,  Fran  and  Ollie”  fame. 

Following  is  the  scientific  program: 

MONDAY,  SEPTEMBER  16 

Morning 

“Corticosteroid-induced  Complications  of  Rheumatoid 
Arthritis” — George  E.  Ehrlich,  M.D.,  New  York 
“The  Gist  of  Cataracts” — Malcolm  A.  McCannell,  M.D., 
Minneapolis 

“Ventral  Herniorrhaphy,  with  Reference  to  a New 
Technique  to  Be  Considered  in  Selected  Cases” — 
Charles  W.  Mayo,  M.D.,  Rochester,  Minnesota 
“Frequently  Unrecognized  Aspects  of  Rheumatoid 
Arthritis” — Dr.  Ehrlich 

Afternoon 

“The  Red  Sore  Eye” — Dr.  McCannell 
“Carcinoma  of  the  Rectum” — Dr.  Mayo 
“Some  Methods  and  Techniques  Used  in  Rehabilitation 
of  the  Stroke  Patient” — William  D.  deGravelles,  Jr., 
M.D.,  Des  Moines 

TUESDAY,  SEPTEMBER  17 

Morning 

“Electrocardiogram  in  Children” — Robert  A.  Tidwell, 
M.D.,  Seattle 

“Some  Observations  on  Cancer  in  Children” — Robert 
J.  Samp,  M.D.,  Madison 

“The  Hormonal  Control  of  Reproduction” — M.  Edward 
Davis,  M.D.,  Chicago 


“Hearing  and  Related  Problems” — Case  presentations 
and  general  discussion  presented  by  the  State  Com- 
mittee for  the  Conservation  of  Hearing 
Luncheon  address:  “Hadacol,  Honegar  and  Hocum” — 
Dr.  Samp 

Afternoon 

“Physiological  Gastrectomy  by  Gastric  Freezing” — 
Henry  Sosin,  M.D.,  Minneapolis 
“The  Diagnosis  of  Rheumatic  Fever” — Dr.  Tidwell 
“Management  of  the  Menopause” — Dr.  Davis 
“Control  of  Massive  Upper  Gastrointestinal  Hemor- 
rhage with  Local  Gastric  Hypothermia” — Dr.  Sosin 


Medical  Meeting  in  Las  Vegas 

A scientific  program  designed  to  provide  infor- 
mation of  everyday  use  to  a broad  spectrum  of 
medical  interests  will  be  presented  at  the  Twelfth 
Biennial  Rocky  Mountain  Medical  Conference, 
October  30  to  November  2,  1963,  in  Las  Vegas, 
Nevada. 

The  Conference,  held  in  conjunction  with  the 
59th  Annual  Meeting  of  the  Nevada  State  Medical 
Association,  will  feature  scientific  papers  and  panel 
discussions  by  16  nationally  known  physicians, 
plus  an  histologist,  an  embryologist,  and  a vice- 
president  of  a national  liability  insurance  com- 
pany. 

Registration  at  the  Conference  is  open  to  any 
doctor  of  medicine.  A registration  fee  of  $20 
which  includes  a luncheon  will  be  charged. 

The  Rocky  Mountain  Medical  Conference  is  a 
joint  enterprise  of  the  state  medical  societies  of 
seven  states;  Colorado,  Idaho,  Montana,  New  Mex- 
ico, Nevada,  Utah,  and  Wyoming. 

Guest  speakers  and  panelists  at  the  Las  Vegas 
meeting,  which  will  be  held  at  the  newly  enlarged 
Dunes  Hotel,  include,  in  order  of  their  appearance 
on  the  program:  W.  Gerald  Rainer,  M.D.;  George 
V.  Mann,  M.D.;  Leland  S.  McKittrick,  M.D.;  Fos- 
ter Matchett,  M.D.;  C.  M.  Pomerat,  Ph.D.;  I.  V. 
Ponsetti,  M.D.;  Chrichton  McNeil,  M.D.;  Robert 

L.  Egan,  M.D.;  Conrad  Collins,  M.D.;  G.  Melvin 
Stevens,  M.D.;  Dwight  E.  Harken,  M.D.;  Henry  F. 
Zinnser,  M.D.;  Henry  Zimmermann,  M.D.;  John 
H.  Laragh,  M.D.;  Owen  H.  Wangensteen,  M.D.; 
George  A.  Constant,  M.D.;  Pieter  A.  DeVries, 

M. D.;  and  William  J.  Warren. 

For  further  program  details  and  Conference  in- 
formation, write  to:  Thomas  S.  White,  M.D.,  gen- 
eral chairman,  Rocky  Mountain  Medical  Confer- 
ence, 3660  Baker  Lane,  Reno,  Nevada. 
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STATE  DEPARTMENT  OF  HEALTH 
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State  Hygienic  Laboratory 

RABIES  EXAMINATIONS 

Comparative  studies  with  the  direct  microscopic 
(DM),  fluorescent  rabies  antibody  (FRA)  and  the 
mouse  inoculation  (MI)  tests  were  carried  out 
over  a period  of  twelve  months.  Information  shows 
that  the  FRA  test  agrees  with  the  MI  test  in  over 
98.8  per  cent  of  the  457  specimens  examined.  On 
May  1,  1982,  the  DM  test  was  replaced  by  the  FRA. 

Effective  July  1,  1963,  the  following  laboratory 
policy  was  adopted: 

(1)  The  FRA  test  will  be  run  routinely  on  all 
specimens  and  the  results  will  be  reported  on  reg- 
ular work  days  the  same  day  the  specimen  is  re- 
ceived, if  received  in  the  morning.  Four  to  five 
hours  are  required  to  complete  the  examination. 

(2)  If  the  FRA  test  is  positive  a final  report  is 
promptly  made. 

(3)  If  the  FRA  test  is  negative  and  there  is  a 
history  of  the  animal’s  biting  a person,  a negative 
report  will  be  made  and  the  MI  test  carried  out. 
A preliminary  report  of  the  MI  test  will  be  mailed 
on  the  15th  day  and  a final  report  on  the  30th  day, 
if  negative.  If  the  MI  test  proves  positive,  a prompt 
report  will  be  made. 

(4)  If  the  FRA  test  is  negative  and  there  is  no 
history  of  a person’s  being  bitten,  the  MI  test  will 
not  be  carried  out.  Portions  of  the  animal’s  brain 
will  be  preserved  and  held  under  refrigeration  for 
15  days  in  case  a late  report  of  a biting  incident 
is  received.  In  this  case  the  MI  test  will  be  carried 
out. 

Above  policy  was  approved  by  the  State  Board 
of  Health  July  9,  1963. 


Hay  Fever  in  Iowa 

The  Midwest  has  three  distinct  pollen  seasons, 
and  the  pollens  of  each  of  them  are  responsible 
for  various  numbers  of  hay  fever  cases. 

Early  spring  is  the  season  for  pollination  of 
trees.  The  three  species  of  most  importance,  with 
the  usual  peaks  for  pollination  are:  the  elm,  about 
the  middle  of  April;  the  maple,  during  the  first 
part  of  May;  and  the  oak,  about  the  middle  of 
May.  There  are  some  variations  in  those  dates, 


from  year  to  year,  because  when  spring  comes 
early,  the  trees  produce  their  pollen  a little  sooner. 

The  second  season  is  that  of  grass  pollen.  It  oc- 
curs during  the  early  summer.  All  grass  pollens 
are  listed  together,  for  it  is  exceedingly  difficult, 
if  not  impossible,  to  distinguish  among  the  pollens 
from  different  kinds  of  grasses.  There  are  some 
variations,  from  year  to  year,  in  the  occurrence  of 
grass  pollens  in  this  area.  The  season  may  start 
as  early  as  May  1,  and  sometimes  it  begins  as  late 
as  the  middle  of  May.  However,  grass  pollen  con- 
tinues in  the  air  during  the  months  of  June,  July 
and  August,  and  sometimes  for  a week  or  two  into 
September. 

The  last  is  the  ragweed  season,  in  late  summer. 
It  accounts  for  the  troubles  of  most  hay  fever 
sufferers  in  this  area.  In  Iowa  there  is  no  variation, 
from  year  to  year,  in  the  date  of  the  first  produc- 
tion of  ragweed  pollen.  Apparently  this  plant 
pollinates  when  the  daylight  hours  reach  a certain 
length.  The  plant  may  be  stunted  by  lack  of  rain, 
yet  the  first  ragweed  pollen  is  detected  year  after 
year  in  Iowa  during  the  first  week  of  August.  By 
August  13,  the  amount  has  usually  reached  at  least 
25  pollen  granules  per  cubic  yard  of  air.  This 
pollen  content  is  considered  by  most  clinicians  to 
be  sufficient  to  produce  hay  fever  symptoms.  Rag- 
weed pollen  continues  in  the  air  until  about 
September  20  in  sufficient  amounts  to  produce 
symptoms.  Thereafter,  if  symptoms  of  hay  fever 
continue,  they  probably  are  due  to  an  exposure  to 
indoor  pollens,  for  example  during  housecleaning. 
Frost,  at  least  in  this  area,  has  little  if  any  effect 
on  the  length  of  the  season,  for  the  plant  has  pro- 
duced its  pollen  and  has  dropped  its  seed  before 
any  frost.  There  are  some  variations  in  the 
amounts  of  ragweed  pollen  produced  from  year 
to  year.  Rainfall  is  the  most  important  factor  in 
bringing  about  a good  stand  of  plants  and  a good 
production  of  pollen. 

The  year  1962  was  a rather  typical  one  for  rag- 
weed. The  peak  of  ragweed  pollen  diffusion,  ac- 
cording to  the  accompanying  table,  was  reached 
on  August  29,  rather  than  on  August  31  which  is 
usually  the  date  of  the  highest  count.  The  count 
on  August  31  may  have  been  slightly  influenced 
in  the  Iowa  City  area  by  a rain  which  had  fallen 
on  the  previous  day. 

These  data  have  been  supplied  by  Roland  Rooks, 
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Ph.D.,  an  associate  professor  of  hygiene  and  pre- 
ventive medicine  at  the  SUI  College  of  Medicine. 
Dr.  Rooks  has  carried  on  pollen  counts  regularly 
for  many  years.  Pollen  counts  are  also  conducted 
in  at  least  two  other  places  in  Iowa.  One  study 
that  has  continued  over  a considerable  number  of 
years  is  that  of  Dean  Byrl  E.  Benton,  of  the  Drake 
University  College  of  Pharmacy,  in  Des  Moines. 
Dr.  Benton’s  records  are  quite  similar  to  those 
obtained  in  Iowa  City.  He  does  note  one  specific 
change  in  pollen  counts.  Because  of  the  intense 
building  program  in  Des  Moines,  extending  north 
and  west  of  the  pollen-counting  station  at  Drake, 
the  pollen  counts  there  have  been  reduced  materi- 
ally during  the  last  year  or  two.  The  Sioux  City 
Health  Department  also  takes  pollen  counts,  but 
its  figures  are  for  all  pollens.  It  makes  no  attempt 
to  count  each  of  the  separate  types  of  pollen  pres- 
ent. 

Copies  of  hay  fever  holiday,  a pamphlet  com- 
piled and  revised  in  1961  by  Oren  C.  Durham  for 
the  Pollen  and  Mold  Committee  of  the  American 
Academy  of  Allergy,  are  available  from  the  State 
Department  of  Health.  This  manual  should  be  of 
particular  interest  to  physicians  who  may  wish  to 
recommend  pollen-free  areas  to  certain  of  their 
patients. 

POLLEN  SURVEY 
IOWA  CITY,  IOWA 
1962 


RAGWEED  POLLEN  REPORTED  PER  CUBIC  YARD 
OF  AIR 


August 

Grass 

Ragweed 

September 

Grass 

Ragweei 

1 

0 

0 

3 

0 

273 

2 

0 

0 

4 

Rain 

3 

2 

0 

5 

0 

129 

6 

8 

14 

6 

0 

115 

7 

4 

15 

7 

0 

86 

8 

4 

28 

10 

0 

130 

9 

8 

43 

1 1 

0 

101 

10 

2 

94 

12 

0 

133 

13 

3 

144 

13 

0 

103 

14 

0 

130 

14 

0 

29 

15 

7 

115 

17 

0 

29 

16 

13 

158 

18 

0 

28 

17 

7 

165 

19 

0 

29 

20 

7 

302 

20 

0 

0 

21 

7 

158 

21 

0 

14 

22 

8 

360 

24 

0 

14 

23 

Rain 

25 

0 

0 

24 

Rain 

26 

0 

0 

27 

7 

158 

27 

0 

0 

28 

3 

417 

28 

0 

0 

29 

0 

461 

30 

Rain 

31 

4 

406 

Morbidity  Report  for  Month  of 
July,  1963 


July 

Diseases  1963 

June 

1963 

July 

1962 

Most  Cases  Reported 
! From  These  Counties 

Diphtheria 

0 

0 

0 

Scarlet  fever 

1 10 

188 

88 

Johnson,  Polk 

Typhoid  fever 

0 

0 

0 

Smallpox 

0 

0 

0 

Measles 

203 

790 

125 

Dubuque,  Polk,  Scott 

Whooping  cough 

6 

6 

6 

Polk 

Brucellosis 

8 

13 

8 

Scott 

Chickenpox 

124 

444 

48 

Dubuque,  Polk,  Scott 

Meningococcic 

meningitis 

1 

0 

1 

Polk 

Mumps 

133 

189 

64 

Boone,  Dubuque,  Polk, 

Poliomyelitis 

0 

0 

0 

Scott 

Infectious 

hepatitis 

17 

41 

56 

Tama 

Rabies  in  animals 

46 

41 

27 

Cedar,  Clinton,  Dubuque, 

Malaria 

1 

0 

0 

Jones,  Keokuk,  Linn, 
Polk,  Washington,  Web- 
ster 

Polk  (acquired  outside 

Psittacosis 

0 

0 

0 

U.  S.) 

Q fever 

0 

0 

1 

Tuberculosis 

33 

52 

23 

For  the  state 

Syphilis 

48 

84 

68 

For  the  state 

Gonorrhea 

84 

128 

106 

For  the  state 

Histoplasmosis 

0 

5 

1 

Food  intoxication 

0 

0 

0 

Meningitis  (type 
unspecified ) 

0 

5 

0 

Diphtheria  carrier 

0 

0 

0 

Aseptic  meningitis  1 

1 

0 

Polk 

Salmonellosis 

22 

12 

6 

Johnson,  Woodbury 

Tetanus 

0 

0 

0 

Chancroid 

0 

0 

1 

Encephalitis  (type 
unspecified  ) 

0 

1 

0 

H.  influenzal 
meningitis 

0 

1 

1 

Amebiasis 

1 

1 

7 

Boone 

Shigellosis 

0 

2 

0 

Influenza 

0 

0 

0 

New  Telephone  Number  for  the 
STATE  DEPARTMENT  OF  HEALTH 
281-5001 


Serve  And  Communicate 

The  Auxiliary  plan  for  progress  in  1963-64 

Probably  every  doctor’s  wife  recognizes  that  we 
must  convince  the  public  of  the  medical  profes- 
sion’s concern  for  the  welfare  of  the  community. 
Thomas  Eliot  said,  “Between  the  idea  and  the  real- 
ity, between  the  motion  and  the  act,  falls  the  shad- 
ow.” Until  our  knowledge  and  desires  are  trans- 
lated into  action,  we  are  nothing. 

We  shall  try,  this  year,  to  reinforce  the  work  of 
each  of  our  service  committees  by  grouping  under 
“community  service”  those  which  have  to  do  prin- 
cipally with  service  for  others:  Civil  Defense, 
Health  Careers,  International  Health  Activities, 
Mental  Health,  Rural  Health,  and  Safety.  Some 
committees  promote  several  community  service 
projects;  many  supplement  one  another.  Special 
projects — such  as  homemaker  service,  physical  fit- 
ness, programs  for  the  aging,  quackery — fit  into 
the  work  of  more  than  one  committee.  The  pooling 
of  resources  can  surely  make  our  work  easier  and 
more  productive. 

The  committee  structure  seems  to  place  our 
work  in  three  categories:  1)  technics  of  operation, 

2)  orientation  and  education  of  our  members,  and 

3)  service  to  others.  Although  there  is  no  absolute 
cleavage  of  functions,  if  committees  work  in 
groups,  can  we  not  have  a more  effective  exchange 
of  methods  and  ideas,  avoid  the  waste  of  duplicated 
effort  and  pinpoint  the  common  value  of  our  sepa- 
rate efforts? 

PREPARE  THROUGH  PROGRAM 

This  year  the  national  program  committee  will 
correlate  the  work  of  committees  on  membership, 
bulletin  Circulation,  AMA-ERF  and  Legislation. 
All  are  primarily  working  with  our  own  members, 
even  though  some  facets  of  their  activities  relate 
to  the  community. 

The  prime  objective  of  the  Program  Committee 
will  be  to  prepare  each  member  to  speak  for  medi- 
cine with  knowledge  and  conviction — -to  “serve  and 
communicate.”  The  only  thing  that  will  bring  last- 
ing expansion  to  our  public  service  and  effective- 
ness is  the  better  education  of  our  own  members. 
Special  emphasis  will  be  placed  on  specific  data, 
briefly  and  concisely  presented. 

As  you  serve  on  your  PTA  program  committee 
and  a co-worker  asks  you  just  what  the  Auxiliary 
does,  can  you  answer  without  hesitation? 


As  you  converse  with  your  seatmate  on  an  air- 
plane trip,  can  you  enumerate  a half-dozen  reasons 
why  the  AMA  and  the  Auxiliary  oppose  medical 
care  for  the  aged  under  the  Social  Security  system? 

When  you  sell  a ticket  for  your  AMA-ERF  bene- 
fit, can  you  answer  the  buyer’s  questions  about  the 
need  to  promote  the  guaranteed  loan  fund  for  med- 
ical students  and  to  provide  unrestricted  funds  for 
medical  schools? 

When  a program  is  needed  for  the  Cub  Scout 
Pack  meeting,  do  you  know  where  to  go  for  aid? 

Let’s  be  objective  at  our  meetings,  and  conscien- 
tiously review  facts  and  figures,  so  that  we  are 
ready  to  transmit  sound  information. 

An  important  part  of  our  effort  is  lost  if  we  can- 
not get  good  publicity  for  projects  which  benefit 
the  public.  The  greatest  stumbling  block  is  lack  of 
know-how,  and  each  member  can  be  more  effective 
if  she  knows  the  basic  rules.  The  Program  Com- 
mittee should  provide  our  membership  with  a 
working  knowledge  of  publicity  methods. 

COOPERATIVE  EFFORTS 

With  the  above  plan  for  committee  grouping,  the 
Program  and  Community  Service  Committees  will 
plot  together  to  achieve  a balance  between  mem- 
ber education  and  public  education  and  service  on 
all  pertinent  activities.  The  listing  of  program  aids, 
organizations  with  which  we  work  and  ideas  for 
communication  will  be  a joint  effort.  Aggressive 
and  creative  planning  will  be  needed,  and  I be- 
lieve the  resulting  evaluation  can  bring  greater  di 
mension  to  our  efforts. 

Although  the  National  Auxiliary  provides  pro- 
grams and  guides  for  activity  and  the  State  Auxil- 
iary promotes  and  stimulates,  it  is  the  county 
Auxiliary  and  its  members  who  act,  thereby  be- 
coming the  most  important  element  in  our  SAC 
program.  It  is  important  to  know  about  the  entire 
program  of  our  organization;  it  is  more  important, 
according  to  community  need,  to  choose  carefully, 
the  projects  you  are  actually  to  carry  out.  It  is  far 
better  to  do  one  thing  well  than  to  make  half- 
hearted attempts  to  do  much.  You  speak  well 
when  you  do  well. 

Possibly  your  most  important  contribution  to 
the  Auxiliary  will  come  through  your  work  in 
church  and  community  organizations,  where  your 
knowledge  about  health  problems  and  programs 
and  your  ability  to  supply  authoritative  health  ma- 
terials can  be  invaluable. 
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SUMMARY 

To  summarize  our  hopes  for  Auxiliary  action 
during  the  coming  year,  let’s  outline  our  objec- 
tives: 

Plan  for  progress:  An  SAC  program  in  1963-64. 
Theme:  Serve  And  Communicate 
| Method : Conserve  effort  and  consolidate  ideas 

through  committee  grouping 

A.  Operate  efficiently 

1.  Bylaws 

2.  Finance 

3.  Publications 

4.  Reports 

5.  History 

6.  Parliamentary  procedure 

B.  Prepare  ourselves  to  speak  for  medicine  with 

knowledge  and  conviction  through  PRO- 
GRAM 

1.  Membership 

2.  bulletin  Circulation 

3.  AMA-ERF 

4.  Legislation 

C.  Prove  medicine’s  concern  for  the  welfare  of 

the  community  through  COMMUNITY 
SERVICE 

1.  Civil  Defense 

2.  Health  Careers 

3.  International  Health  Activities 

4.  Mental  Health 

5.  Rural  Health 

6.  Safety 

7.  Special  projects 

Medicine’s  story  is  an  exciting  one,  and  it  is  a 
privilege  to  tell  it.  If  we  are  resolute,  we  will  trans- 
late into  action  our  deep  concern  for  the  future  of 
medicine  in  America.  The  year’s  success  will  be 
assured  if  we  work  with  “dedicated  hearts” — as  we 
have  for  more  than  four  decades — through  the 
efficient  framework  of  the  Auxiliary. 

— Mrs.  C.  Rodney  Stoltz 

President — Woman’s  Auxiliary  to 
the  American  Medical  Association 


Gun  Safety 

With  hunting  seasons  opening  shortly  your  gun- 
safety  campaign  should  be  underway.  “Guns  don’t 
kill  people,  but  people  with  guns  do!”  This  is  a 
shocking  but  true  statement.  Gun  safety  is  the  new 
objective  of  the  Auxiliary  year  1963-1964.  As  our 
leisure  time  increases  and  the  means  of  keeping 
teenagers  busy  decreases,  we  need  to  give  some 
attention  to  the  teaching  of  gun  safety.  Through 
cooperation  with  school  officials,  Boy  Scouts,  etc., 
let’s  urge  training  in  safe  gun  handling  for  all 
youngsters.  Your  local  branch  of  the  National  Rifle 
Association  will  be  glad  to  help. 


Essay  Contest 

The  1963  AAPS  Essay  Contest  for  high  school 
students  continues  with  the  following  choice  of 
topics:  “The  Advantages  of  Private  Medical  Care” 
or  “The  Advantages  of  the  American  Free  Enter- 
prise System  Over  Communism.” 

The  prizes  at  the  national  level  total  $2,675.00, 
with  a first  prize  of  $1,000,  second  prize  $500,  third 
prize  $250  and  eleven  other  prizes  of  $100  and  $75 
each. 

Now  is  the  time  to  clear  with  your  school  for 
permission  to  introduce  this  essay  contest.  All 
essays  should  be  submitted  at  county  and  state 
medical  society  levels,  where  they  will  be  judged, 
and  the  winning  papers  will  be  forwarded  to  the 
national  contest. 

Additional  information  may  be  obtained  at  your 
Auxiliary  headquarters  office,  529-36th  Street,  Des 
Moines  50312. 

A sample  packaged  library  kit  will  be  mailed  to 
each  county  Auxiliary  president  or  essay  contest 
chairman. 


Basic  Program  for  Health  Careers, 

1963-1964 

We  urgently  need  “Electioneers  for  Health  Ca- 
reers”! 

If  you,  a doctor’s  wife,  are  asked  a question  by  a 
lay  member  of  a community  organization  regard- 
ing her  child’s  ambition  to  enter  a health  career, 
can  you  give  her  a satisfactory  answer?  Can  you 
tell  her  of  the  careers  available — from  A to  Z — 
“administrator  or  anesthetist”  to  “x-ray  technician 
or  zoologist”?  If  you  are  asked  for  facts  regarding 
financial  aid  for  those  wishing  to  pursue  a health 
career,  are  you  prepared  to  answer?  Should  you 
be  requested  by  a PTA  or  school  board  to  present 
a program  on  health  careers,  could  you  accept? 

If  your  answer  to  the  preceding  questions  is 
“No,”  you  are  missing  some  splendid  opportuni- 
ties: 

1.  To  prove  medicine’s  concern  for  the  welfare  of  the 
community; 

2.  To  assist  our  physicians,  who  stress  that  the  need 
for  personnel  in  the  health  sciences  is  acute; 

3.  To  aid  the  patients  who  will  benefit  from  the 
service  which  professionally-trained  young  people  will 
perform; 

4.  To  assist  promising  young  students  in  deciding  on 
their  life’s  work; 

5.  To  enjoy  the  genuine  satisfaction  of  participating 
in  a supremely  worthwhile  undertaking. 

Fortunately,  it  is  quite  simple  to  change  that 
answer  from  “no”  to  “yes,”  for  there  is  much  in- 
formation readily  available.  Brochures,  films,  guide 
books,  posters,  exhibits  and  packaged  programs 
can  be  obtained  from  your  Health  Careers  Com- 
mittee. 

Do  plan  to  put  “Recruitment  for  Health  Careers” 
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on  your  priority  list  for  1963-1964.  If  you  have 
never  participated  in  a Health  Careers  Day  in 
your  area,  you  will  find  this  an  interesting  and  ex- 
citing experience.  Very  few  community  service 
projects  are  as  rewarding! 

Let  the  engineers,  the  nuclear  scientists  and 
physicists  continue  to  urge  American  youth  to 
enter  these  fields  of  endeavor.  As  a Medical  Auxil- 
iary, we  will  “ELECTIONEER  FOR  A HEALTH 
CAREER!” 


District  Meetings 

The  county  Auxiliaries  in  the  eastern  one  third 
of  the  state  are  scheduled  to  hold  district  meetings 
in  October.  The  meetings  scheduled  to  date  are  as 
follows: 

District  VIII  has  scheduled  a luncheon  meeting 
at  the  Outing  Club  in  Davenport  for  October  17. 
Mrs.  J.  F.  Bishop,  of  Davenport,  the  councilor,  has 
arranged  the  meeting  for  the  counties  of  Des 
Moines,  Jefferson,  Lee,  Scott,  Henry,  Louisa,  Mus- 
catine, Van  Buren  and  Washington.  All  physicians’ 
wives  in  the  district  will  receive  invitations  the 
first  of  October. 

District  VII,  of  which  Mrs.  C.  W.  White  of  Inde- 
pendence is  councilor,  will  meet  at  the  Dubuque 
Golf  and  Country  Club  for  a luncheon  meeting  on 
October  23.  The  Dubuque  County  Auxiliary  will 
be  hostess  for  this  meeting,  and  all  physicians’ 
wives  in  the  district  will  be  invited.  The  Counties 
in  District  VII  are:  Buchanan,  Delaware,  Du- 
buque, Linn,  Jones,  Clinton,  Cedar,  Jackson,  and 
Johnson. 

The  dates  for  meetings  in  Districts  I and  VI 
have  not  been  set,  but  invitations  will  be  mailed  in 
plenty  of  time  to  assure  a good  attendance. 

A district  meeting  affords  not  only  an  opportu- 
nity for  you  to  become  better  acquainted  with  oth- 
er physicians’  wives  in  your  area,  but  also  an  oc- 
casion for  you  to  meet  and  visit  with  the  State 
Auxiliary  officers  who  will  attend. 


Governors  Cancel  Medicare  Backing 

On  July  24,  in  Miami  Beach,  a Democratic-con- 
trolled  committee  of  the  55  governors’  conference 
acted  to  cancel  its  previous  endorsement  of  Presi- 
dent Kennedy’s  program  of  health  care  for  the 
elderly  under  Social  Security. 

The  committee,  headed  by  Governor  Richard 
Hughes,  of  New  Jersey,  rephrased  a majority  re- 
port to  call  for  another  year’s  study  of  the  issue. 
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It  struck  out  language  urging  speedy  congressional 
action  on  the  proposal  to  finance  such  care  through 
Social  Security  taxes. 

Representing  the  four  Republicans  on  the  group, 
Governor  Mark  Hatfield,  of  Oregon,  prepared  a 
minority  report  calling  for  expansion  of  the  Kerr- 
Mills  program  of  federal-state  aid  for  needy  elderly 
folk. 


Longhouse  Residence  Is  Dedicated 

One  of  the  major  objectives  of  the  late  Dr.  Dean 
H.  King,  of  Spencer,  was  realized  in  the  dedica- 
tion of  Longhouse  Residence  on  July  20.  It  is  the 
result  of  Dr.  King’s  concern  for  his  aging  father, 
who  needed  facilities  which  are  found  only  in 
homes  offering  special  care,  and  which  were  then 
unavailable  in  Spencer.  For  this  personal  reason, 
and  stimulated  by  the  needs  of  others  in  the  same 
situation,  Dr.  King  decided  to  build  a home  that 
would  serve  this  purpose.  Following  Dr.  King’s 
request  that  the  residence  be  a community  home, 
the  architectural  scheme  arranged  sleeping  and 
living  quarters  around  a spacious  and  attractive 
lobby.  The  $300,000  institution  is  located  in  the 
northwest  section  of  the  Spencer  community,  has 
26  patient  rooms  and  provides  accommodations  for 
50  persons. 

The  position  of  president  of  the  board  will  be 
filled  by  Mrs.  Jane  King,  wife  of  the  late  Dr.  King. 
She  is  a graduate  of  the  State  University  of  Iowa 
School  of  Nursing  and  for  the  past  two  years  was 
acting  chairman  of  the  County  Welfare  Board  of 
Clay  County.  Other  board  members  are  Jack  Dean 
King,  son  of  Dr.  Dean  King;  Gerold  E.  Wilmot, 
vice-president;  and  Sandra  Sue  Wilmot.  Dr.  Frank 
D.  Edington,  a long-time  friend  of  Dr.  King,  will 
assume  the  position  of  medical  director.  Mrs.  Clay- 
ton E.  Liggett  will  act  as  superintendent  of  nurses 
and  aides. 


Have  you  moved  in  the  past  few  months? 
PLEASE  send  any  changes  of  address  to  529- 
36th  Street,  Des  Moines  12.  Communication 
is  a necessity:  Do  help  us  keep  our  mailing  list 
up  to  date.  You  are  our  best  source  of  ac- 
curate information. 
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President-Elect — Mrs.  H.  G.  Ellis,  5504  Shriver  Avenue,  Des 
Moines  12 

Recording  Secretary — Mrs.  N.  A.  Schacht,  1025  North  23rd 
Street,  Fort  Dodge 
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Helps  the  epileptic  to  realize  his  potential 

DILANTIN 

(DIPHENYLHYDANTOIN  SODIUM) 

PARKE-DAVIS 


he  most  effective  form  of  emotional  approach  remains  the  demonstra- 
n to  the  patient  that  the  seizure  phenomena  can  be  adequately  con- 
illed  with  anticonvulsant  medication.”’ 

present,  diphenylhydantoin  sodium  is  generally  regarded  as  the  stand- 
j in  anticonvulsant  medication  because  of  its  effectiveness  in  control- 
g grand  mal  and  psychomotor  seizures.1-'0  It  possesses  a wide  margin 
safety,  and  incidence  of  side  effects  is  minimal.4  With  this  agent, 
ersedation  is  not  a problem.3  Moreover,  its  use  is  often  accompanied 
improvement  in  the  patient’s  memory,  intellectual  performance,  and 
lotional  stability.” 

lications:  Grand  mal  epilepsy  and  certain  other  convulsive  states. 

“cautions:  Toxic  effects  are  infrequent:  allergic  phenomena  such  as 
lyarthropathy,  fever,  skin  eruptions,  and  acute  generalized  morbilli- 
m eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to 
foliation  with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions 
>n  usually  subside.  Though  mild  and  rarely  an  indication  for  stopping 
sage,  gingival  hypertrophy,  hirsutism,  and  excessive  motor  activity  are 
casionally  encountered,  especially  in  children,  adolescents,  and  young 


I 
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adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and 
a feeling  of  unsteadiness.  All  usually  subside  with  continued  use.  Mega- 
loblastic anemia  has  been  reported.  Nystagmus  may  develop.  Nystagmus 
in  combination  with  diplopia  and  ataxia  indicates  dosage  should  be  re- 
duced. Periodic  examination  of  the  blood  is  advisable. 

DILANTIN  Sodium  (diphenylhydantoin  sodium)  is  available  in  several  forms 
including  Kapseals,®  0.03  Gm.  and  0.1  Gm„  bottles  of  10Q  and  1,000. 


REFERENCES:  (1)  Hammill,  J.  F.:  J.  Chron.  Dis.  8:448,  1958.  (2)  Roseman,  E.: 
Neurology  11:912,  1961.  (3)  Bray,  P.  F.:  Pediatrics  23:151,  1959.  (4)  Chao,  D.  H.; 
Druckman,  R.,  & Kellaway,  P.:  Convulsive  Disorders  of  Children,  Philadelphia, 
W.  B.  Saunders  Company,  1958,  p.  120.  (5)  Crawley,  J.  W.:  M.  Clin,  North  America 
42:317,  1958.  (6)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Convulsive  Dis- 
orders in  Children,  Springfield,  III.,  Charles  C Thomas,  1954,  p.  190.  (7)  Ibid.: 
Postgrad.  Med.  20:584,  1956.  (8)  Merritt,  H.  H.:  Brit.  M.  J.  1:666,  1958.  (9) 
Carter,  C.  H.:  Arch,  Neurol  & Psychiat.  79:136,  1958.  (10)  Thomas,  M.  H.,  in 
Green,  J.  R.,  & Steelman,  H.  F.:  Epileptic  Seizures,  Baltimore,  The  Williams  & 
Wilkins  Company,  1956,  pp.  37-48.  (11)  Good- 
man, L.  S.,  & Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  2,  New  York,  The 
Macmillan  Company,  1955,  p.  187.  use:  ixaxc.  o^vist  company. 


PARKE-DAVIS 


Vol.  Llll 

CONTENTS 


Group  Insurance  Programs  for  Members  of  the 
Iowa  Medical  Society 

William  O.  Purdy,  M.D.,  Des  Moines  ....  663 

SCIENTIFIC  ARTICLES 


The  Dizzy  Patient 

R.  Hinchcliffe,  M.D.,  London,  England 


. 667 


The  Premarital  Examination 

Robert  M.  Kretzschmar,  M.D.,  and  A.  S.  Norris, 

M.D.,  Iowa  City 679 

Unmarried  Mothers  in  Iowa:  A Sociologic  Study 
Dagmar  Kalli  Hamilton,  M.S.,  Des  Moines  . 683 

The  Child-Abuse  Problem  in  Iowa:  The  Extent 
of  the  Problem,  and  a Proposal  for  Remedy- 
ing It  .692 


State  University  of  Iowa  College  of  Medicine 
Clinical  Pathologic  Conference  . 


. 695 


EDITORIALS 

Dr.  Jeannette  Throckmorton 704 

Protecting  Misused  Children  From  Further  Injury  704 

Postoperative  Bacterial  Shock 704 

The  Threat  of  Smallpox  Is  Still  With  Us  705 

The  Krebiozen  Controversy 705 

Is  Nitroglycerin  Only  a Preventive  for  Angina 

Pectoris? 706 

The  Doctor’s  Role  in  Making  Highways  Safe  . . 707 

COPYRIGHT,  1963,  BY  THE 


SPECIAL  DEPARTMENTS 

Civil  Defense  News  Notes 665 

Coming  Meetings 666 

President’s  Page 708 

In  the  Public  Interest facing  page  708 

Highlights  of  IMS  Officers’  Meetings 709 

Journal  Book  Shelf 711 

Iowa  Association  of  Medical  Assistants  . . .713 

The  Doctor’s  Business 714 

Iowa  Chapter  of  the  American  Academy  of  Gen- 
eral Practice 715 

State  Department  of  Health 717 

Woman’s  Auxiliary  News 720 

The  Month  in  Washington xxxiv 

Personals xxxvii 

Deaths xliv 

County  Medical  Society  Officers liii 

MISCELLANEOUS 
Data  on  Programs  in  Nursing  Education  . 703 

DuPont’s  Experience  With  Alcoholics  ....  710 

Evaluation  of  Adolescents’  Problems  at  AMA 

Clinical  Meeting 712 

Health  Care  Expenditures xxxv 


Results  of  F.D.A.  Analysis  of  “Krebiozen” 
Iowa’s  Mental  Health  Centers  .... 
Tranquilizers  as  Suicidal  Agents  . 

IOWA  MEDICAL  SOCIETY 


xlv 

li 

li 


EDITORS 

Dennis  H.  Kelly,  Sr.,  M.D.,  Scientific  Editor,  Des  Moines 

Edward  W.  Hamilton,  Ph.D.,  Managing  Editor 

Des  Moines 

SCIENTIFIC  EDITORIAL  PANEL 

Walter  M.  Kirkendall,  M.D Iowa  City 

Floyd  M.  Burgeson,  M.D Des  Moines 

Daniel  A.  Glomset,  M.D Des  Moines 

Robert  N.  Larimer,  M.D Sioux  City 

Daniel  F.  Crowley,  M.D Des  Moines 


PUBLICATION  COMMITTEE 

Samuel  P.  Leinbach,  M.D Belmond 

Cecil  W.  Seibert,  M.D Waterloo 

John  H.  Sunderbruch,  M.D Davenport 

Richard  F.  Birge,  M.D.,  Secretary Des  Moines 

Dennis  H.  Kelly,  Sr.,  M.D.,  Editor  Ex  Officio  Des  Moines 

Address  all  communications  to  the  Editor  of  the  Jour- 
nal, 529-36th  Street,  Des  Moines  12 

Postmaster,  send  form  3579  to  the  above  address. 


Second-class  postage  paid  at  Fulton,  Missouri,  and  (for  additional  mailings)  at  Des  Moines,  Iowa.  Published  monthly  by  the 
Iowa  Medical  Society  at  1201-5  Bluff  Street,  Fulton,  Missouri.  Editorial  Office:  529-36th  Street,  Des  Moines  12,  Iowa.  Subscrip- 
tion Price:  $5.00  Per  Year. 


Group  Insurance  Programs  for  Members 

of  the 

Iowa  Medical  Society 


WILLIAM  O.  PURDY,  M.D. 
Des  Moines 


The  Iowa  Medical  Society’s  Committee  on  Group 
Insurance  has  concluded  that  a series  of  articles 
supplying  detailed  information  concerning  the  dif- 
ferent group  insurance  programs  developed  for 
members  should  be  prepared  for  publication  in  the 
JOURNAL. 

There  were  two  real  and  important  reasons 
for  establishing  the  group  insurance  programs: 

1.  Insurance  coverage  can  be  obtained  at  more 
favorable  premium  rates  when  purchased  on  a 
group  basis. 

2.  The  plan  and  type  of  coverage  particularly 
suited  to  the  needs  and  desires  of  the  group  can  be 
developed  and  underwritten. 

These  plans  have  been  in  force  for  a number 
of  years,  but  it  is  felt  that  discussions  of  the  ben- 
efits available  will  be  helpful  and  welcome  to 
long-time  as  well  as  to  new  members.  The  Commit- 
tee believes  that  many  physicians  may  not  have 
been  aware  of  the  benefits  available  to  them,  and 
when  thus  informed,  they  may  want  to  enroll  in 
the  various  programs  as  soon  as  an  opportunity 
presents  itself. 

This,  the  first  of  this  series  of  articles,  will  deal 
with  the  state-wide  Blue  Cross-Blue  Shield  plan 
for  IMS  members  and  their  dependents. 

In  1958,  the  Committee  on  Group  Insurance  was 
instructed  by  the  IMS  House  of  Delegates  to  in- 
vestigate the  feasibility  of  establishing  a statewide 
health  insurance  plan  for  members  of  the  Society. 
In  compliance  with  that  directive,  the  Committee 
conducted  an  intensive  study,  and  prepared  and 
presented  its  recommendations  to  the  Society  at 
its  1959  annual  meeting. 

Before  making  a recommendation,  the  Commit- 
tee reviewed  programs  which  were  in  effect,  at 

Dr.  Purdy,  the  chairman  of  the  IMS  Committee  on  Group 
Insurance,  is  medical  director  of  the  Equitable  Life  Insurance 
Company  of  Iowa. 


that  time,  for  the  various  county  medical  societies, 
clinics,  individual  groups  and  others.  It  found  that 
there  were  83  different  doctor  groups  enrolled  in 
Blue  Cross,  in  the  state,  and  that  25  of  them  had 
no  Blue  Shield  coverage.  The  various  ones  of  these 
groups  had  16  different  types  of  contracts.  Most  of 
the  groups  were  very  small,  and  the  Committee 
felt  that  the  coverage  provided  them  was  quite  in- 
adequate, particularly  for  major  illnesses.  Most 
groups  had  hospitalization  coverage  that  provided 
for  the  payment  of  hospital  bills  for  a period  of  70 
days,  but  in  some  instances  only  for  30  days.  Cov- 
erage for  nervous  and  mental  illnesses  was  limited 
to  30  days,  and  coverage  for  a son  or  daughter 
terminated  when  the  child  reached  19  years  of  age. 

After  studying  the  various  plans  then  in  exist- 
ence, and  after  many  conferences  with  various 
physicians  for  the  purpose  of  getting  new  ideas, 
the  Committee  proceeded  to  develop  a program 
that  it  felt  would  meet  the  desires  of  most  doctors, 
though  it  knew  full  well  that  it  could  not  devise 
one  that  would  please  everyone.  Its  plan  embodied 
the  following  major  considerations: 

1.  Maximum  benefits  for  the  premium  dollar 

2.  Emphasis  on  coverage  for  major  and  costly 
illnesses,  rather  than  benefits  for  minor  and  less- 
costly  ones 

3.  Full  coverage  for  mental  and  nervous  ill- 
nesses, and  for  tuberculosis 

4.  A fixed-dollar  maximum  allowance  for  room 
service 

5.  Coverage  throughout  the  lifetime  of  the  mem- 
ber, as  long  as  he  or  she  maintains  membership  in 
the  Society  and  pays  the  required  premiums 

6.  Assurance  that  the  widow  of  a covered  mem- 
ber may  continue  coverage  with  the  group 

7.  Coverage  for  each  dependent  child  from  birth 
to  19  years  of  age  or  until  marriage,  and  continued 
coverage  after  19  years  of  age,  or  to  age  23,  if  he 
or  she  is  single  and  a student  in  college 

8.  Hospital  coverage  for  a single  illness  for  a 
period  of  365  days. 

To  secure  a contract  embodying  these  considera- 
tions, and  with  a reasonable  premium  rate,  it  was 
necessary  to  employ  deductibles.  It  was  decided  to 
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use  a deductible  of  $100  or  $200  on  the  Blue  Cross 
contracts,  and  a deductible  of  $50  or  $100  on  the 
Blue  Shield  contracts,  and  to  permit  each  member 
to  select  whichever  contract  he  wished.  With  de- 
ductibles of  these  sizes,  many  small  claims  will  not 
qualify.  Thus  the  insuror  will  be  spared  not  only 
the  cost  of  the  medical  or  hospital  services  in 
minor  illnesses  or  injuries,  but  also  the  cost  of  a 
considerable  share  of  the  usual  claim-processing. 
In  consequence,  greater  coverage  can  be  provided 
for  the  more  serious  and  costly  illnesses,  and  at 
a very  reasonable  premium  rate. 

Many  physicians  expressed  a desire  for  this  type 
of  contract,  saying  that  they  were  not  concerned 
about  coverage  for  small  bills,  but  were  most 
anxious  for  a policy  that  would  provide  benefits 
for  major  difficulties  such  as  those  occasioned  by 
mental  and  nervous  illnesses,  serious  injuries  and 
other  disorders  requiring  long  periods  of  hospital- 
ization. They  wished  to  have  their  dependent,  un- 
married children  covered  past  age  19  if  attending 
college,  in  order  to  avoid  the  necessity  of  buying  a 
separate  policy  for  each  child. 

It  should  be  pointed  out  that  most  group  plans 
are  experience-rated,  and  that  if  the  premium  paid 
is  insufficient  to  pay  the  claims  plus  the  admin- 
istrative costs,  the  premium  must  be  raised.  Money 
does  not  flow  from  heaven  into  the  treasury  of 
the  insurance  carrier,  but  comes  only  from  the  pre- 
mium payments  of  the  insured  and  the  investment 
earnings  of  reserve  funds.  It  is  axiomatic  that  the 
larger  and  more  homogeneous  the  group,  the  less 
fluctuation  there  will  be  in  the  premium  rate. 

The  insurance  principle  still  isn’t  well  under- 
stood by  many  people,  particularly  as  it  relates 
to  medical  and  hospital  coverages.  Some  people 
still  have  the  idea  that  they  somehow  have  been 
abused  if  the  money  they  have  paid  out  in  health- 
insurance  premiums  isn’t  repaid  to  them  or  ex- 
pended in  their  behalf,  in  amounts  that  are  at  least 
equal  to  their  premiums.  On  the  contrary,  the  for- 
tunate man  is  the  one  who  has  adequate  coverage 
but  never  has  to  use  it!  No  sensible  person  burns 
the  roof  over  his  head  just  in  order  to  collect  from 
the  fire  insurance  company  to  which  he  has  been 
paying  premiums  for  many  years.  Yet  it  sometimes 
is  difficult  to  get  people  to  think  of  insurance  cov- 
erage for  medical  expense  in  the  same  light. 

BENEFITS  IN  THE  IMS  BLUE  CROSS-BLUE  SHIELD 
POLICIES 

At  the  present  time,  825  IMS  members  are  en- 
rolled in  the  statewide  Blue  Cross-Blue  Shield 
Group.  The  program  provides  the  following  ben- 
efits: 

In  a Blue  Cross  member  hospital.  When  a sub- 
scriber or  an  eligible  member  of  a subscriber’s 
family  is  a bed  patient  in  a Blue  Cross  member 
hospital,  for  an  illness  occasioned  by  anything 
other  than  alcoholism  or  drug  addiction,  he  or  she 
will  receive  the  following  benefits  paid-in-full  for 
365  days: 


An  allowance  of  up  to  $25  per  day  on  room  charges 
Use  of  operating  room 

Anesthetic  materials  furnished  by  the  hospital 
Administration  of  anesthesia  by  a salaried  hospital 
employee 

Surgical  dressings,  casts  and  splints 
Approved  drugs  and  medicines 
Transfusion  service  (not  including  blood  or  plas- 
ma) 

Basal  metabolism  tests  (when  consistent  with 
diagnosis) 

Electrocardiograms  (when  consistent  with  diagno- 
sis) 

Physical  therapy 
Oxygen  therapy 

Maternity  care,  including  delivery  room  and  care 
of  newborn 

Diagnostic  x-ray  and  pathology  services  (provided 
by  Blue  Shield). 

Coverage  in  cases  of  alcoholism  or  drug  addiction 
is  limited  to  30  days.  In  addition,  if  three  months 
elapse  between  the  date  of  the  patient’s  discharge 
from  the  hospital  and  the  date  of  his  readmission, 
he  is  again  eligible  for  365  days  of  benefits. 

In  hospitals  that  are  not  members  of  a Blue 
Cross  plan.  In  non-member  institutions,  there  is  an 
allowance  of  $25  per  day  on  room  charges,  plus  up 
to  $200  in  extra  services,  as  listed  above,  for  365 
days. 

DEDUCTIBLE  OPTIONS 

The  above  benefits  are  subject  to  $100  deductible 
per  admission,  or  $200  deductible  per  admission, 
depending  upon  which  contract  the  subscriber 
selects. 

BLUE  SHIELD-BLUE  CHIP  COVERAGE 

Under  Blue  Shield-Blue  Chip  coverage,  there 
is  a limit  of  $5,000  per  illness  or  accident,  and 
the  policies  are  $50  deductible  or  $100  deductible. 
After  the  first  $50  or  $100,  the  following  benefits 
will  be  paid  in  full,  provided  that  the  services 
have  been  rendered  by  a participating  physician, 
and  provided  that  the  charges  are  usual,  custom- 
ary and  reasonable  in  the  community: 

Surgical  services 
Accident  care 

Radium  treatment  or  x-ray  therapy 
Anesthesia 

Maternity,  including  postnatal  and  prenatal  care 
In-hospital  medical  services,  including 
Intensive  medical  care 
Consultation  services 
Concurrent  services 

As  previously  indicated,  this  is  an  experience- 
rated group  plan,  and  the  premium  rate  is  de- 
termined once  each  year  for  the  ensuing  12-month 
period.  The  rate  is  either  raised  or  lowered,  de- 
pending upon  the  claim  experience  in  the  preced- 
ing year.  At  present,  the  following  rates  are  in  ef- 
fect for  the  various  plans: 
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BLUE  CROSS  WITH  BLUE  SHIELD  X-RAY  AND  LAB. 


Single 

Two-Person 

Family 

Per 

Month 

Blue  Cross  $100  Deductible 

$4.60 

$10.35 

$10.35 

Blue  Cross  $200  Deductible  . 

. 3.15 

7.20 

7.20 

BLUE  CROSS  WITH  BLUE  SHIELD-BLUE  CHIP 

Blue  Cross  $100  Deductible 
Blue  Chip  $50  Deductible  . . 

5.75 

12.75 

14.25 

Blue  Cross  $100  Deductible 
Blue  Chip  $100  Deductible  . 

. . 5.65 

12.30 

13.40 

Blue  Cross  $200  Deductible 
Blue  Chip  $50  Deductible  . . 

. . 4.35 

9.75 

1 1.25 

Blue  Cross  $200  Deductible 
Blue  Chip  $100  Deductible  . 

. 4.25 

9.25 

10.35 

HOW  TO  ENROLL 

Here  are  the  mothods  of  enrolling  in  the  state- 
wide physicians’  group: 

1.  A physician  may  enroll  without  underwrit- 
ing within  90  days  after  his  admission  to  IMS 
membership;  physicians  applying  at  times  other 
than  during  the  regular  open-enrollment  period 
will  be  considered  subject  to  regular  underwriting 
requirements.  This  means  that  applicants  sign  an 
application  containing  a provision  for  an  11-month 

Civil  Defense 

The  U.  S.  House  of  Representatives  recently  ap- 
proved the  new  Civil  Defense  Bill,  H.R.8200, 
which  would  authorize  the  expenditure  of  $15,600,- 
000  to  provide  a million  shelter  spaces  in  federal 
buildings,  and  $175,000,000  for  ten  million  spaces 
in  non-profit  institutions  such  as  schools,  hospitals, 
welfare  organizations,  and  state  and  local  govern- 
ment structures. 

The  definition  of  “civil  defense”  is  also  broad- 
ened, under  the  Bill,  to  include  those  activities 
designed  to  minimize  the  effects  upon  the  civilian 
population  of  a “flood,  drought,  fire,  hurricane, 
earthquake,  storm  or  other  catastrophe,”  as  well 
as  from  the  effects  of  an  enemy  attack. 

The  Iowa  Medical  Society  and  like  organizations 
are  being  asked  to  change  the  names  of  their  in- 
strumentalities that  are  now  called  “Committee 
on  National  Emergency  Medical  Service,”  “Civil 
Defense  Committee,”  etc.,  and  instead  to  call  them 
“Committee  on  Disaster  Medical  Service”  or  some- 
thing else  that  will  be  indicative  of  their  respon- 
sibility in  community  emergencies. 

Although  state  Civil  Defense  headquarters  has 
emphasized  repeatedly  that  property  records  must 
be  maintained  for,  and  CD  insignia  attached  to, 
all  matching-funds  equipment,  audit  reports  con- 
tinue to  show  that,  in  some  instances,  these  safe- 


waiting period  before  benefits  can  be  paid  for  pre- 
existing conditions.  More  detailed  information  re- 
lating to  this  matter  can  be  obtained  from  the 
Blue  Cross-Blue  Shield  office. 

2.  Physicians  enrolled  in  a local  county  medical 
society  group  may  transfer  to  the  statewide  pro- 
gram at  a time  other  than  the  open-enrollment 
period,  provided  that  at  least  75  per  cent  of  those 
then  enrolled  in  the  local  county  group  transfer 
to  the  state  group. 

3.  All  physician  members  of  the  IMS  are  eligible 
for  enrollment  during  the  once-a-year  open-enroll- 
ment period.  This  year  the  open-enrollment  will 
begin  during  November  and  will  close  on  Decem- 
ber 1,  with  coverage  becoming  effective  January 
1,  1964. 

All  IMS  members  will  soon  receive  information 
regarding  the  open-enrollment  period  and  regard- 
ing a change  in  the  premium  rate  if  any  has  been 
found  necessary. 

The  Committee  on  Group  Insurance  has  been 
pleased  with  the  past  experience  with  this  pro- 
gram. There  has  been  little  change  in  the  premium 
rate  since  this  group  was  established  three  years 
ago.  In  view  of  general  increases  in  cost  which 
have  been  taking  place,  one  would  expect  an  up- 
ward adjustment  of  the  premium  rate,  unless  the 
group  has  an  extraordinary  claim  experience. 

The  Committee  recommends  this  program  to  all 
members  who  have  not  already  joined. 

News  Notes 

guards  are  not  being  handled  properly.  State  of- 
ficials point  out  that  the  maintenance  of  equip- 
ment records  is  a “must”  procedure  not  only  as  a 
matter  of  good  business  but  also  to  insure  an 
orderly  changeover  in  the  event  of  a change  in 
personnel  at  the  local  administrative  level.  The 
CD  insignia  are  very  necessary  in  cases  where 
identical  items  have  been  bought  both  with  and 
without  federal  Civil  Defense  financial  assistance. 

The  General  Federation  of  Women’s  Clubs,  the 
National  Federation  of  Business  and  Professional 
Women’s  Clubs,  and  the  American  Legion  Auxil- 
iary are  distributing  civil  defense  information  kits 
to  their  local  unit  leaders.  Provided  by  the  Depart- 
ments of  Defense  and  Civilian  Defense,  the  kits 
contain  basic  information  for  an  organized  action 
program  by  local  groups  to  support  Civil  Defense 
in  the  community. 

“Conelrad”  was  replaced  by  “Emergency  Broad- 
casting System”  on  August  5,  1963.  Ultramodern 
navigational  methods  have  made  “Conelrad”  obso- 
lete. Under  it,  about  1,200  radio  stations  holding 
national  defense  emergency  authorizations  would 
have  broadcast  on  either  640  or  1240  megacycles 
without  giving  a hint  as  to  the  locations  of  the 
individual  stations.  Under  the  new  plan,  author- 
ized stations  will  stay  on  the  air  at  their  accus- 
tomed frequencies  during  an  attack. 


Coming  Meetings 


IN  STATE 


Oct. 

4 

Iowa  Tuberculosis  and  Health  Association, 

Hotel  Fort  Des  Moines,  Des  Moines. 

Oct.  4-5 

6th  Annual  Rehabilitation  Seminar  for  Physi- 
cal Therapists,  S.U.I.  College  of  Medicine, 
Iowa  City. 

Oct. 

11 

Current  Problems  in  Diagnostic  and  Thera- 
peutic Urology,  S.U.I.  College  of  Medicine, 
Iowa  City. 

Oct. 

18 

Arthritis  and  Related  Disorders,  S.U.I.  College 
of  Medicine,  Iowa  City. 

Oct. 

24 

Northeast  Iowa  Clinical  Conference,  Clayton 
House,  300  W.  Mullan,  Waterloo. 

Oct. 

26 

Mercy  Hospital  Medical  Day,  Mercy  Hospital, 
Des  Moines 

Nov, 

. 6-7 

Nursing  Institute  on  Labor  and  Delivery  Room 
Problems.  S.U.I.,  Iowa  City. 

CONTINENTAL  U.  S. 

Oct. 

3-4 

The  Eye  of  Physical  Diagnosis,  University  of 
Kansas  Medical  Center,  Kansas  City,  Kansas. 

Oct. 

5-10 

American  Academy  of  Pediatrics,  Palmer 
House,  Chicago. 

Oct. 

5-11 

Annual  Otolaryngologic  Assembly  (University 
of  Illinois  College  of  Medicine  and  the  Illinois 
Eye  and  Ear  Infirmary),  Chicago. 

Oct. 

7-9 

American  Electroencephalographic  Society, 
Jack  Tar  Hotel,  San  Francisco. 

Oct. 

7-11 

Recent  Advances  in  Basic  Mechanisms  in  In- 
ternal Medicine,  University  of  Michigan  Med- 
ical Center,  Ann  Arbor. 

Oct. 

8-12 

Congress  of  Neurological  Surgeons,  Denver- 
Hilton  Hotel,  Denver. 

Oct. 

9-11 

Aviation  Medicine.  University  of  Kansas 
School  of  Medicine,  Kansas  City. 

Oct. 

10-12 

Ninth  National  Conference  on  Physicians  and 
Schools,  Conrad  Hilton  Hotel,  Chicago. 

Oct. 

10-13 

American  Society  of  Clinical  Hypnosis,  Jack 
Tar  Hotel,  San  Francisco. 

Oct. 

10-13 

American  Society  of  Maxillofacial  Surgeons, 
Sheraton-Park  Hotel,  Washington,  D.  C. 

Oct. 

12-13 

Mid-West  Allergy  Forum,  Sheraton-Cleveland 
Hotel,  Cleveland. 

Oct. 

13-18 

International  Congress  of  Plastic  Surgery, 
Sheraton-Park  Hotel,  Washington,  D.  C. 

Oct. 

14-18 

Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Disease  of  the  Heart  and  Lungs, 

International  Inn,  Washington,  D.  C. 

Oct. 

15-17 

Indiana  State  Medical  Association,  Murat 
Temple,  Indianapolis. 

Oct. 

17 

School  Health.  University  of  Kansas  School  of 
Medicine,  Kansas  City. 

Oct. 

17-19 

Central  Neuropsychiatric  Association,  Shera- 
ton-Lincoln  Hotel,  Houston. 

Oct. 

17-20 

Academy  of  Psychosomatic  Medicine,  Shera- 
ton-Palace  Hotel,  San  Francisco. 

Oct. 

19-23 

National  Medical  Foundation  for  Eye  Care, 

New  York  City. 

Oct. 

20 

American  Rhinologic  Society,  Americana  Ho- 
tel, New  York. 

Oct. 

20-23 

American  College  of  Gastroenterology,  The 
Sho reham  Hotel,  Washington,  D.  C. 

Oct. 

20-25 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  New  York  Hilton  Hotel,  New 
York  City. 

Oct. 

21-22 

American  Cancer  Society,  Biltmore  Hotel, 
New  York  City. 

Oct. 

21-24 

Interstate  Postgraduate  Medical  Association  of 
North  America,  Palmer  House,  Chicago. 

Oct. 

21-25 

Common  Problems  in  Endocrinology  and  Me- 
tabolism: Basic  Concepts  and  Clinical  Appli- 
cation, Marquette  University  School  of  Medi- 
cine, Milwaukee. 

Oct. 

21-25 

Clinical  Cardiopulmonary  Physiology,  Pick 

Congress  Hotel,  Chicago. 

Oct. 

22-24 

Fractures  in  General  Practice,  Medical  Col- 
lege of  Georgia,  Augusta. 

Oct. 

22-26 

Society  for  Clinical  and  Experimental  Hyp- 
nosis, Barbizon  Plaza  Hotel,  New  York  City. 

Oct. 

23-25 

Chiefs-of-Staff  Conference,  University  of  Col- 
orado Medical  Center,  Denver. 

Oct. 

24-26 

American  Association  for  the  Surgery  of 
Trauma,  Mark  Hopkins  Hotel,  San  Francisco. 

Oct.  24-26 

Oct.  25-26 
Oct.  25-29 
Oct.  28-30 
Oct.  28-31 

Oct.  28-Nov.  1 
Oct.  28-Nov.  1 
Nov.  1-2 
Nov.  2-3 

Nov.  2-6 
Nov.  2-6 
Nov.  5-8 
Nov.  6-7 

Nov.  7-9 
Nov.  7-10 
Nov.  10-15 
Nov.  11-15 

Nov.  11-15 
Nov.  11-15 

Nov.  15 
Nov.  17-22 
Nov.  18-20 

Nov.  18-21 
Nov.  21-23 

Nov.  30-Dec.  1 

Nov.  30-Dec.  5 


American  College  of  Obstetricians  and  Gyne- 
cologists (District  5),  Detroit  Statler  Hotel, 
Detroit. 

National  Congress  on  Medical  Quackery, 
Sheraton-Park  Hotel,  Washington,  D.  C. 
American  Heart  Association,  Biltmore  Hotel, 

Los  Angeles. 

Obstetrics  & Gynecology.  University  of  Kan- 
sas School  of  Medicine,  Kansas  City. 

31st  Annual  Assembly  of  the  Omaha  Mid- 
West  Clinical  Society,  Civic  Auditorium, 
Omaha. 

American  College  of  Surgeons,  Fairmont  and 
Mark  Hopkins  Hotel,  San  Francisco. 

Allergy  and  Hypersensitivity  States,  North- 
western University  Medical  School,  Chicago. 
Central  Society  of  Clinical  Research,  Drake 
Hotel,  Chicago. 

14tli  National  County  Medical  Societies  Con- 
ference on  Disaster  Medical  Care,  Pick-Con- 
gress Hotel,  Chicago. 

American  Orthotics  and  Prosthetics  Associa- 
tion, Jung  Hotel,  New  Orleans. 

American  Society  of  Anesthesiologists,  Pal- 
mer House,  Chicago. 

American  Association  of  Blood  Banks,  Statler- 
Hilton  Hotel,  Detroit 

A.  Morris  Ginsberg  Memorial  Seminar  in 
Neurology  (University  of  Kansas  School  of 
Medicine).  Menorah  Medical  Center,  Kansas 
City,  Missouri. 

American  Society  of  Cytology,  Neil  House, 
Columbus,  Ohio. 

Gerontological  Society,  Sheraton  Plaza  Hotel, 
Boston. 

American  Fracture  Association,  Americana  Ho- 
tel, Bal  Harbour,  Florida. 

American  College  of  Preventive  Medicine, 
Continental  Hotel  and  Municipal  Auditorium, 
Kansas  City,  Missouri. 

American  Public  Health  Association,  Munici- 
pal Auditorium,  Kansas  City,  Missouri. 
Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Diseases  of  the  Heart  and  Lungs 
(American  College  of  Chest  Physicians), 
Barbizon  Plaza  Hotel,  New  York  City. 
Seventh  Annual  Symposium  on  Diabetes, 
Presbyterian-St.  Lukes  Hospital,  Chicago. 
Radiological  Society  of  North  America,  Palmer 
House,  Chicago. 

Aging  of  the  Lung:  Perspectives,  Tenth  Hahn- 
emann Symposium,  Hahnemann  Medical  Col- 
lege and  Hospital,  Sheraton  Hotel,  Philadel- 
phia. 

Southern  Medical  Association,  New  Orleans. 
Sectional  Meeting  of  the  American  College 
of  Physicians,  Detroit. 

Interim  Session,  American  College  of  Chest 
Physicians,  Portland. 

American  Academy  of  Dermatology,  Palmer 
House,  Chicago. 


ABROAD 


Oct.  6-11  International  Congress  of  Clinical  Pathology. 

Mexico  City.  Write:  E.  Cervera,  M.D.,  Duran- 
go 213,  Mexico  7,  D.F. 

Oct.  22-28  Meeting  on  Prevention  and  Treatment  of  Psy- 
chosomatic Disorders,  Geneva.  Info:  World 
Health  Organization,  Palais  des  Nations,  Ge- 
neva. 


Nov.  5-13  Ninth  Congress  of  the  Pan-Pacific  Surgical 
Association.  Honolulu.  Write:  F.  J.  Pinkerton, 
M.D.,  Director  General,  Pan-Pacific  Surgical 
Association,  Suite  236,  Alexander  Young  Build- 
ing, Honolulu  13,  Hawaii 

Nov.  8-10  International  Conference  on  Tetanus,  Bombay. 

Info:  J.  C.  Patel,  M.D.,  KEH  Hospital,  Parel, 
Bombay  12. 

Nov.  13-Dec.  10  First  Pan-Pacific  Mobile  Educational  Lecture 
Seminar.  New  Zealand,  Australia,  Thailand, 
the  Philippines,  Hong  Kong  and  Japan.  Write 
Dr.  F.  J.  Pinkerton,  Director  General,  Pan- 
Pacific  Surgical  Association,  Suite  236,  Alex- 
ander Young  Building,  Honolulu  13 


The  Dizzy  Patient 


R.  HINCHCLIFFE,  M.D. 

London,  England 

Patients  have  used  the  term  dizziness  to  describe 
not  only  sensations  of  movement  but  also  sensa- 
tions of  faintness,  lightheadedness,  unreality  and 
swimming-in-the-head.  Thus,  the  symptom  may 
arise  not  only  from  disorders  of  the  vestibular  sys- 
tem but  also  from  conditions  as  diverse  as  vasomo- 
tor syncope,  endogenous  depression,  the  phobic 
anxiety-depersonalization  syndrome  and  hypogly- 
cemia.1 For  our  purposes,  however,  we  should  re- 
gard dizziness  as  signifying  a hallucination  of  move- 
ment, when  correctly  used,  and  as  being  synony- 
mous with  the  terms  giddiness  and  vertigo.  When 
the  definition  is  thus  restricted,  this  word  signifies 
an  imbalance  equatable  with  a deranged  vestibular 
system.36  Note  that  we  are  not  restricting  the  in- 
terpretation of  the  symptom  to  sensations  of  rota- 
tory movement.  The  sensations  of  movement  may 
be  non-rotatory,  e.g.,  swaying  sensations,  or  they 
may  consist  of  the  impression  that  objects  within 
the  field  of  vision  are  jumping  about  from  side  to 
side  or  up  and  down  (oscillopsia)  .3 

By  the  time  we  have  reached  65  years  of  age, 
over  30  per  cent  of  us  have  had  one  or  more  ep- 
isodes of  vertigo.14  The  percentage  of  people  who 
have  experienced  vertigo  increases  with  age.  Ad- 
mittedly, using  this  definition  we  must  grant  that 
the  majority  of  the  vertiginous  attacks  which  these 
people  have  experienced  have  been  fleeting  and 
few.  Droller  and  Pemberton8  have  shown  that,  in 
elderly  people  at  least,  the  prevalence  of  vertigo  in 

During  the'  1962-1963  academic  year,  Dr.  Hinchcliffe  was  a 
research  associate  professor  of  otolaryngology  and  maxillo- 
facial surgery  at  the  S.U.I.  College  of  Medicine.  He  is  now 
on  the  staff  of  the  Institute  of  Laryngology  and  Otology  at 
the  University  of  London.  This  paper  is  based  on  a lecture  he 
gave  during  a postgraduate  course  on  otolaryngology  in 
Iowa  City.  The  study  was  supported  by  USPHS  Grant  B-2779. 


the  general  population  is  correlated  with  the  prev- 
alence of  arteriosclerosis. 

Table  1 provides  another  index  of  how  common 
vertigo  is.  It  shows  the  prevalence  of  vertigo  and 
other  disorders  of  comparable  frequency  in  a large 
number  of  general  practices.  Note  that  vertigo  is 
far  more  common  than  either  rheumatoid  arthritis 
or  appendicitis.20 

Table  2 lists  the  causes  in  a series  of  60  con- 
secutive cases  of  vertigo  that  I have  seen  at  the 
State  University  of  Iowa.  Let  us  say  a few  words 
about  each  of  them  in  turn. 

CAUSES  OF  VERTIGO 

1.  MeNIeRE’S  disease 

Meniere’s  disease  was  by  far  the  commonest 
cause  of  vertigo  in  the  S.U.I.  series,  and  the  figures 


TABLE  I 


Condition 

Prevalence 

Duodenal  Ulcer  

5.9  per  1,000 

Pneumonia 

Vertigo 

5.0  per  1,000 

Rheumatoid  Arthritis  

4.8  per  1,000 

Appendicitis  

4.0  per  1,000 

The  prevalance  is  expressed  in  terms  of  patient-consulting  rate 

per  1,000  population  (after  Logan  and 

Cushion,  1958). 

TABLE  2 

CAUSES  OF  60  CONSECUTIVE  CASES  OF  VERTIGO 

Meniere's  Disease  

30% 

Vertebro-Basilar  Artery  Insufficiency  ..18 % 

Vestibular  Neuritis  

7% 

Epilepsy  

5% 

Streptomycin  Intoxication 

5% 

Other  Causes  

35% 

667 
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for  that  group  agree  with  those  reported  by  other 
investigators  in  the  United  States,-0’ ‘ in  Canada22 
and  in  the  United  Kingdom.5  Meniere’s  disease  is 
characterized  by  recurrent  attacks  of  sustained 
vertigo  associated  with  nausea  and,  perhaps,  vomit- 
ing, but  with  no  loss  of  consciousness.  The  attacks 
show  a phasic  characteristic.  In  other  words,  they 
tend  to  occur  in  groups.  The  attacks  may  be  as 
short  as  a minute  or  two,  or  may  last  as  long  as 
an  hour  or  two.  The  attacks  are  frequently  as- 
sociated with  a pressure  or  “fullness”  sensation  in 
the  ears.  This  helps  to  localize  the  dysfunction  of 
the  vestibular  system  to  the  inner  ear.  Meniere 
himself24  emphasized  that  besides  being  accom- 
panied by  no  loss  of  consciousness,  the  episodes 
were  associated  with  no  amnesia.  The  patient 
could  vividly  remember  everything  else  that  was 
going  on  at  the  time  when  the  episode  of  dizziness 
occurred.  Moreover,  there  was  no  biting  of  the 
tongue  or  paralysis  of  the  limbs  either  in  as- 
sociation with  the  episode,  or  following  it.  Note 
that  I have  not  yet  mentioned  any  auditory  symp- 
toms in  conjunction  with  Meniere’s  disease.  Al- 
though, as  is  frequently  pointed  out,  Meniere’s  dis- 
ease is  characterized  by  recurrent  attacks  of  diz- 
ziness, tinnitus  and  deafness,  this  triad  occurs  only 
in  the  fully  developed,  or  severer,  cases.  Therefore, 
I wish  to  stress  that,  in  Meniere’s  disease,  as  we 
have  defined  it,  sustained  attacks  of  dizziness  may 
be  the  sole  manifestation  of  the  condition.  There 
may  be  no  auditory  symptoms.  Auditory  symp- 
toms, tinnitus  or  deafness  may  occur  later,  or  not 
at  all,  if  the  case  is  a mild  one.  When  deafness  does 
occur  in  Meniere’s  disease,  it  is  characterized  not 
only  by  a progressive,  but  also  by  a fluctuant, 
perceptive  low-tone  deafness,  which  is  usually  uni- 
lateral. There  is  also  a distortion  of  sounds.  We 
asked  the  patient,  “Do  loud  sounds  grate  upon 
you?”  and  asked,  “Is  there  a change  in  the  quality 
of  music?”  The  distortion  and  the  deafness,  when 
deafness  is  present,  frequently  show  exacerbations 
with  attacks  of  dizziness,  as  does  the  tinnitus 
when  it  also  is  present. 

When  we  have  ascertained  that  there  has  been 
no  loss  of  consciousness  with  the  attacks  of  diz- 
ziness, the  next  question  is,  “Do  you  wish  that  you 
might  lose  consciousness?”  Invariably  the  answer 
is  “Yes” — an  indication  of  the  severity  of  the 
symptom. 

Note  that  too  much  emphasis  has  been  placed 
upon  special  examinations  in  the  diagnosis  of 
Meniere’s  disease.  These  special  tests,  such  as 
audiometry,  tuning-fork  and  vestibular-function 
tests  may  lead  to  confusion,  as  Crowe6  pointed  out 
nearly  a quarter  of  a century  ago.  The  diagnosis  of 
the  condition  does  not  depend  upon  the  demonstra- 
tion of  impaired  hearing  or  abnormal  vestibular 
responses  to  caloric  tests.  The  diagnosis  depends 
primarily  upon  the  history. 


2.  VERTEBRO-BASILAR  ARTERIAL  INSUFFICIENCY 


: 


Vertebro-basilar  arterial  insufficiency,  you  will 
note,  is  the  second  commonest  cause  of  vertigo 
and  certainly  is  the  most  prevalent  cause  of  ver- 
tigo in  older  people  who  present  to  a doctor.  This 
syndrome  is  of  relatively  recent  recognition,  hav- 
ing been  first  described  in  1955  by  Millikan  and 
Siekert25  at  the  Mayo  Clinic.  In  elderly  people,  the 
fully  developed  clinical  picture  is  that  of  periodic 
attacks  of  transient  vertigo,  perhaps  associated 
with  hemipareses,  which  involve  first  one  side  of 
the  body  and  then  the  other,  blurring  of  vision, 
diplopia,  slurred  speech  and  paresthesias  of  the 
face  or  extremities,  which  may  occur  singly  or 
combined.  These  are  the  periodic  transient  cer- 
ebral symptoms  that  were  previously  attributed 
to  cerebral  vasospasm,  since  Peabody27  described 
his  case  of  transitory  attacks  of  hemiplegia  in  1891. 

Vertigo  occurs  in  about  half  the  cases  of  ver- 
tebro-basilar arterial  insufficiency,  and  it  may  be 
the  presenting  symtom.  Indeed  Siekert  and  Mil- 
likan33 assert  that  vertigo  is  probably  the  most 
frequent  single  symptom  of  intermittent  vertebro- 
basilar arterial  insufficiency.  The  reason  why  ver- 
tigo is  the  initial  or  single  symptom  in  this  verte- 
bro-basilar artery  insufficiency  is  that  the  vertigo 
is  due  in  this  case  to  dysfunction  of  the  vestibular 


centers  in  the  brain  stem.  The  vestibular  nuclei 


are  supplied  by  an  end  artery  that  is  a branch  of 
the  posterior  inferior  cerebellar  artery  which  comes 
off  the  vertebral  artery.  Because  of  this  end- 
arterial  supply,  the  weak  point  in  the  vertebro- 
basilar arterial  field  of  supply  is  the  vestibular 
center  in  the  brain  stem.  Many  cases  of  vertigo 
due  to  this  condition  may  previously  have  been 
diagnosed  as  cases  of  labyrinthine  ischemia.  Here, 
in  addition  to  the  vestibular  symptoms,  there  is 
said  to  be  a bilateral  high-tone  hearing  loss  that 
may  be  indistinguishable  from  presbycusis.  In 
view  of  the  age  of  these  people,  it  is  almost  certain 
that  this  is  a coexistent  presbycusis. 

Between  attacks,  the  neurological  examinations 
of  patients  with  vertebro-basilar  artery  insufficien 
cy  are  usually  normal.  The  instances  in  which 
there  are  minor  residual  neurologic  signs  are  due 
to  permanent  damage  to  the  brain,  presumably 
from  thrombosis  with  infarctions.  The  neurologic 
deficits  are  not  due  to  the  episodic  ischemia 
alone.  It  has  been  noted  that  since  the  prime 
patho-physiologic  lesion  is  an  ischemia  of  the 
vestibular  nuclei  in  the  brain  stem,  these  might 
perhaps  be  more  correctly  referred  to  as  cases  of 
vestibular  ischemia  rather  than  labyrinthine  ische- 
mia. This  terminology  would  be  preferable,  since 
labyrinthine  ischemia  has  been  regarded  as  the 
basic  patho-physiologic  mechanism  in  Meniere’s 
disease. 

In  discussing  vertebro-basilar  insufficiency,  Mar- 
shall23 reported  a strong  clinical  impression  that 
the  incidence  of  complications  after  vertebral 
angiography  in  cases  of  cerebral  vascular  disease 
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are  not  inconsiderable.  Moreover,  at  the  present 
time,  no  surgical  treatment  for  the  condition  is  of 
proven  value.  It  would,  therefore,  seem  inadvis- 
able to  attempt  to  confirm  the  diagnosis  by  ver- 
tebral angiography,  especially  as  the  clinical  pic- 
ture is  distinct. 

Siekert  and  his  colleagues34  have  shown  that 
anticoagulant  therapy  is  associated  with  a reduc- 
tion in  the  risk  of  cerebral  infarction  in  patients 
with  intermittent  cerebrovascular  insufficiency,  in- 
cluding the  syndrome  of  intermittent  vertebro- 
basilar arterial  insufficiency. 

3.  VESTIBULAR  NEURITIS  OR  VESTIBULAR  NEURONITIS 

Vestibular  neuronitis  was  the  name  given  by 
Hallpike,12  in  1949,  to  a condition  characterized 
by  vertigo  but  without  auditory  symptoms,  pre- 
senting an  abnormal  response  to  the  caloric  test 
and  having  a toxi-infectious  etiology.  In  1952,  Dix 
and  Hallpike7  stated  that  the  vertigo  was  usually, 
but  not  always,  paroxysmal  in  character.  However 
acute  forms,  with  single  episodes  of  vestibular  fail- 
ure, frequently  occur.  By  acute  vestibular  failure 
we  mean  severe,  sustained  vertigo  of  sudden  on- 
set, associated  with  nausea  and  vomiting,  and  last- 
ing a few  days  before  gradually  trailing  off  over 
a few  months  or  a few  weeks.  Dix  and  Hallpike7 
considered  vestibular  neuronitis  to  be  an  organic 
disease  confined  to  the  vestibular  apparatus,  and 
localized,  in  all  probability,  to  the  peripheral  ner- 
vous pathway  up  to  and  including  the  vestibular 
nucleus  in  the  brain  stem.  They  considered  that 
the  lesion  was  peripheral  to  the  labyrinth,  for  they 
asserted  that  destructive  lesions  of  the  vestibular 
labyrinth,  whatever  their  pathology,  tend  to  in- 
volve the  cochlear  apparatus. 

Pfaltz,29  who  reviewed  a number  of  these  cases 
in  1955,  considered  that  the  condition  was  due  to 
an  inflammatory-toxi-allergic  condition  analogous 
to  retrobulbar  neuritis.  He  found  maxillary  sinusi- 
tis in  half  of  these  cases,  and  Dix  and  Hallpike7 
found  maxillary  sinusitis  in  one-third  of  their 
cases.  Pfaltz29  emphasized  that  besides  exhibiting 
no  auditory  symptoms,  the  cases  of  what  we  might 
term  chronic  vestibular  neuronitis  are  distinguish- 
able from  the  classical  Meniere’s  disease  by  a type 
of  dizziness  which  he  termed  Schwankschwindel, 
i.e.,  a swaying  sensation,  as  opposed  to  Drehschwin- 
del,  the  rotatory  vertigo  which  people  sometimes 
call  the  whirling  vertigo  and  which  characterizes 
classical  Meniere’s  disease. 

The  fact  that  we  have  a sinusitis  in  association 
with  vertigo  does  not  necessarily  imply  that  the 
condition  is  a vestibular  neuronitis.  For  example,  I 
recently  saw  a patient  with  a five-month  history 
of  vertigo  in  association  with  frontal  headaches. 
In  this  case,  the  dizziness  consisted  of  recurrent 
episodes  of  rotatory  vertigo  and  an  associated  full- 
ness of  the  ears  which  are  characteristic  of  Me- 
niere’s disease.  The  frontal  headaches  were  at- 
tributable to  an  infected  antrum.  Both  the  head- 


ache and  the  vertigo  cleared  with  antral  puncture 
and  vasodilator-antihistaminic-antibiotic  therapy. 

Numerous  infective  foci  have  been  incriminated 
as  the  cause  of  vestibular  neuronitis,  specifically, 
and  of  toxic  vertigo  in  general.  The  inflammatory 
site  may  occur  not  only  in  the  sinuses,  but  also  in 
the  tonsils,7*  21>  38  the  teeth  and  adnexa,7’  13-  21*  38 
the  gallbladder,10’  21  > 22>  38  the  liver,10-  29  the  gas- 
trointestinal tract,29  the  kidney,29  the  joints,21  the 
prostate,21  the  uterus38  and  the  uterine  tubes.29 
Excessive  consumption  of,  or  sensitivity  to,  tobac- 
co21 and  tea32  may  also  be  a factor  in  the  causa- 
tion of  vertigo.  We  should  therefore  bear  these 
facts  in  mind  when  a patient  confronts  us  com- 
plaining of  a recurrent  vertigo  that  has  no  obvious 
cause.  Although  the  presence  of  a raised  blood 
sedimentation  rate  would  suggest  vertigo  due  to  a 
toxi-infectious  etiology,  the  presence  of  a raised 
rate  is  not  essential  to  such  a diagnosis.  The 
sedimentation  rate  is  frequently  normal  in  cases 
of  vestibular  neuronitis  which  have  been  shown  to 
be  due  to  an  infection  in  the  paranasal  sinuses. 
Moreover,  a complete  symptom  review  and  a care- 
ful general  physical  examination  may  not  disclose 
a latent  inflammatory  condition  in  a particular 
organ.  Radiologic  examination  may  show  evidence 
for  sinusitis  when  the  rhinoscopic  examination 
shows  no  abnormality.  The  bacterial  pyrogen  test28 
may  indicate  the  existence  of  chronic  pyelonephri- 
tis when  other  examinations  are  not  informative.15 
In  fact  the  test  is  of  greatest  value  in  precisely 
those  cases  where  the  urine  is  apparently  nor- 
mal.17 It  is  also  known  that  gallstones  and  cho- 
lecystitis may  be  asymptomatic.31  For  this  reason, 
an  infective  focus  in  the  gallbladder  cannot  be  ex- 
cluded unless  a straight  x-ray  of  the  abdomen  and 
cholecystography  have  been  performed.  It  is  also 
well  known  that  prostatitis  may  exist  without  any 
symptoms  whatsoever,  and  a rectal  examination 
may  be  uninformative.26  Consequently  the  diagno- 
sis of  chronic  prostatitis  can  be  accurately  made 
only  by  the  microscopic  examination  of  expressed 
prostatic  secretion  for  the  presence  of  polymorpho- 
nuclear leucocytes.  The  most  sensitive  test  for 
chronic  prostatitis  is  Oates’  so-called  “five-slide 
test.”26 

4.  EPILEPSY 

Vertiginous  epilepsy  was  the  fourth  commonest 
cause  of  vertigo  in  the  above-mentioned  series. 
Admittedly,  it  was  the  cause  in  only  about  five 
per  cent  of  cases,  but  it  is  obviously  an  important 
cause.  Vertiginous  epilepsy,  sometimes  called  ves- 
tibular seizures,  must  be  differentiated  from  ver- 
tigo. Gowers  reported  that  it  occurred  in  16  per 
cent  of  epilepsies,  although  Symonds36  considers 
that  a somewhat  inflated  percentage.  It  has  also 
to  be  differentiated  from  a reflex  epilepsy  which 
may  occur  as  a result  of  vestibular  stimulation. 
The  history  is  that  of  recurrent  but  brief  attacks 
of  vertigo,  and  there  may  be  momentary  amnesia 
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associated  with  the  vertigo.  There  may  be  no  loss 
of  consciousness.  Hence  epilepsy  may  not  be  sus- 
pected. Neurologic,  otologic  and  audiologic  exam- 
inations show  no  abnormality.  An  examination 
of  vestibular  function  is  also  invariably  normal. 
However,  if  the  epilepsy  is  secondary  to  a space- 
occupying  lesion,  there  may  be  focal  cerebral  signs. 
The  diagnosis  depends  on  electroencephalography. 

5.  STREPTOMYCIN  INTOXICATION 

With  the  widespread  use  of  streptomycin  for 
pulmonary  tuberculosis  and  renal  disease,  strep- 
tomycin intoxication  is  not  infrequently  seen  by 
the  neuro-otologist.  The  history  goes  something  like 
this:  The  patient  is  hospitalized  and  starts  his  in- 
jections of  streptomycin.  Within  a few  days,  he 
complains  of  difficulty  in  focusing,  or  he  says  that 
things  are  blurred.  Someone  looks  in  his  eyes  with 
an  ophthalmoscope  and  notices  no  abnormality, 
and  the  patient’s  complaints  are  ignored.  On  get- 
ting out  of  bed  several  weeks  or  months  later, 
the  patient  has  difficulty  in  walking  and  we  say, 
“Well,  since  you  have  been  in  bed  all  this  time, 
what  can  you  expect?”  The  ataxia  persists,  and 
when  someone  does  a caloric  test,  there  is  no  re- 
sponse. Note  that  the  patient  does  not  usually  say 
he  is  dizzy,  even  though  he  has  suffered  vestibular 
damage  from  streptomycin.  The  patient  sees  his 
surroundings  as  either  blurred  or  dancing,  partly 
because  of  an  impairment  of  the  vestibulo-ocular 
reflexes  that  retard  the  rate  of  movement  of  im- 
ages across  the  retina  enough  to  prevent  head 
movements  from  seriously  blurring  the  usual 
image.  It  is  also  partly  due  to  the  neuro-muscular 
blocking  action  that  streptomycin2  exerts  upon  the 
oculomotor  nerves.19  Otoscopic  findings  are  of 
course  normal,  and  the  audiogram  is  usually  nor- 
mal unless  (a)  there  is  a preexisting  hearing  de- 
fect, (b)  there  is  coexisting  renal  disease  or  (c) 
there  has  been  a coadministration  of  dihydrostrep- 
tomycin. The  last  patient  whom  I saw — -a  young 
girl  who  had  had  a deafness  attributed  to  strep- 
tomycin— had  also  been  given  dihydrostreptomy- 
cin. This  is  important  to  remember,  for  it  has 
been  said  that  if  the  hearing  is  normal,  there  can 
have  been  no  streptomycin  intoxication.  This  is  not 
true. 

6.  ACOUSTIC  NEUROMA 

I mention  acoustic  neuroma  despite  the  fact  that 
it  is  not  a very  common  cause  of  vertigo.  It  is  an 
important  one,  however,  not  only  because  of  the 
seriousness  of  the  condition  but  also  because  it  is 
often  incorrectly  diagnosed.  In  one  recent  series  of 
34  cases,  in  fact,  27  were  incorrectly  diagnosed — 
nearly  80  per  cent!  Contrary  to  many  doctors’  im- 
pressions, acoustic  neuroma  patients  do  not  say 
that  they  are  giddy  or  dizzy.  They  usually  present 
with  one  of  two  complaints.  First  and  most  com- 
monly, they  complain  of  a progressive,  non-fluc- 
tuant,  unilateral  deafness30  which  proves  to  be  of 


the  perceptive  (sensorineural  or  medio-tympanic) 
type,  and  second,  they  complain  of  progressive 
unsteadiness  in  walking.  It  has  been  said  that  the 
audiogram  may  be  normal  in  five  per  cent  of 
cases.16  Judging  from  other  available  data,  nor- 
mal audiograms  probably  occur  in  about  three 
per  cent  of  cases. 

Spontaneous  nystagmus  occurs  in  92  per  cent  of 
cases.9  This  is  a coarse  nystagmus  on  gaze  directed 
to  the  side  of  the  lesion,  and  a fine  rapid  nystag- 
mus on  gaze  to  the  normal  side.  Therefore  it  is  a 
gaze  nystagmus  and  not  a vestibular  nystagmus. 
The  nystagmus  is  probably  due  to  compression  of 
the  brain  stem  and  cerebellum.  The  corneal  reflex 
is  absent  or  depressed  on  the  side  of  the  lesion  in 
87  per  cent  of  cases.9  This  is  due  to  pressure  on 
the  mesencephalic  root  of  the  trigeminal  nerve.11 
Ataxia  occurs  in  79  per  cent  of  cases.9 

In  all  cases  of  acoustic  neuroma,  there  are  ab- 
normal responses  to  the  bithermal  caloric  test.  In 
the  series  of  cases  at  the  Institute  of  Neurology, 
in  London,  the  protein  in  the  cerebrospinal  fluid 
was  raised  in  100  per  cent  of  cases.18  Cases  of 
acoustic  neuroma  have,  however  been  reported 
with  normal  cerebrospinal  fluids. 

INVESTIGATION  OF  THE  DIZZY  PATIENT 

A schema  for  investigation  of  the  dizzy  patient 
is  shown  in  Table  3.  The  anamnesis  is  probably 
the  most  important  single  factor.  If  one  does  not 
have  some  idea  of  the  diagnosis  of  the  disorder  be- 
fore he  has  finished  taking  the  history,  it  is  unlike- 
ly that  he  will  be  able  to  make  a diagnosis  after 
the  physical  examination. 

Otoscopic  examination  of  the  ear,  nose  and 
throat  is  undertaken  primarily  with  a view  to 
ascertaining  whether  there  is  a perforation  in  the 
eardrum  which  might  indicate  a chronic  suppura- 
tive otitis  media  causing  a circumscribed  labyrin- 
thitis, or  whether  there  is  other  evidence  of  middle 
ear  infection  that  may  be  responsible  for  an  acute 
labyrinthitis.  Examination  of  the  nose  and  throat 
is  not  very  informative  in  the  investigation  of  ver- 
tigo, except  in  so  far  as  it  may  point  to  a focus 
of  infection  that  is  responsible  for  a toxi-infectious 
vertigo.  Tuning-fork  tests  of  hearing  may  reveal 
a low-tone  sensorineural  hearing  loss  that  is  in- 
dicative of  endolymphatic  hydrops,  or  a conduc- 
tive hearing  loss  that  is  indicative  either  of  chronic 
middle-ear  disease  or  of  otosclerosis.  Meniere’s 
disease  may  be  secondary  to  otosclerosis.  Examina- 
tion of  gait  and  station  is  not  a valid  test  of 
vestibular  dysfunction  since  other  factors  are  also 
involved,  including  factors  outside  the  nervous 
system  such  as  those  determined  by  the  condition 
of  the  skeletomuscular  system.  Impairment  of  gait 
and  station  due  to  a vestibular  disorder  is,  how- 
ever, some  index  of  the  severity  of  the  derange- 
ment of  vestibular  function. 

The  majority  of  vestibular  disorders  do  not 
show  spontaneous  nystagmus.  However  when  spon- 
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TABLE  3 

INVESTIGATION  OF  VERTIGO 

A.  Anamnesis 

B.  Clinical  Examination 

(1)  ENT 

(2)  Tuning-Fork  Tests  of  Hearing 

(3)  Vestibular  System 

(a)  Gait  and  Station 

(b)  Spontaneous  Nystagmus 

(c)  Positional  Test  for  Nystagmus 

(d)  Optokinetic  Nystagmus 

(e)  Caloric  Tests 

(f)  Galvanic  Tests 

(g)  Fistula  Test 

(4)  Nervous  System — Cranial  Nerves  (Cerebellar  Func- 
tion if  Spontaneous  or  Positional  Nystagmus) 

(5)  Cardiovascular  System 

C.  Audiometry 

(1)  Individual  Pure  Tone  Audiograms 

(2)  Bekesy  Audiogram 

D.  Blood 

(1)  Hb 

(2)  Smear 

(3)  Sedimentation  Rate 

E.  X-Rays 

(1)  Temporal  Bones — lAMs;  Mastoids 

(2)  Paranasal  Sinuses 

(3)  Cervical  Spine 

(4)  Chest 

F.  Psychologic  Appraisal:  MMPI 

G.  EEG 

H.  Lumbar  Puncture 


taneous  nystagmus  is  present,  its  character  may  in- 
dicate whether  we  are  dealing  with  a central  or 
with  a peripheral  lesion.  The  positional  test  for 
nystagmus  is  of  value  not  only  in  indicating  an 
organic  basis  for  a person’s  symptoms  (a  positional 
nystagmus  may  be  the  only  abnormal  physical 
finding,  especially  in  post-traumatic  vertigo),  but 
it  is  also  of  help  in  the  differential  diagnosis. 
Directional  preponderance  of  optokinetic  nystag- 
mus indicates  a hemisphere  lesion  to  the  side  of 
the  directional  preponderance. 

Caloric  tests  of  vestibular  function  are  of  value 
primarily  in  indicating  whether  vestibular  paresis 
does  or  does  not  exist.  If  there  is  no  response  to 
the  caloric  test,  the  galvanic  test  will  indicate 
whether  the  site  of  the  lesion  in  the  vestibular 
pathway  lies  in  the  inner  ear  or  more  centrally. 
A normal  galvanic  threshold  occurs  with  lesions 
of  the  vestibular  neuroepithelium,  provided  that 
the  vestibular  nerve  is  intact.  A fistula  test  is  ap- 
propriate, with  the  examiner  using  a pneumatic 
otoscope  or  exerting  alternating  pressure  with 
his  index  finger  upon  the  patient’s  tragus,  when- 
ever otoscopic  examination  indicates  a perforated 
tympanic  membrane.  If  an  alternating  pressure 


stimulus  is  applied  to  the  external  acoustic  meatus 
of  the  involved  ear  and  a nystagmus  is  induced, 
then  circumscribed  labyrinthitis  must  exist. 

Since  the  vestibular  system  is  a component  part 
of  the  nervous  system,  a neurologic  examination 
should  also  be  performed  in  cases  of  dizziness. 
However,  the  likelihood  of  a neurologic  condition 
causative  of  vertigo,  which  condition  is  also  pro- 
ductive of  neurologic  signs  other  than  those  due 
to  cranial-nerve  involvement,  is  small.  Consequent- 
ly, an  examination  of  the  nervous  system  may  be 
restricted  to  examination  of  the  other  cranial 
nerves.  Examination  of  the  cardiovascular  system 
should  be  performed  primarily  in  order  to  ascer- 
tain the  extent  to  which  arteriosclerosis  is  present. 

A low-tone  sensorineural  threshold  shift  may 
be  indicated  by  a pure-tone  audiogram,  when  it 
cannot  be  detected  by  tuning-fork  tests.  Conse- 
quently, audiometry  is  of  value  in  the  diagnosis 
of  early  endolymphatic  hydrops.  The  audiogram 
may  also  show  a conductive  threshold  shift  which 
could  be  indicative  of  either  chronic  middle-ear 
disease  or  of  otosclerosis.  It  seems  that  Meniere’s 
disease  is  sometimes  secondary  to  otosclerosis. 

Bekesy  audiometry  is  of  twofold  value.  First,  in 
cases  of  sensorineural  hearing  losses,  a reduced 
excursion  of  the  Bekesy  tracing  would  indicate 
that  the  hearing  defect  is  of  cochlear  origin.  Sec- 
ondly, a Bekesy  tracing  which  shows  threshold 
drift  at  a given  frequency  would  be  compatible 
with  a retrolabyrinthine  lesion.  If  the  drift  is  as- 
sociated with  a high-tone  sensorineural  hearing 
loss,  the  locus  is  probably  in  the  stato-acoustic 
nerve.  If  there  is  no  associated  shift  of  the  pure- 
tone  audiogram,  the  locus  is  probably  in  the  brain 
stem.  Examination  of  the  blood  is  primarily  with 
reference  to  ascertaining  a toxi-infectious  etiology 
for  the  vertigo.  The  sedimentation  rate  should  be 
measured,  and  the  C-reactive  protein  test  may  be 
performed.  Vertigo  is  now  so  rarely  due  to  syphilis 
that  routine  serologic  tests  on  the  blood  need  not 
be  performed. 

Radiologic  examination  is  of  value  in  a search 
for  funnelling  of  the  internal  auditory  meatuses  in 
suspected  acoustic  neuromata;  in  detecting  radio- 
lucent  areas  in  the  mastoid  bone  which  are  at- 
tributable to  cholesteatomata  that  are  responsible 
for  circumscribed  labyrinthitis;  in  looking  for  in- 
fections of  the  paranasal  sinuses  which  may  be 
responsible  for  a vestibular  neuronitis;  in  looking 
for  changes  in  the  cervical  spine  that  are  respon- 
sible for  spondylotic  compression;  and,  occasional- 
ly, in  looking  for  primary  carcinomata  in  the 
chest  which  are  responsible  for  secondary  deposits 
in  the  posterior  fossa. 

Many  of  the  vertigos  appear  to  be  emotionally 
determined,  so  that  a psychological  assessment  is 
of  value.  Electroencephalographic  examination  is 
of  value  not  only  in  suspected  cases  of  vertiginous 
epilepsy,  but  also  in  cases  of  vertebro-basilar  ar- 
tery insufficiency  where  a low  voltage  tracing  may 
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be  the  only  abnormal  sign.  In  a suspected  case 
of  acoustic  neuroma,  lumbar  puncture  may  be  in- 
dicated, since  one  of  the  earliest  physical  signs  is 
a raised  protein  in  the  cerebrospinal  fluid. 
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ANALYSIS  OF  THE  CAUSE  OF  THE  DIZZINESS 

Figure  1 through  9 show  how  one  might  analyze 
the  cause  of  vertigo  on  the  basis  of  the  history, 
symptom-review  and  physical  examination. 
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ANALySIS  OF  VERTIGO  III 
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ANALYSIS  OF  VERTIGO  IV 

RECURRENT  VERTIGO  WITH  NEUROLOGICAL  SIGNS 
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ANALYSIS  OF  VERTIGO  VIII 
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THE  MANAGEMENT  OF  DIZZINESS 

The  management  of  an  acute  attack  of  dizziness 
is  the  same,  regardless  of  its  cause.  The  patient 
should  not  be  moved  unnecessarily,  but  should  be 
allowed  to  lie  down  in  as  comfortable  a position 
as  possible.  Many  persons  describe  the  journey  up- 
stairs, directed  by  misguided  members  of  their 
family,  the  undressing  and  getting  to  bed  as  the 
worst  experiences  of  their  illness.35  The  patient 
and  family  should  be  reassured  as  soon  as  possible. 
In  fact,  whether  one  is  dealing  with  acute  or  re- 
current vertigo,  reassurance  and  explanation  are 
fundamental  to  the  management.  In  an  acute  at- 
tack, sodium  phenobarbitone  0.2  Gm.  intramus- 
cularly may  be  given  immediately,  with  30  mg. 
orally  three  times  a day  until  the  dizziness  has 
worn  off. 

For  cases  of  recurrent  vertigo,  such  as  Meniere’s 
disease,  labyrinthine  suppressives  such  as  pro- 


chlorperazine, 5 to  15  mg.  three  times  a day,  have 
been  found  to  be  useful.  The  doses  may  be  re- 
duced as  soon  as  the  symptom  has  been  controlled. 
However,  many  cases  of  Meniere’s  disease  will  re- 
spond to  reassurance  and  explanation  alone.  If 
tranquilization  is  required,  it  has  been  found  best 
to  use  amobarbital,  which  is  a barbiturate  and  not 
strictly  a tranquilizer.  Tablets  of  50  mg.  strength 
should  be  prescribed  twice  daily.  Severer  cases 
of  Meniere’s  may  require  surgical  intervention. 

For  post-traumatic  vertigos,  a system  of  re- 
habilitation has  been  developed.  This  is  a program 
of  physical  exercises  which  are  designed  to  restore 
balance  as  far  as  possible  and  to  train  eye  muscle 
and  joint  senses  to  compensate  for  permanent 
vestibular  dysfunction.  Because  most  patients  are 
worse  in  the  dark,  one  should  pay  special  atten- 
tion to  muscle  and  joint  sense  by  instructing  them 
to  perform  many  of  the  exercises  with  their  eyes 
closed.  These  head  and  balance  exercises  are  also 
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of  value  for  people  with  positional  vertigos.  Post- 
traumatic  vertigos  also  respond  well  to  orphen- 
adrine,  in  an  oral  dosage  of  50  mg.  once  or  twice 
daily. 

Where  a specific  etiologic  factor  has  been  in- 
dicated as  the  cause  of  the  vertigo,  it  should  of 
course  be  treated. 

REFERENCES 

1.  Annotation:  Diagnosis  of  vertigo.  Brit.  Med.  J.,  2:1696- 
1697,  (Dec.  23)  1961. 

2.  Brazil,  O.  V.,  and  Carrado,  A.  P.:  Curariform  action  of 
streptomycin.  J.  Pharmacol.,  120:452-459,  (Aug.)  1957. 

3.  Brickner,  R.  M.:  Oscillopsia:  new  symptom  commonly 
occurring  in  multiple  sclerosis.  Arch.  Neurol,  and  Psychiat., 
36:586-589,  (Sept.)  1936. 

4.  Cawthorne,  T.:  “Methods  of  Exammation,”  in  Scott- 

Brown,  W.  G.,  ed.,  Diseases  of  the  Ear,  Nose  and  Throat. 
Vol.  II.  New  York,  Hoeber,  1952,  p.  45. 

5.  Cawthorne,  T.,  and  Hewlett,  A.  B.:  Meniere’s  Disease. 
Proc.  Roy.  Soc.  Med.,  47:666-670,  (Aug.)  1954. 

6.  Crowe,  S.  J.:  Meniere’s  disease;  study  based  on  exam- 
inations made  before  and  after  intracranial  division  of  ves- 
tibular nerve.  Medicine.  17:1-36,  (Feb.)  1938. 

7.  Dix,  M.  R.,  and  Hallpike,  C.  S.:  Pathology,  symptomatol- 
ogy and  diagnosis  of  certain  common  disorders  of  vestibular 
system.  Proc.  Roy.  Soc.  Med.,  45:341-354,  (June)  1952. 

8.  Droller,  H.,  and  Pemberton,  J.:  Vertigo  in  a random 
sample  of  elderly  people  living  in  their  homes.  J.  Laryng. 
& Otol.,  67:689-694,  (Nov.)  1953. 

9.  Edwards,  C.  H.,  and  Paterson,  J.  H.:  Review  of  symp- 
toms and  signs  of  acoustic  neurofibromata.  Brain,  74:144-190, 
(June)  1951. 

10.  Fabbi,  F.,  and  Vivarelli,  A.:  Vertigine  nelle  malattie  del 
fegato  e delle  vie  biliari  extraepatiche.  Oto-rino-laring.  ital., 
16:117-124,  1947. 

11.  Falkenberg,  K.:  Zur  loraldiagnostischen  Bedeutum*  der 
Nystagmusbeobachtung  bei  Prozessen  der  hinteren  Schadel- 
grube.  Arch.  f.  Ohren-Nasen  u.  Kehlkopfh,  151:134-188,  1942. 

12.  Hallpike,  C.  S. : Proc.  IV  Int.  Congr.  Otolaryng.,  1949. 

13.  Harrison,  M.  S.:  “Epidemic  vertigo” — “vestibular  neuro- 
nitis” clinical  study.  Brain,  85:613-620.  (Sept.)  1962. 

14.  Hinchcliffe,  R.:  Prevalence  of  commoner  e°r,  nose,  and 
throat  conditions  in  adult  rural  popu'ation  cf  Great  Britain. 
Study  by  direct  examination  of  two  random  samples.  Brit. 
J.  Prev.  Soc.  Med..  15:128-140,  (July)  1981. 

15.  Hutt,  M.  S.  R.,  Chalmers,  J.  A.,  MacDonald,  J.  S.,  and 
de  Wardener,  H.  E.:  Pyelonephritis:  observations  on  relation 
between  various  diagnostic  procedures.  Lancet,  1:351-357, 
(Feb.  18)  1961. 

16.  Ireland,  P.  E.:  Otological  findings  in  acoustic  nerve 
tumors.  Ann.  Otol..  Rhin.  & Laryng.,  58:716-731,  (Sept.)  1949. 

17.  Leather,  H M.,  Wills,  M.  R.,  and  Gault,  H.  M.:  Bacterial 


pyrogen  in  diagnosis  of  pyelonephritis.  Brit.  Med.  J.,  1:92-97, 
(Jan.  12)  1963. 

18.  Locoge,  M.  and  Cumings,  J.  N.:  Cerebrospinal  fluid  in 
various  diseases.  Brit.  Med.  J.,  1:618-620,  (March  15)  1958. 

19.  Loder,  R.  E.,  and  Walker,  G.  F.:  Neuromuscular-block- 
ing action  of  streptomycin.  Lancet,  1:812-813,  (April  18) 
1959. 

20.  Logan,  W.  P.  D.,  and  Cushion,  A.  A.:  Stud.  Med.  Pop. 
14,  1958. 

21.  McMurray,  J.  B.:  Clinical  cases  in  which  vertigo  is 
cardinal  symptom,  Arch.  Otolaryng.,  22:277-284,  (Sept.)  1935. 

22.  McNally,  W.  J.,  and  Stuart,  E.  A.:  Additional  five  year 
review  of  some  cases  of  vertigo  reported  in  1949.  Ann.  Otol., 
Rhin.  & Laryng.,  64:519-536,  (June)  1955. 

23.  Marshall,  J.:  Diagnosis  of  carotid  and  vertebral  artery 
stenosis.  Proc.  Roy.  Soc.  Med.,  53:28-30,  (Jan.)  1960. 

24.  Meniere,  P.:  Memoire  sur  des  lesions  de  1'oreille  interne 
donnant  lieu  a des  symptomes  de  congestion  cerebrale  apo- 
plectiforme.  Gaz.  med.  de  Paris,  3s.,  16:597-601,  1861. 

25.  Millikan,  C.  H.  and  Siekert,  R.  G.:  Studies  in  cerebro- 
vascular disease;  syndrome  of  intermittent  insufficiency  of 
basilar  arterial  system.  Proc.  Staff  Meet.  Mayo  Clin.,  30:61- 
68,  (Feb.)  1955. 

26.  Oates,  J.  K.:  Diagnosis  of  chronic  prostatitis.  Brit.  J. 
Vener.  Dis.,  34:250-253,  (Dec.)  1958. 

27.  Peabody,  G.  L.:  Relations  between  arterial  disease  and 
visceral  changes.  Tr.  A.  Am.  Physicians,  6:154-178,  1891. 

28.  Pears,  M.  A.,  and  Houghton.  B.  J. : Response  of  infected 
urinary  tract  to  bacterial  pyrogen.  Lancet,  2:1167-1172,  (Dec. 
26)  1959. 

29.  Pfaltz,  C.  R.:  Diagnose  und  Theraoie  d’e  vestibularen 
Neuronitis.  Pract.  oto-rhino-laryng.,  17:454-461,  1955. 

30.  Pool,  J.  L.,  and  Pava,  A.  A.:  Early  Diagnosis  and  Treat- 
ment of  Acoustic  Nerve  Tumors.  Springfield,  111.,  Thomas, 
1957,  p.  21. 

31.  Rosenthal,  J.:  Gall-bladder  disease  in  elderly  patients. 
Ann.  Int.  Med.,  20:933-939,  (June)  1944. 

32.  Sharp,  A.  D. : Discussion  on  aural  vertigo.  Proc.  Roy. 
Soc.  Med.,  31:91,  (Dec.)  1937. 

33.  Siekert,  R.  G.,  and  Millikan,  C.  H.:  Studies  in  cerebro- 
vascular disease;  some  clinical  aspects  of  thrombosis  of  bas- 
ilar artery.  Proc.  Staff  Meet.  Mayo  Clin.,  30:93-100,  (March) 
1955. 

34.  Siekert,  R.  G.,  Millikan,  C.  H.,  and  Whisnant,  J.  P.: 
Anticoagulant  therapy  in  intermittent  cerebrovascular  insuf- 
ficiency. J.A.M.A.,  176:19-22,  (April  8)  1961. 

35.  Spillane,  J.  D.:  Sudden  giddiness.  Brit.  M.  J.,  2:612-614, 
(Sept.)  1955. 

36.  Symonds,  C.:  Significance  of  vertigo  in  neurological 
diagnosis.  J.  Laryng.  & Otol.,  66:295-301,  (July)  1952. 

37.  Williams,  H.  L.,  and  Corbin,  K.  B.:  Differential  diagno- 
sis of  vertigo.  Ann.  Otol.,  Rhin.  and  Laryng.,  67:869-888, 
(Sept.)  1958. 

38.  Wright,  A.  J.:  Aural  vert'go:  Clinical  study.  Proc.  Roy. 
Soc.  Med.,  31:87-90,  (Dec.)  1937. 


AM  A Disaster  Medical  Care  Meeting 


An  address  by  a ranking  member  of  the  House 
Armed  Services  Committee  and  a series  of  work- 
shops on  civil  defense  problems  will  be  features 
of  the  14th  National  County  Medical  Societies 
Conference  on  Disaster  Medical  Care.  The  Con- 
ference, sponsored  by  the  American  Medical  Asso- 
ciation’s Council  on  National  Security,  will  be 
held  Nov.  2-3  at  the  Pick-Congress  Hotel  in  Chi- 
cago. The  meeting  is  designed  for  medical  and 
health  personnel  concerned  with  disaster  pre- 
paredness programs. 

Rep.  F.  Edward  Hebert  (D.,  La.)  the  House 
committee  member  and  chairman  of  its  subcom- 
mittee which  considers  civil  defense  legislation, 
will  speak  at  a luncheon  session  on  Sunday,  Nov. 
3,  discussing  Civil  Defense  in  the  U.  S. 

The  workshop  meetings  will  be  from  2-5  p.m. 
Saturday,  Nov.  2,  and  cover  the  following  topics: 
community  health  service  planning,  mass  casualty 


care,  hospital  planning,  training  and  utilization 
of  allied  personnel,  medical  education  for  national 
defense,  civil  defense  emergency  hospitals,  and 
coordination  of  the  medical  effort  with  other 
aspects  of  civil  defense. 

Two  symposiums  on  planning  and  resources  are 
scheduled  for  Saturday  morning’s  opening  ses- 
sion. A third  symposium  dealing  with  AMA  and 
government  activities  in  civil  defense  and  disaster 
care  will  be  held  Sunday  morning. 

Saturday’s  luncheon  speaker  will  be  Lt.  Col. 
Richard  L.  Coppedge,  MC,  surgeon  for  the  Special 
Warfare  Center,  Ft.  Bragg,  N.  C.  He  will  discuss 
the  Medical  Role  in  the  Special  Forces. 

Additional  information  and  advance  registration 
are  available  from  the  Council  on  National  Se- 
curity, AMA,  535  North  Dearborn,  Chicago,  Illi- 
nois 60610. 


The  Premarital  Examination 

From  the  Points  of  View  of  a Gynecologist  and  a Psychiatrist 


Robert  M.  Kretzschmar,  M.D. 

When  we  discuss  the  premarital  examination,  we 
are  considering  a specific  type  of  patient.  She  is 
young;  she  is  about  to  be  married;  she  is  extreme- 
ly anxious  about  her  forthcoming  marriage;  and 
she  is  concerned  about  this  particular  encounter 
with  a physician.  She  may  well  have  had  some 
sexual  experiences,  and  if  so  she  carries  to  her 
meeting  with  the  physician  a great  deal  of  anxiety 
and  guilt  about  those  experiences,  for  she  is  sure 
that  he  will  be  able  to  detect  any  previous  expo- 
sure. This  may  be  her  first  pelvic  examination,  and 
like  most  young  women  she  is  very  apprehensive 
about  it.  Some  women  contemplating  their  first 
pelvic  examination  are  terrified. 

This  young  patient  comes  to  the  doctor’s  office 
with  limited  but  very  real  objectives.  First,  there 
is  the  legal  requirement  that  she  have  a certificate 
signed  by  a physician  stating  that  she  has  had  a 
blood  test  and  is  free  from  syphilis.  Second,  she 
may  desire  some  counsel  in  family  planning.  Third, 
she  consciously  or  unconsciously  wants  to  be  reas- 
sured that  she  is  normal,  like  other  women  about 
to  be  married,  and  that  from  the  anatomical  point 
of  view  at  least,  she  can  have  children  normally. 

Most  of  these  girls  probably  desire  further  sex 
education.  Yet  when  they  come  into  the  doctor’s 
office,  they  are  so  oppressed  by  the  anxieties  which 
I have  mentioned  that  they  are  not  in  the  proper 
frame  of  mind  to  discuss  sex  problems.  Most  of 
them  have  not  had  enough  sexual  experience  to 
know  whether  they  will  have  any  real  problems 
of  adjustment  in  that  area.  We  are  deceiving  our- 
selves if  we  think  that  in  the  space  of  our  first 
meeting  with  a young  girl  we  can  do  a significant 
job  of  sex  education. 

THE  PHySICAL  EXAMINATION 

As  physicians,  our  objectives  in  the  premarital 
examination  are  quite  different  from  the  patient’s. 
This  is  probably  the  girl’s  first  visit  to  a doctor’s 
office  since  childhood,  and  this  is  a very  desirable 
time  in  the  young  woman’s  life  for  the  doctor  to  do 
a complete  assessment  of  her  general  health.  This 
should  include  a complete  general  history  and 

This  two-part  discussion  was  presented  at  the  GP  Refresher 
Course,  in  Iowa  City  last  February.  Dr.  Kretzschmar  is  an 
assistant  professor  of  obstetrics  and  gynecology,  and  Dr.  Nor- 
ris is  an  associate  professor  of  psychiatry,  both  at  the  S.U.I. 
College  of  Medicine. 


physical  examination,  plus  certain  routine  studies 
such  as  chest  x-ray,  blood  evaluation  and  uri- 
nalysis. A Papanicolaou  smear  may  be  taken  at 
this  time.  The  general  physical  should  include  a 
complete  pelvic  examination,  and  since  this  may 
be  the  patient’s  first  pelvic  examination,  it  be- 
hooves us  not  to  make  the  experience  traumatic 
for  her.  Nevertheless,  we  must  do  a complete 
exam,  so  that  we  may  reassure  her  that  her 
genitalia  are  normal.  This  is  not  to  imply  that  the 
physician  needs  to  complete  an  infertility  evalua- 
tion of  the  patient  or  that  he  needs  to  do  pelvic 
mensuration  at  this  point,  since  all  the  patient  is 
concerned  about  is  the  physician’s  clinical  impres- 
sion. In  the  course  of  this  study,  the  physician 
should  evaluate  the  hymen,  and  if  it  is  rigid  and 
somewhat  narrow,  he  may  need  to  counsel  the  pa- 
tient in  self-dilatation  of  the  hymen.  I am  not 
sure  that  there  is  ever  an  indication  for  a surgical 
hymenotomy,  unless  the  hymen  is  imperforate. 
With  proper  instruction  in  self-dilatation,  these 
girls  can  make  the  structure  adequate  for  normal 
intercourse. 

It  goes  without  saying  that  the  physician  has  a 
responsibility  to  diagnose  any  specific  diseases  of 
the  genital  tract.  Diseases  such  as  vaginitis  and 
cervicitis  can  be  diagnosed  and  treated.  Obvious 
congenital  anomalies  can  be  noted  and  proper 
steps  taken  in  their  treatment. 

FAMILY  PLANNING 

After  the  examination  has  been  completed,  a gen- 
erous amount  of  time  should  be  allotted  to  the  pa- 
tient for  a discussion  of  the  physical  examination 
and  for  answers  to  any  questions  that  she  may 
have.  Family  planning  should  be  a part  of  this  dis- 
cussion. The  doctor  should  find  out  whether  the 
patient  wishes  contraceptive  advice,  and  if  so, 
whether  she  has  any  religious  scruples  regarding 
contraceptive  technic.  If  the  rhythm  system  is  in- 
dicated, adequate  instruction,  including  charts  of 
the  “safe  period’’  should  be  provided  her.  If  a 
diaphragm  and  jelly  system,  an  aerosol  foam,  or  a 
jelly  or  cream  alone  is  to  be  used,  the  patient  can 
be  fitted  and/or  instructed  in  their  use  at  the  time 
of  the  examination,  and  further  instruction  can  be 
given  her  during  the  counseling  period  that  follows 
the  exam.  If  the  patient  is  to  use  a diaphragm,  she 
should  insert  the  proper  size  of  diaphragm  into  her 
vagina,  herself,  and  have  it  checked  by  the  phy- 
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sician  so  that  he  can  have  some  assurance  that 
his  instruction  has  been  adequate.  Nurses  who 
have  used  such  a system  can  do  the  actual  in- 
structing altogether  adequately,  but  it  is  still 
necessary  for  the  physician  to  check  and  see  that 
the  patient  can  place  the  diaphragm  satisfactorily. 
It  may  be  that,  as  a means  of  contraception,  the 
patient  will  want  to  use  one  of  the  newer  pro- 
gestins  for  ovulation  control.  If  so,  the  physician 
has  a definite  responsibility  to  explain  some  of  the 
side-effects  and  to  be  cognizant  of  the  patient’s 
medical  history  as  regards  thromboembolic  disease. 
An  explanation  of  the  recent  literature  regarding  a 
possible  connection  between  progestins  and  throm- 
bophlebitis is  needed.  Progestin  control  of  ovula- 
tion is  safe  and  is  certainly  a very  satisfactory 
means  of  contraception. 

A LIMITED  AMOUNT  OF  COUNSEL 

In  reviewing  the  literature  on  premarital  exam- 
inations, I have  found  that  authors  devote  much 
time  and  space  to  sex  education  and  marriage 
counseling.  This  is  a most  difficult  topic  to  cover 
with  a patient  who  is  anxious  and  whom  you  are 
seeing  for  the  first  time.  The  goal  in  discussing 
marital  sex  relations  is  to  alleviate  anxiety  con- 
cerning them.  It  may  be  that  if  we  force  our  coun- 
sel upon  a patient,  we  run  the  danger  of  creating 
additional  fears  in  her  mind.  Thus,  the  physician 
needs  to  have  great  insight  in  evaluating  his  pa- 
tient and  in  estimating  the  amount  of  rapport  that 
he  has  established  with  her.  After  all,  there  is  a 
limit  to  the  amount  a physician  can  do  in  bringing 
out  a deep-seated  psychosexual  problem  within 
this  rather  short  period  of  time,  and  therefore 
there  is  a limit  to  the  depth  of  his  inquiry  and 
counseling. 

Premarital  advice  will  not  prevent  many  of  the 
difficulties  in  sexual  adjustment  that  will  arise 
later  on  in  the  patient’s  married  life.  However,  we 
can  accomplish  one  very  important  objective.  We 
can  point  out  to  the  patient  that  as  professional 
people  we  are  interested  and  can  be  helpful  if  a 
problem  arises.  We  wish  literally  to  leave  the  door 
open  for  future  interviews.  For  this  reason,  it  is 
imperative  that  the  patient’s  total  encounter  with 
the  physician  should  be  minimally  traumatic, 
psychologically  as  well  as  physically,  for  if  it  is 
not,  she  is  unlikely  to  return. 

It  might  be  pointed  out  that  the  honeymoon  is 
not  all  that  Hollywood  would  like  us  to  suppose 
it.  Adequate  sexual  adjustment  is  an  education- 
al process  for  both  the  husband  and  the  wife,  and 
therefore  it  takes  time.  With  this  fact  in  mind,  we 
should  forewarn  the  patient  that  she  may  not  ex- 
perience an  orgasm  with  her  first  attempt  at  in- 
tercourse. There  will  be  problems  that  the  couple 
should  discuss,  when  an  occasion  arises,  so  that 
they  may  learn  their  sexual  adjustment  together. 

One  means  of  educating  a patient  in  these  mat- 
ters is  to  refer  her  to  some  written  material.  As 


you  are  aware,  a tremendous  amount  of  informa- 
tion is  available  in  the  field  of  sex  education,  but 
some  of  it  is  frankly  erotic  and  is  valueless.  A 
booklet  that  I have  found  useful  for  educational 
purposes  is  entitled  a doctor’s  marital  guide  for 
patients,  by  Bernard  G.  Greenblat.  It  is  well  writ- 
ten and  concise,  and  does  a good  job  of  discussing 
the  technical  part  of  sex.  It  should  be  suggested 
that  both  partners  read  this  material.  It  is  only 
thus  that  most  males  can  be  brought  under  a phy- 
sician’s influence  as  regards  sex  education. 

INTRODUCTION  TO  FAMILY-ORIENTED  MEDICINE 

In  dealing  with  a young  woman  about  to  be  mar- 
ried, we  have  an  opportunity  to  do  some  general 
medical  education  as  well.  The  importance  of  rou- 
tine check-up  examinations  should  be  stressed. 
The  benefits  of  the  Papanicolaou  smear  can  be 
mentioned.  The  generalist  has  an  opportunity  to 
counsel  his  patient  in  family-oriented  medicine, 
and  to  ask  her  some  questions:  Does  her  fiance 
have  any  medical  problems?  Has  he  had  a routine 
check-up  examination  recently?  etc.  Education  in 
preventive  medicine  should  have  a share  of  the 
premarital  examination. 

SUMMARY 

A broad  approach  to  the  premarital  examina- 
tion has  been  outlined,  in  what  I have  said.  The 
physician’s  objectives,  on  that  occasion,  are  much 
broader  in  scope  than  are  those  of  the  patient.  Sex 
counseling,  family  planning  and  preventive  med- 
icine can  be  covered,  or  at  least  initiated,  during 
the  premarital  examination. 

It  is  most  important  for  the  physician  to  keep 
this  whole  experience  from  being  psychologically 
or  physically  traumatic  for  the  patient,  for  if  it  is, 
she  may  acquire  an  undue  fear  of  physicians,  and 
in  consequence  may  deny  herself  the  privilege  of 
adequate  medical  care  in  the  future. 

A.  S.  Norris,  M.D. 

Dr.  Kretzschmar  has  given  such  a complete  ac- 
count of  the  premarital  examination  that  I can  add 
virtually  nothing.  All  that  is  left  for  me  to  do  is  to 
disagree  with  him  on  a couple  of  points. 

Physicians  who  conduct  premarital  examina- 
tions have  the  opportunity  to  refuse  the  patient 
her  certificate  under  certain  conditions.  Patients 
don’t  have  to  see  a psychiatrist  to  get  clearance 
for  marriage.  If  they  did,  and  if  I could  do  so  with 
complete  legality,  I am  afraid  I should  have  to  re- 
fuse most  of  the  people  who  came  to  see  me.  I say 
this  not  on  the  basis  of  my  own  experience  but 
on  the  basis  of  statistics  which  we  have  gathered 
and  which  are  growing.  These  are  helping  us  to 
realize  in  just  how  sad  a condition  our  institution 
of  marriage  is,  in  America  and  in  Iowa.  A recent 
issue  of  the  des  moines  Sunday  register  reported 
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that  for  every  two  and  a third  marriages  entered 
into  in  Iowa  last  year,  there  was  one  divorce. 
This  is  a startling  statement,  but  the  actual  fig- 
ures are  doubtless  no  more  than  a faint  indica- 
tion of  the  seriousness  of  the  condition,  for  twice 
as  many  people  file  for  divorce  as  actually  go 
through  with  it.  Either  the  judge  refuses  to  grant 
a decree,  or  the  parties  withdraw  the  petition. 
Thus  we  can  say  that  more  than  two  out  of  three 
marriages  are  imperiled  to  the  point  where  the 
partners  actually  apply  for  divorce.  How  many 
marriages  are  in  lesser  degrees  of  trouble,  we  have 
no  idea.  If  a psychiatrist  could  predict  accurately, 
presumably  he  would  wish  to  prevent  marriage 
between  two-thirds  of  the  couples,  on  the  grounds 
that  they  have  slight  chances  of  lasting  happiness. 
I don’t  know  of  any  psychiatrist  who  could  do  this, 
but  then,  no  psychiatrist  is  given  an  opportunity  to 
try. 

Obviously,  as  Dr.  Kretzschmar  has  stated,  pre- 
marital counseling  alone  cannot  deal  definitively 
with  this  problem.  But  it  is  one  of  the  opportu- 
nities built  into  our  system  for  making  an  attempt 
at  prevention.  The  young  woman  is  going  to  come 
into  contact  with  a physician  who,  hopefully, 
knows  something  about  marriages  other  than  his 
own.  (His  own  may  not  be  exemplary,  since  in 
their  personal  affairs  doctors  don’t  fare  appreciably 
better  than  anyone  else  does.)  Yet,  perhaps  he 
knows  something  about  the  pitfalls  of  marriage, 
and  has  some  advice  to  give  that  may  be  helpful. 

Unfortunately,  the  doctor  frequently  doesn’t 
have  time  to  give  such  advice,  or  if  he  has  the 
time,  he  doesn’t  know  what  to  say.  Medical  schools 
are  noted  for  their  lack  of  courses  in  marital  coun- 
seling— for  their  lack  of  attention  to  the  rudiments 
of  sexology.  Students  usually  don’t  get  such  in- 
struction even  from  Psychiatry,  except  in  abstract 
Freudian  terms,  and  thus  they  get  little  that  they 
can  subsequently  utilize  with  their  patients. 

Sex  has  been  blamed  for  almost  all  marital  dis- 
turbances, but  I think  that  such  charges  are  based 
on  oversimplification.  Sexual  incompatibility  is  of- 
ten— indeed  most  often — a symptom  rather  than  a 
cause  of  difficulty  between  husband  and  wife. 
Nevertheless  it  is  an  important  fact  that  sexual 
maladjustment  can  be  a major  contributing  cause 
of  divorce,  and  this  of  course  is  one  area  in  which 
some  preventive  work  might  be  done. 

I agree  with  Dr.  Kretzschmar  that  we  cannot 
probe  deep  emotional  conflicts  in  45  minutes.  Cer- 
tainly a psychiatrist  can’t  do  it.  Sometimes  he  can’t 
do  it  in  a year.  However,  sheer  ordinary  ignorance 
may  be  the  cause  of  sexual  maladjustment,  in 
the  absence  of  emotional  conflict.  It  is  a recognized 
fact,  for  example,  that  75  per  cent  of  women  do 
not  experience  a climax  during  the  first  few  months 
of  marriage.  A good  sexual  adjustment  is  unusual 
during  the  honeymoon,  but  it  ordinarily  comes 
about  during  the  ensuing  months  and  years.  This 
is  a matter  of  a woman’s  training  and  experience, 


and  not  one  that  involves  the  feeling  she  had  about 
her  father  when  she  was  a child. 

THE  PHySICIANS'  QUESTIONS  SOMETIMES  MUST  BE 
DIRECT  AND  SPECIFIC 

I agree  that  the  subject  of  sex  is  a difficult  one 
to  bring  up,  but  I think  that  the  broad  question 
“Is  there  anything  you  want  to  ask  me  about?”  is 
insufficient.  I think  that  a question  of  that  sort 
may  be  designed  to  help  the  patient  relieve  herself 
of  anxiety,  but  I fear  that  it  may  also  be  a technic 
by  which  the  physician  seeks  to  get  himself  off 
the  hook.  He  knows  that  he  has  an  obligation  to 
counsel  his  patient,  and  he  may  be  quite  sure  she 
needs  instruction,  but  he  is  reluctant  to  talk  to  her 
about  sex,  and  by  asking  a question  to  which  she 
will  almost  certainly  answer  “No,”  he  can  salve 
his  conscience  and  avoid  embarrassment.  Further- 
more, when  the  patient  has  declined  his  offer  to 
discuss  the  topic,  whatever  misconceptions  remain 
undisturbed  in  her  mind  are  her  fault  rather  than 
his! 

Sometimes  the  physician  must  ask  specific  ques- 
tions. These  don’t  have  to  be  probing  ones;  they 
don’t  have  to  be  demanding;  but  they  do  have  to 
be  specific.  They  may  produce  anxiety  on  the  part 
of  the  patient,  and  if  they  prove  too  disturbing, 
the  physician  should  certainly  back  off.  In  many 
cases  the  patient  will  say,  “I  don’t  wish  to  discuss 
the  matter,”  and  when  that  happens,  there  is  noth- 
ing further  that  the  physician  can  do.  But  many 
patients  come  to  the  premarital  examination  con- 
cerned not  only  about  their  physical  condition  but 
about  some  of  the  psychological  and  sexual  aspects 
of  their  impending  marriage.  They  are  embar- 
rassed to  ask  anyone  about  such  things,  and  a 
broad-ended  question  is  not  going  to  encourage 
them  to  do  so.  It  is  very  much  easier  for  them  to 
tell  the  physician,  “No,  everything  is  going  to  be 
all  right.  I’m  not  worried.” 

I think  that  the  physician’s  attitude  in  asking 
such  questions  is  extremely  important.  If  his  man- 
ner is  jocular  or  leering,  he  obviously  is  not  going 
to  accomplish  anything  worthwhile.  This  sort  of 
thing  happens.  The  objective  in  this  interview,  ob- 
viously, is  to  establish  doctor-patient  communica- 
tions without  trauma.  I think  the  doctor  must  test, 
with  each  individual  patient,  to  find  out  just  how 
far  he  can  go  with  his  questioning.  With  some 
patients  he  can’t  go  any  distance  at  all,  and  with 
others  he  can  go  a long  way,  and  can  relieve  anxi- 
ety rather  than  increase  it  during  this  brief  in- 
terview. I want  to  repeat  that  I think  that  asking 
the  patient,  “Do  you  have  any  questions  about 
sexual  relations?”  is  not  going  to  evoke  from  her 
any  questions  that  the  physician  hasn’t  already 
answered! 

REASSURANCE 

There  are  some  specific  worries  that  these  women 
have.  Much  of  their  anxiety  is  occasioned  by 
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ordinary  ignorance  that  can  be  corrected.  They 
are  concerned  about  a possible  disparity  between 
the  sizes  of  the  vagina  and  the  penis,  and  the  pos- 
sibility that  this  may  interfere  with  sexual  adjust- 
ment. This,  of  course,  isn’t  usually  significant. 
They  are  concerned  about  pain  and  the  possibility 
that  it  may  interfere  with  marital  happiness. 

I think  it  is  important  that  the  bride  and  bride- 
groom should  not  expect  their  honeymoon  to  be 
perfect.  It  isn’t  so  for  the  woman  in  most  cases. 
Indeed,  the  honeymoon  is  a bloody  awful  inven- 
tion! When,  hopefully,  the  couple  can  look  forward 
to  50  years  of  life  together — though  the  average 
nowadays  is  only  about  five — I think  it  would  be 
much  better  if  the  bride  and  bridegroom  went  off 
separately  for  a few  days  of  rest  before  starting 
life  together,  and  that  the  ratio  of  sexual  successes 
would  be  a lot  higher  in  consequence.  Following 
weeks  of  complex  preparations  and  the  attendant 
excitement,  couples  go  through  the  wedding  cer- 
emony, then  drive  several  hundred  miles  through 
heavy  traffic,  and  arrive  at  a motel  at  1:00  a.m., 
exhausted,  nervous  and — the  bride,  at  least — a lit- 
tle tearful.  That  isn’t  exactly  a propitious  start 
toward  a satifactory  sexual  adjustment! 

I think  the  physician  should  forewarn  the  pa- 
tient that  temporary  frigidity  and  impotence  are 
not  uncommon  phenomena,  and  are  not  serious. 
They  will  become  serious,  however,  if  the  couple 
believe  they  are  going  to  be.  This  often  happens. 
Many  women  are  greatly  worried  about  just  exact- 
ly what  constitutes  normal  lovemaking — about 
what  is  normal  and  what  is  deviant.  That  is  a dif- 
ficult question  to  answer.  Usually,  whatever  may 
lead  to  intercourse  is  all  right,  provided  it  is  ac- 
ceptable to  both  partners  and  will  harm  neither 
of  them. 

Many  women  are  disturbed  about  the  possible 
consequences  of  previous  sexual  activity.  They  are 
worried  about  previous  masturbation,  or  possibly 
about  homosexual  episodes  (and  many  of  them 
have  had  such  experiences  without  ever  having 
been  really  homosexual).  They  may  be  concerned 
about  previous  promiscuity.  They  may  feel,  be- 
cause of  things  they  have  heard,  that  a normal 
sex  life  is  impossible  for  them.  They  have  been 
given  a great  deal  of  misinformation,  and  they 
will  believe  it  unless  they  are  given  facts.  The 
very  fear  about  sex,  of  course,  can  interfere  with 
sexual  adjustment.  I think  the  amount  of  success 
that  a physician  has  in  correcting  these  misap- 
prehensions will  depend  upon  the  patient’s  in- 
hibitions, but  no  less  upon  the  physician’s  own  in- 
hibitions and  on  his  interviewing  technic. 

ALMOST  EVERy  PREMARITAL  EXAMINEE 
NEEDS  COUNSEL 

Often — perhaps  more  often  than  not — the  pa- 
tient is  no  longer  a virgin.  This  circumstance 
doesn’t  eliminate  the  possibility  that  sexuality  may 


be  a problem  for  her,  for  experience  in  this  area 
is  no  guarantee  of  success. 

As  has  been  mentioned,  we  seldom  see  the 
groom  for  a premarital  examination,  and  it  is  too 
bad  that  we  don’t.  Whenever  possible,  he  certainly 
should  be  seen.  As  a matter  of  fact,  I think  it  is 
probably  more  important  for  the  physician  to  talk 
to  him  than  to  talk  to  his  bride,  but  it  is  seldom 
that  he  has  a chance  to  do  so. 

Printed  material  can  be  helpful  and  should  be 
used,  but  the  difficulty  is  that  none  of  these  texts 
have  been  prepared  for  the  particular  patient  to 
whom  the  physician  may  recommend  them.  Thus 
it  is  unlikely  that  any  book  will  answer  the  pa- 
tient’s questions  satisfactorily.  Very  often,  the  book 
fails  to  touch  upon  the  problems  that  are  most  dis- 
turbing to  her,  as  for  example  the  things  I have 
mentioned.  The  booklet  a young  woman  seeks  pre- 
marriage counsel,  by  C.  L.  McCormick,  for  in- 
stance, states  that  two-thirds  of  all  divorces  are 
caused  by  sexual  difficulties.  Rather  than  being  re- 
assuring, this  is  an  extremely  anxiety-provoking 
statement  for  the  woman  or  the  man  who  realizes 
that  the  honeymoon  has  been  a protracted  night- 
mare. Such  people  are  likely  to  jump  to  the  con- 
clusion that  the  marriage  they  have  just  begun  is 
doomed.  On  the  contrary,  I think  it  is  important 
to  let  the  woman  know  that  initial  failures  are 
to  be  expected. 

There  is  great  emphasis,  in  the  McCormick  pam- 
phlet, upon  the  passive  role  of  women.  The  only 
women  I know  of  who  are  content  to  remain  as 
passive  as  those  he  describes  are  Japanese.  The 
man  is  idealized  in  an  entirely  unrealistic  manner. 
He  is  represented  as  perfect,  and  the  author  states 
quite  clearly  that  if  the  girl  will  only  conform 
to  her  husband’s  demands,  everything  will  be  fine. 
The  implication  is  quite  clear  that  he  is  right,  and 
that  if  she  wants  something  different,  she  must 
be  wrong.  Before  marriage,  when  the  woman  reads 
this  pamphlet,  she  may  be  willing  to  accept  the 
author’s  point  of  view.  She  loves  her  prospective 
husband,  and  this  is  the  way  she  really  sees 
him.  But  after  marriage,  she  no  longer  sees  him  in 
that  light,  and  because  the  pamphlet  has  placed  all 
of  the  responsibility  for  adjustment  upon  her 
shoulders,  she  is  likely  to  feel  rather  guilty,  if  not 
merely  angry. 

We  see  how  impossible  these  standards  are 
when  we  observe  the  immaturity  of  some  of  the 
patients  who  show  up  for  premai’ital  examinations. 
Among  the  four  couples  whose  marriage  license 
applications  were  reported  in  a recent  issue  of  the 
iowa  city  press  citizen,  the  oldest  individual  was 
20  and  the  other  seven  were  16,  17  and  18  years  of 
age.  This  is  the  kind  of  thing  that  is  certain  to 
cause  trouble.  To  expect  such  marriages  to  suc- 
ceed is  unrealistic. 

It  should  be  remembered  that  about  one-third 
of  the  women  who  come  for  premarital  examina- 
tions not  only  have  had  intercourse,  but  either  are 
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or  have  been  pregnant.  Such  a woman,  for  the 
time  being  at  least,  may  not  be  particularly  con- 
cerned about  her  subsequent  sexual  success,  and 
likewise  isn’t  concerned  about  her  ability  to  con- 
ceive. In  such  instances  the  counseling  portion  of 
the  premarital  session  with  the  doctor  can  take 
directions  other  than  those  that  we  have  been 
discussing.  If  the  patient  is  currently  pregnant,  it 
can  conclude  with  a prenatal  examination. 

Such  a patient’s  sexual  problems  may  not  have 
been  solved;  on  the  contrary,  new  ones  may  have 
been  created.  This  young  woman  is  going  to  have 
mixed  feelings  about  her  child,  though  she  is  not 
peculiar  in  this  regard  since  all  women  do  any- 
way. Her  negative  and  hostile  feelings  about  her 
baby  are  simply  going  to  be  stronger  than  usual. 
She  will  feel  a lot  more  guilt  and  anxiety  about 
this  pregnancy,  and  when  there  are  such  possibil- 
ities, I think  the  physician  is  obligated  to  talk  with 
her  about  them,  rather  than  to  ignore  the  matter. 

SUMMARY 

In  conclusion,  I want  to  say  that  I realize  the  im- 
practicality  of  a doctor’s  attempting  to  do  all  of 


DAGMAR  KALLI  HAMILTON,  M.S. 

Des  Moines 

Almost  all  adults  who  work  with  young  people 
of  junior  high  school  age  or  older  can  testify  to 
the  seriousness  of  the  problems  occasioned  by 
unmarried  motherhood.  Thus,  they  want  answers 
to  a number  of  important  questions  such  as:  “Is 
the  number  of  illegitimate  pregnancies  increas- 
ing?” “If  so,  is  the  increase  disproportionate  to 
the  country’s  growth  in  total  population?”  and 
“Are  there  any  similarities  in  these  girls’  back- 
grounds or  previous  environments,  or  in  their 
readily  ascertainable  characteristics  that  might 


Mrs.  Hamilton  is  employed  by  the  Des  Moines  Board  of 
Education  to  instruct  those  of  the  girls  at  the  Salvation 
Army’s  institution  for  unmarried  mothers,  in  Des  Moines, 
who  have  been  attending  school  and  who  wish  to  continue 
their  academic  work.  The  program  is  cosponsored  by  the 
Division  of  Special  Education  of  the  State  Department  of 
Public  Instruction  so  that  the  girls  will  be  eligible  regard- 
less of  where  their  legal  residences  may  be. 


these  things  during  the  premarital  interview.  I 
don’t  do  premarital  examinations,  but  I think  I 
can  appreciate  to  some  extent  the  difficulties  faced 
by  the  physicians  who  do  them  routinely.  I have 
just  been  talking  about  what  could  be  beneficial 
under  possibly  ideal  circumstances. 

In  some  instances,  at  least,  I think  physicians 
could  do  more  than  they  are  doing.  These  aren’t 
little  things;  they  are  very  important  things  at 
this  time.  These  are  matters  which  can  be  handled 
very  easily  during  the  premarital  examination, 
and  they  may  be  irremediable  in  the  doctor’s  office 
or  in  the  divorce  court  five  years  later.  As  short 
a time  as  15  or  20  minutes,  either  in  discussing 
possible  pitfalls  or  in  “opening  the  door”  can  help 
very  significantly  in  assuring  the  success  of  the 
marriage. 

Marriage,  as  an  institution  in  this  state  and 
country,  is  pretty  sick,  and  the  best  premarital 
examinations  are  not  going  to  cure  it,  no  matter 
how  psychiatrically-oriented  they  are.  But  with  a 
great  deal  of  thought  and  effort,  we  physicians  can 
do  something  to  ameliorate  its  condition,  and  I 
think  we  have  an  obligation  to  try! 


Iowa: 


help  clergymen,  physicians,  teachers  and  parents 
to  recognize  girls  who  are  more  likely  than  others 
to  get  into  this  particular  sort  of  difficulty?” 

Interested  people  in  our  state,  of  course,  are 
most  anxious  for  answers  to  such  questions  as: 
“Is  the  problem  more  serious  in  Iowa  than  in 
other  parts  of  the  nation,  or  is  it  less  so?”  “Who  is 
the  Iowa  girl  who,  typically,  is  most  likely  to  be- 
come an  unmarried  mother?”  “How  old  is  she?” 
“Is  she  the  daughter  of  divorced  or  separated  par- 
ents?” “Has  her  mother  held  a job  outside  the 
home?”  “Is  her  family  no  more  than  marginal, 
economically?”  etc. 

In  an  attempt  to  find  answers  to  as  many  as  pos- 
sible of  these  questions,  the  writer  analyzed  ad- 
mission records  at  Booth  Memorial  Hospital,  Des 
Moines,  for  two  calendar  years,  1957  and  1962, 
and  the  findings  will  be  presented  in  this  paper. 

DIMENSIONS  OF  THE  PROBLEM— IN  THE  U.  S. 

AND  IN  IOWA 

Mrs.  Katherine  Brownell  Oettinger,  chief  of  the 
Children’s  Bureau  of  the  HEW  Department,  and 
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Leontine  Young,  professor  of  casework  at  Ohio 
State  University,  have  stated  that  the  actual  size 
of  the  problem  of  illegitimate  pregnancy  is  not 
known,  but  is  certainly  larger  than  the  public 
assumes  it  to  be.1'  2 Statistics  are  available  for  the 
nation  and  for  each  state,  but  these  figures  are 
not  necessarily  accurate  for  several  reasons:  (1) 
Some  states  do  not  require  the  designation  "il- 
legitimate” to  appear  on  the  birth  certificate.  (2) 
The  number  of  illegitimately  pregnant  women 
who  register  falsely  as  married  women  (for  ex- 
ample, in  the  name  of  the  woman  who  is  to  take 
the  baby  and  represent  it  as  her  own)  when  they 
enter  a hospital  for  obstetrical  service  cannot  be 
determined.  (3)  The  number  of  abortions,  induced 
or  spontaneous,  among  illegitimately  pregnant 
women  is  also  unknown.  (4)  Some  such  births 
probably  are  not  registered  at  all. 

Table  1 presents  the  estimated  number  of  il- 
legitimate live  births  in  the  United  States  annual- 
ly, for  the  years  1940  through  1960.  The  figures 
for  the  more  recent  years  are  as  yet  unavailable. 
It  will  be  noted  that  the  increase  in  incidence  has 
been  startling  and  consistent,  progressing  from 
89,500  in  1945  to  224,300  in  1960. 

TABLE  I 

ESTIMATED  ILLEGITIMATE  LIVE  BIRTHS  IN  THE  U.  S.: 
1940  TO  I960 


Year  Number 


1940  89,500 

1945  117,400 

1950  141,600 

1958  208,700 

1959  220,690 

1960  224,300 


Source:  STATISTICAL  ABSTRACT  OF  THE  U.  S.,  1962,  p.  57,  pub- 
lished by  the  U.  S.  Department  of  Commerce. 

Table  2 shows  the  estimated  illegitimate  live 
births  in  the  United  States  in  1960  by  age  of 
mother.  The  largest  group  of  girls  were  15-19 
years  of  age,  and  the  next  largest  group  were  20- 
24  years  old.  The  smallest  groups  were  those  under 
15  and  over  40. 

Table  3 provides  information  on  the  numbers 
of  illegitimate  births  to  Iowa  residents  for  each  of 
the  past  25  years — 1938  through  1962 — together 
with  the  ratio  of  illegitimate  births  to  the  total 
of  live  births.  Although  these  figures  are  actual 
counts,  rather  than  estimates,  they  do  not  neces- 
sarily show  the  total  picture  for  the  reasons  al- 
ready stated  and  for  the  further  reason  that  some 
illegitimately  pregnant  Iowa  girls  doubtless  go 
for  their  confinements  to  states  with  which  the 
Division  of  Vital  Statistics  of  the  Iowa  State  De- 
partment of  Health  has  no  agreement  for  the  ex- 
change of  statistics. 


TABLE  2 

ESTIMATED  ILLEGITIMATE  LIVE  BIRTHS  IN  THE  U.  S., 
BY  AGES  OF  MOTHERS,  I960 


Ages  o 

f Mothers 

Number 

Per  Cent 

Under 

15  ...  . 

4,600 

2.05 

15-19 

87,100 

38.83 

20-24  . 

68,000 

30.32 

25-29 

32,100 

14.31 

30-34 

18,900 

8.42 

35-39 

10,600 

4.73 

40  and 

over 

3,000 

1.34 

Total: 

5 

224,300 

100.00 

Source 

: STATISTICAL  ABSTRACT  OF  THE  U.  S., 

1962,  p.  57. 

TABLE  3 

ILLEGITIMATE 

LIVE  BIRTHS  TO  IOWA 

RESIDENTS: 

1938-1962 

Number  of 

Illegitimates  per 

Year 

Illegitimates 

1,000  live  births 

1938 

746 

17.4 

1939 

703 

16.4 

1940 

657 

14.8 

1941 

719 

15.8 

1942 

694 

14.6 

1943 

676 

14.5 

1944 

690 

15.2 

1945 

915 

20.6 

1946 

1,066 

19.2 

1947 

1,153 

18.1 

1948 

1,084 

17.9 

1949 

1,075 

17.4 

1950 

1,065 

17.0 

1951 

1,062 

16.1 

1952 

1,007 

15.7 

1953 

1,043 

16.7 

1954 

1,098 

17.4 

1955  . 

1,208 

19.0 

1956 

1,161 

18.4 

1957 

1,182 

18.6 

1958 

1,305 

21.0 

1959 

1,453 

22.5 

I960 

1,476 

23.4 

1961 

1,672 

23.7 

1962 

1,637 

26.8 

Source:  Division  of  Vital  Statistics,  Iowa  State  Department  of 
Health. 


During  this  25-year  period,  the  reported  illegit- 
imate births  to  Iowans  has  increased  more  than 
two-fold,  from  746  to  1,637.  However,  the  ratio 
(the  number  of  illegitimate  births  per  1,000  total 
live  births)  has  not  increased  so  dramatically.  The 
ratio  remained  under  20  per  thousand  from  1938 
through  1957,  with  the  exception  of  one  year, 
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1945 — a war  year,  it  will  be  recalled.  From  1958 
through  1962,  the  ratio  has  increased  consistently. 
During  1962,  there  were  26.8  illegitimates  in  every 
1,000  live  births  to  Iowans. 

On  the  basis  of  its  estimates,  the  Federal  Bureau 
of  Vital  Statistics  publishes  the  numbers  of  live 
births,  numbers  of  illegitimate  live  births  and 
ratios  of  illegitimate  to  total  live  births,  for  each 
year,  classified  as  to  the  mothers’  color— “white” 
and  “non-white.”  Table  4 presents  that  informa- 
tion for  the  United  States  and  for  Iowa,  covering 
the  years  1956  to  1959.  The  Iowa  incidences  of  il- 
legitimacy in  each  category — total,  white  and  non- 
white— are  less  than  those  for  the  nation.  Appar- 
ently the  disparity  between  the  rates  for  Iowa  and 
for  the  nation  as  a whole  reflects  the  facts  that  il- 
legitimacy rates  are  higher  among  non-whites  than 

TABLE  4 

ESTIMATES  OF  ILLEGITIMATE  BIRTHS  PER  THOUSAND 
LIVE  BIRTHS,  BY  COLOR 
U.  S.  AND  IOWA,  1956-1959 


Illegitimate  Births  per  Thousand  Live  Births 
Total  White  Non-White 

Year  U.  S.  Iowa  U.  S.  Iowa  U.  S.  Iowa 


1956  46.5  18.0  19.0  16.3  204.0  163.9 

1957  47.4  18.9  19.6  17.1  206.7  155.2 

1958  49.6  20.7  20.9  18.7  212.3  165.5 

1959  52.0  22.2  22.1  19.6  218.0  189.0 


Source:  VITAL  STATISTICS  OF  THE  U.  S.,  1959,  Vol.  I. 

among  whites  (218  as  against  22.1  illegitimates 
per  1,000  live  births  in  the  nation  as  a whole,  and 
189  as  against  19.6  illegitimates  per  1,000  live  births 
in  Iowa,  in  1959);  and  that  in  Iowa  the  non-white 
segment  of  the  total  population  (1.05  per  cent)  is 
much  smaller  than  it  is  for  the  U.  S.  as  a whole 
(11.43  per  cent).3 

BOOTH  MEMORIAL  HOSPITAL— DES  MOINES 

The  girls  admitted  to  Booth  Memorial  Hospital, 
Des  Moines,  who  were  the  subjects  of  this  study, 
totaling  154  in  1957  and  172  in  1962,  represented 
13.0  and  10.5  per  cent,  respectively,  of  the  known 
numbers  of  Iowans  who  bore  illegitimate  children 
in  those  two  years.  Though  such  segments  may  be 
too  small  to  serve  as  bases  for  definitive  conclu- 
sions about  the  social  characteristics  of  all  unmar- 
ried mothers  in  Iowa  for  those  years,  they  perhaps 
are  large  enough  to  show  trends. 

The  data  which  will  be  presented  in  the  re- 
mainder of  this  paper  were  secured  through  an 
analysis  of  records  at  Booth,  accomplished  with 
the  cordial  cooperation  of  Brigadier  Margaret  Nor- 
ris, superintendent  of  the  institution.  The  Des 
Moines  facility  is  one  of  36  such  institutions  owned 
and  operated  by  the  Salvation  Army  in  the  United 


States.  It  is  a United  Campaign  agency,  a mem- 
ber of  the  American  Hospital  Association  and  of 
the  American  Protestant  Hospital  Association,  and 
it  is  licensed  by  the  Iowa  State  Department  of 
Social  Welfare  to  serve  as  a home  and  hospital 
for  a maximum  of  48  girls  at  any  one  time.  Most 
of  the  deliveries  occur  at  Booth,  but  should  com- 
plications develop,  the  girls  are  transferred  to  a 
local  medical  hospital.  Weekly  clinics  are  held,  at 
which  the  girls  are  seen  by  a doctor  of  medicine 
as  often  as  is  indicated. 

Girls  may  enter  Booth  as  early  in  their  preg- 
nancy as  they  wish,  and  for  medical  reasons  they 
are  encouraged  to  enter  at  least  eight  weeks  be- 
fore they  expect  to  deliver.  Ordinarily  they  re- 
main for  10  days  after  delivery.  The  lengths  of  stay 
of  those  admitted  in  1962  ranged  from  10  to  250 
days,  and  the  average  was  98.2  days.  The  two 
gii'ls  who  remained  only  10  days  had  entered 
while  in  labor.  Occasionally  a girl  remains  longer 
than  10  days  after  delivery  to  permit  her  guardian 
to  complete  plans  for  her  subsequent  care.  School 
girls  who  wish  to  participate  in  the  academic  pro- 
gram at  Booth  frequently  enter  earlier  in  their 
pregnancies  than  do  older  girls. 

Regardless  of  race,  color,  age  or  religion,  nearly 
any  illegitimately  pregnant  girl  who  needs  the 
services  that  Booth  offers  is  eligible  for  admission. 
The  girls  who  are  not  accepted  are  those  who 
have  health  problems  which  the  institution  is  not 
equipped  to  handle — e.g.,  active  tuberculosis,  ve- 
nereal disease  or  mental  illness.  A background  of 
antisocial  behavior  does  not  ordinarly  prevent  a 
girl’s  entry.  Indeed  some  of  them  come  there 
through  juvenile  court,  and  some  come  from  the 
Girls’  Training  School  at  Mitchellville.  However, 
if  a girl’s  behavior  at  Booth  is  found  to  be  highly 
disturbing  to  the  others,  her  guardian  may  be 
asked  to  make  plans  for  her  elsewhere. 

The  cost  to  the  girls  is  computed  on  the  basis 
of  the  actual  expense  of  operating  the  facility. 
In  some  instances,  the  girl’s  parents  can  make  a 
claim  against  their  hospitalization  insurance; 
others  ask  assistance  from  the  office  of  the  De- 
partment of  Social  Welfare  in  their  home  county. 
Some  girls  pay  for  their  care  from  their  earnings 
in  jobs  that  they  secure  after  leaving.  For  some, 
Booth  assumes  part  of  the  cost,  and  for  others  it 
assumes  the  whole  cost. 

Those  girls  who  do  not  have  a social  worker 
when  admitted  are  referred  to  the  casework  agen- 
cy of  their  choice  for  help  in  planning  for  their 
babies  and/or  for  themselves.  Usually,  the  choice 
is  determined  by  the  girl’s  religion.  Lutheran  girls 
choose  referral  to  the  Lutheran  Welfare  Society, 
Catholic  girls  to  Catholic  Charities,  and  others 
to  the  Iowa  Children’s  Home  Society,  a non- 
denominational  agency. 

Occasionally,  as  has  been  mentioned,  a girl  is  al- 
ready in  labor  when  she  is  admitted,  but  usually 
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when  a girl  enters  Booth  she  does  not  confront  an 
entirely  unknown  situation.  In  advance  of  her 
admission,  she  or  her  family  have  secured  con- 
siderable information  about  the  facility.  She  may 
have  talked  to  someone — a doctor,  a social  worker 
or  a school  councilor — about  Booth;  she  may  have 
written  a letter  of  inquiry  and  received  a detailed 
reply;  or  she  may  have  visited  there.  She  has  ap- 
plied for  admission  by  filling  out  an  application 
blank  and  by  submitting  medical  reports.  She  has 
been  told  that  she  will  be  admitted,  and  the  date 
of  her  entry  has  been  agreed  upon. 

At  her  intake  interview,  which  occurs  during 
the  first  few  days  of  her  residence  there,  she  is 
asked  to  give  factual  information  about  herself 
and  her  family,  and  the  interviewer  records  her 
answers  to  questions  upon  the  “Factual  History 
Blank”  prepared  by  the  Salvation  Army.  It  was 
Factual  History  Blanks  and  subsequent  records 
that  were  reviewed  in  obtaining  data  for  this 
study.  All  admissions  for  the  calendar  years  1957 
and  1962  were  checked. 

Of  the  156  girls  admitted  to  Booth  in  1957,  two 
were  found  to  be  non-pregnant  and  21  left  before 
delivery.  The  133  deliveries  included  three  spon- 
taneous abortions,  one  stillbirth  and  129  live 
babies. 

Of  the  172  girls  who  were  admitted  in  1962, 
there  were  24  who  left  before  delivery.  The  re- 
maining 148  gave  birth  to  live  infants,  but  one 
baby  died  soon  after  birth. 

The  girls  who  left  the  institution  before  con- 
finement did  so  for  various  reasons.  A few  were 
asked  to  leave  because  their  behavior  had  been 
disturbing  to  the  other  girls.  Some  left  to  be  mar- 
ried, whereupon  there  would  no  longer  be  a need 
for  keeping  the  pregnancy  a secret.  In  some  cases 
a girl’s  parents  reconsidered  their  decision  to 
have  her  live  away  from  home,  or  arranged  to 
have  her  live  with  relatives  or  friends.  Still  others 
left  to  carry  out  plans  they  had  made  for  them- 
selves. Some,  for  example,  had  found  private  homes 
where  they  could  work  for  their  maintenance.  It 
is  unknown,  incidentally,  whether  all  of  these 
girls  secured  adequate  prenatal  care  after  leaving 
Booth. 

THE  GIRLS'  AGES 

Table  5 presents  the  age  distribution  of  the  un- 
married mothers  admitted  to  Booth  Memorial 
Hospital,  Des  Moines,  in  1957  and  in  1962.  The 
ages  of  those  who  delivered  at  Booth  are  given 
as  of  the  time  of  delivery,  and  the  ages  of  those 
who  left  before  confinement  are  given  as  of  their 
admissions.  In  1957,  50.0  per  cent  were  18  years 
of  age  or  younger,  and  in  1962  the  percentage 
who  were  18  years  of  age  or  younger  was  55.8. 
For  1957,  the  median  age  was  18,  and  for  1962  it 
was  slightly  under  18. 

The  data  on  age  must  be  read  with  insight,  for 
the  biologic  behavior  that  resulted  in  the  illicit 


TABLE  5 

ILLEGITIMATELY  PREGNANT  GIRLS  ADMITTED  TO 
BOOTH  HOSPITAL,  DES  MOINES,  BY  AGE 


Age 

Delivered 

at 

Booth* 

1957 

Left 

Before 

Delivery** 

Total 

Delivered 

at 

Booth* 

1962 

Left 

Before 

Delivery** 

Total 

12 

0 

0 

0 

1 

0 

1 

13 

0 

1 

1 

2 

0 

2 

14 

6 

1 

7 

4 

0 

4 

15 

10 

3 

13 

12 

2 

14 

16 

16 

2 

18 

24 

3 

27 

17 

13 

3 

16 

18 

7 

25 

18 

19 

3 

22 

20 

3 

23 

19 

18 

2 

20 

16 

4 

20 

20 

9 

1 

10 

16 

2 

18 

21 

1 1 

2 

13 

17 

1 

18 

22 

6 

1 

7 

7 

0 

7 

23 

5 

1 

6 

0 

1 

1 

24 

2 

0 

2 

1 

0 

1 

25 

4 

0 

4 

0 

0 

0 

26 

4 

0 

4 

1 

1 

2 

27 

2 

0 

2 

1 

0 

1 

28 

4 

0 

4 

1 

0 

1 

29 

0 

0 

0 

0 

0 

0 

30 

1 

1 

2 

0 

0 

0 

31 

1 

0 

1 

1 

0 

1 

32 

1 

0 

1 

1 

0 

1 

33 

1 

0 

1 

2 

0 

2 

34 

0 

0 

0 

1 

0 

1 

35 

0 

0 

0 

1 

0 

1 

Total 

s 133 

21 

154 

148 

24 

172 

* Age  at  time  of  delivery. 

**  Age  at  time  of  admission  to  Booth. 


pregnancy  occurred,  of  course,  some  nine  months 
before  delivery.  The  “12-year-old”  included  in  the 
1962  tabulation,  for  example,  was  delivered  of  a 
full-term  infant  three  days  after  her  twelfth  birth- 
day. Presumably  conception  occurred  when  her 
age  was  11  years  and  3 months.  Similarly,  one  of 
the  13-year-olds  had  conceived  when  she  was  12. 

Oettinger1  has  stated  that  one  in  five  illegitimate 
pregnancies  occurs  in  a girl  under  18  years  of  age. 
Young2  believes  that  two  of  five  unmarried  moth- 
ers are  under  18.  The  figures  in  Table  5 give  cre- 
dence to  Young’s  belief,  for  they  show  that  35.7 
per  cent  of  the  1957  group,  and  42.4  per  cent  of 
the  1962  group  at  Booth  were  under  18  years  of 
age. 

Of  the  girls  in  this  study,  63.0  per  cent  in  1957 
and  67.4  per  cent  in  1962  gave  birth  at  19  years 
of  age  or  younger,  but  according  to  the  estimates 
of  the  federal  Bureau  of  Vital  Statistics,  the  19- 
and-under  age  group  is  no  more  than  40.9  per  cent 
of  all  unmarried  mothers.  The  larger  proportion  of 
youngsters  at  Booth  perhaps  reflects  parental  con- 
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cern  for  daughters  who  still  are  members  of  their 
parents’  households  and  for  whom  decisions  are 
still  being  made  by  their  fathers  and  mothers.  It 
may  be  that  a greater  share  of  the  older,  wage- 
earning girls  meet  the  needs  occasioned  by  il- 
legitimate pregnancy  otherwise  than  by  seeking 
admission  to  a facility  such  as  Booth. 

THE  GIRLS'  EDUCATIONAL  ATTAINMENTS 
AND  AMBITIONS 

Table  6 shows  the  highest  grade  completed  by 
those  of  the  girls  who  said  they  intended  to  seek 
no  further  education.  In  1957,  there  were  96  out 
of  154  girls  (62.3  per  cent)  who  said  that  they 
were  through  with  going  to  school.  The  table  con- 
tains data  on  just  92  of  them,  for  grade  levels  had 
not  been  recorded  for  four  of  them.  In  1962  there 
were  85  out  of  172  (49.4  per  cent)  who  had 
reached  that  decision.  The  fact  that  a smaller 
share  of  girls  in  the  more  recent  year  said  they 
were  through  with  school  may  merely  be  a re- 
flection of  the  greater  and  greater  value  that  our 
society  is  placing  upon  educational  attainment. 

Table  7 shows  the  grade  levels  of  the  girls  who 
definitely  planned  to  return  to  school.  In  1957 
there  were  58  of  them  (37.7  per  cent),  and  in  1962 
there  were  87  (50.6  per  cent).  During  the  school 

TABLE  6 

GIRLS  ADMITTED  TO  BOOTH  HOSPITAL  WHO  SAID  THEY 
HAD  COMPLETED  THEIR  EDUCATION  BY  HIGHEST 
GRADE  ATTAINED:  1957  AND  1962 


Highest  grade  attained 

Number, 

1957 

Number, 

1962 

6 

2 

0 

8 . 

4 

6 

9 

.10 

6 

10 

9 

9 

11  

7 

3 

High  school  graduation 

44 

47 

Business  college  

4 

2 

Nurse's  training,  one  year 

1 

0 

Nurse's  training,  two  years  . 

2 

0 

Nurse's  training,  three  years  . . 

1 

0 

Nurse's  training,  practical 

0 

1 

Beauticians'  school 

2 

5 

Airline  stewardess  training 

0 

1 

Dental  Technology  course 

0 

1 

College,  one  year  

1 

2 

College,  two  years  

2 

2 

College  degree 

1 

0 

Subtotals  

92 

85 

Girls  on  whom  data  were  not 

secured  4 

0 

Girls  who  planned  to  continue 

school  58 

87 

Totals  

154 

172 

year,  most  of  those  who  had  not  completed  high 
school  participated  in  the  academic  program  pro- 
vided at  Booth  Hospital  by  the  Des  Moines  Public 
Schools,  and  some  college  students  took  corre- 
spondence courses. 

TABLE  7 

GRADE  LEVELS  OF  GIRLS  ADMITTED  TO  BOOTH 
HOSPITAL  IN  1957  AND  1962  WHO  SAID  THEY  PLANNED 
TO  CONTINUE  THEIR  EDUCATION  FOLLOWING 
THEIR  DISCHARGE 


Grade 

Number, 

1957 

N 

umber, 

1962 

6 

0 

2 

7 

0 

5 

8 

7 

3 

9 

9 

1 1 

10 

12 

27 

II  

17 

17 

12  

6 

12 

Business  college 

1 

2 

Beauticians'  school 

0 

1 

Nurses'  training 

1 

0 

College 

Second  year 

1 

4 

Third  year  

2 

3 

Fourth  year 

1 

0 

5 

7 

Subtotals  

. ....  58 

87 

Girls  who  had  completed  their 

formal  schooling 

96 

85 

Totals  

. . 154 

172 

SOME  OF  THE  GIRLS 

HAD  HELD 

JOBS 

Table  8 lists  the  jobs  that  had  been  held  by  those 
girls  who  had  been  working  prior  to  their  admis- 
sion to  Booth  Hospital.  The  largest  number  of 
these,  in  both  years,  had  been  engaged  in  clerical 
work.  Only  seven  of  the  1957  group  had  been 
waitresses,  but  21  of  the  1982  group  had  been 
thus  employed.  Of  the  six  hospital  workers  who 
were  admitted  in  1957,  five  had  been  nurses’  aides 
and  one  was  a registered  nurse.  All  13  hospital 
workers  in  1962  had  been  nurses’  aides. 

THE  GIRLS'  LIVING  ARRANGEMENTS  PRIOR 
TO  ADMISSION 

In  Table  9,  information  is  presented  on  the  girls’ 
living  arrangements  prior  to  their  admission  to 
Booth  Hospital.  It  will  be  noted  that  a majority  of 
the  girls  came  from  intact  homes — ones  in  which 
both  parents  were  present.  However,  the  percent- 
age dropped  from  63.3  in  1957  to  57.0  in  1962.  More 
than  one  fifth  of  them  (22.7  per  cent  in  1957  and 
26.7  per  cent  in  1962)  had  lived  with  other  rela- 
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TABLE  8 

ADMISSIONS  TO  BOOTH  HOSPITAL  CLASSIFIED  BY 
OCCUPATION,  1957  AND  1962 


Kind  of  Work 

Number, 

1957 

Number, 

1962 

Clerical  work  

34 

26 

Waitress  work  

7 

21 

Hospital  work 

as  nurse's  aide  

5 

13 

as  registered  nurse 

1 

0 

6 

13 

Factory  work 

5 

3 

Teaching 

3 

0 

Beauty  parlor  work  

. 2 

4 

Telephone  switchboard  work 

1 

1 

Housework 

1 

5 

Dental  technology 

0 

1 

Sales 

0 

3 

1 

Laundry  work 

0 

Military  service  

0 

1 

Cooking,  short  order  

0 

1 

— 

— 

Subtotals 

59 

80 

Girls  who  had  not  held  full-time 

jobs  95 

92 

— 

— 

Totals  

154 

172 

TABLE  9 

PRIOR  LIVING  ARRANGEMENTS  OF  GIRLS  ADMITTED 
TO  BOOTH  HOSPITAL  IN  1957  AND  1962 


Number, 

1957 

Number, 

1962 

With 

both  parents  

81 

98 

With 

mother  and  stepfather 

10 

14 

With 

father  and  stepmother 

2 

2 

With 

mother  only  

10 

10 

With 

father  only 

1 

3 

With 

sister 

3 

4 

With 

grandparent(s) 

2 

7 

With 

brother  

1 

1 

With 

husband 

0 

1 

In  an 

apartment  or  rooming 

house  . 12 

15 

Misce 

llaneous 

6 

13 

SUMMARY  IN 

PERCENTAGES 

Per  Cent 

Per  Cent 

With 

both  parents  

63.3 

56.98 

With 

other  relatives 

22.7 

26.74 

With 

non-relatives 

14.0 

16.28 

tives.  The  remainder,  14.0  per  cent  in  1957  and 
16.3  per  cent  in  1962,  had  had  living  arrangements 
away  from  any  relative. 

Data  on  the  stability  of  the  girls’  residence  in 
the  communities  they  called  “home”  are  given  in 


TABLE  10 

PRIOR  STABILITY  OF  RESIDENCE  OF  GIRLS  ADMITTED 
TO  BOOTH  HOSPITAL  IN  1957  AND  1962 


Years 

Number, 

1957 

Number, 

1962 

Years 

Number, 

1957 

Number, 

1962 

Less  than  1 

3 

12 

1 1 

1 

5 

1 

6 

5 

12 

5 

5 

2 

5 

6 

13 

0 

5 

3 

4 

6 

14 

3 

5 

4 

6 

1 

15 

3 

5 

5 

2 

8 

16 

0 

4 

6 

2 

5 

17 

0 

2 

7 

2 

6 

18 

0 

3 

8 

2 

3 

19 

0 

2 

9 

1 

1 

"All  my  life' 

76 

78 

10 

4 

5 

Totals 

125 

172 

SUMMARY  IN 

PERCENTAGES 

Pe 

r Cent 

Per  Cent 

1957 

1962 

Less  than 

five  years 

19.2 

17.4 

Five  to  10 

years  . . . . 

10.4 

16.3 

More  than 

10  years 

70.4 

66.3 

Table  10.  Of  the  1957  admissions,  19.2  per  cent  had 
lived  in  their  most  recent  home  towns  less  than 
five  years;  of  those  admitted  in  1962,  even  fewer 
— 16.3  per  cent — had  lived  there  less  than  five 
years.  The  majority  in  each  year — 70.4  per  cent  in 
1957  and  66.3  per  cent  in  1962 — had  lived  in  the 
same  town  for  more  than  10  years. 

A preponderance  of  the  girls  were  Iowans;  89.6 
per  cent  in  1957  and  85.5  per  cent  in  1962  were 
Iowa  residents.  Sixteen  of  the  1957  admissions 
came  to  Booth  from  other  states — four  each  from 
Minnesota  and  Missouri;  three  from  Illinois;  two 
from  Wisconsin;  and  one  each  from  Kansas,  Ne- 
braska and  South  Dakota.  In  1962  the  25  admis- 
sions from  states  other  than  Iowa  were  distributed 
as  follows:  six  from  Minnesota;  five  each  from 
Illinois  and  Nebraska;  two  each  from  Missouri, 
South  Dakota  and  Colorado;  and  one  each  from 
Michigan,  Ohio  and  Florida.  In  1962,  the  girls  rep- 
resented 87  communities — -70  in  Iowa  and  17  in 
other  states.  They  came  from  towns  and  cities  of 
all  sizes.  In  1962,  the  distribution  of  admissions  by 
size  of  home  town  was  as  follows: 


From  cities  or  towns  of  less  than  5,000 

population  29.7% 

From  cities  of  between  5,000  and  25,000 

population  15.1% 

From  cities  of  more  than  25,000  population  40.7% 
From  out-of-state  14.5% 


100.0% 

The  sizes  of  the  sibling  groups  from  which  the 
1957  and  1962  admissions  came  varied  from  one  to 
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TABLE  1 1 

SIZES  OF  SIBLING  GROUPS  FROM  WHICH  ADMISSIONS 
TO  BOOTH  HOSPITAL  CAME:  1957  AND  1962 


No.  of 
Children 
in  Family 

No.  of 
Girls 

1957 

Per  Cent 

No.  of 
Girls 

1962 

Per  Cent 

1 

15 

10.0 

12 

7.1 

2 

26 

17.3 

29 

17.1 

3 

31 

20.7 

32 

18.8 

4 

24 

16.0 

28 

16.5 

5 

17 

1 1.3 

22 

12.9 

6 

14 

9.3 

19 

1 1.2 

7 

7 

4.7 

5 

2.9 

8 or  more 

16 

10.7 

23 

13.5 

Totals 

150 

100.0 

170 

100.0 

12  children  in  1957,  and  from  one  to  14  in  1962. 
Table  11  shows  that  the  modal  size  of  family  for 
both  years  was  one  that  included  three  children, 
and  families  containing  two  and  four  children  sec- 
ond and  third  most  numerous.  Since  most  fami- 
lies contain  two,  three  or  four  children,  it  is  to  be 
expected  that  virtually  any  human  phenomenon 
can  be  found  to  occur  most  often  in  families  of 
those  sizes. 

In  an  attempt  to  detei’mine  whether  a girl’s  nu- 

TABLE  12 

HIGHEST  SCHOOL  GRADES  COMPLETED  BY  FATHERS 
OF  GIRLS  ADMITTED  TO  BOOTH  HOSPITAL 
IN  1957  AND  1962 


1957 

1962 

1957 

1962 

No  education 

2 

0 

Grade  1 1 

4 

14 

Grade 

1 

0 

0 

H.  S.  graduation 

19 

45 

Grade 

2 

1 

0 

Business  college 

1 

2 

Grade 

3 

0 

0 

Technical  school 

2 

1 

Grade 

4 

2 

0 

College,  one  year 

4 

3 

Grade 

5 

5 

4 

College,  two  years 

1 

4 

Grade 

6 

0 

5 

College,  three  years 

1 

0 

Grade 

7 

1 

1 

College  graduation 

3 

7 

Grade 

8 

23 

48 

Graduate  school 

0 

6 

Grade 

9 

3 

7 

— - 

Grade 

10 

5 

8 

Totals 

74 

155 

SUMMARY  IN  PERCENTAGES 

1957  1962 

PerCent  PerCent 

Completed  no  more  than  elementary  grades  45.9  37.4 

Attended  high  school,  but  did  not  graduate  16.2  18.7 

Graduated  from  high  school  25.7  29.0 

Continued  formal  education  beyond  high 
school 12.2  14.9 


merical  place  in  her  sibling  group  could  have 
played  a part  in  her  becoming  an  unmarried  moth- 
er, the  investigator  tabulated  the  admissions  for 
both  years  as  to  the  girls’  positions  in  their  fam- 
ily groups.  In  the  1957  data  there  seemed  to  be  an 
indication  that  the  second  and  third  children  were 
more  vulnerable  than  the  first  to  a catastrophe  of 
that  type.  Of  the  girls  whose  families  contained 
more  than  one  child,  27  were  first  children,  51 
were  second  and  32  were  third.  But  among  the 
1962  admissions,  55  such  girls  were  first  children, 
41  were  second  and  19  were  third.  Hence,  no  con- 
clusions could  be  drawn  from  the  evidence. 

In  Table  12,  data  are  presented  on  the  educa- 
tional attainments  of  the  fathers  of  some  of  the 
girls.  Information  was  available  on  74  fathers  of 
girls  admitted  to  Booth  in  1957,  and  on  155  fathers 
of  girls  admitted  in  1962.  The  educational  level  of 
the  latter  group  seems  to  have  been  slightly  higher 
than  that  of  the  former.  Those  who  had  completed 
no  more  than  the  elementary  grades  (including 
grade  8)  comprised  45.9  per  cent  of  the  group  in 
1957,  but  only  37.4  per  cent  of  the  group  in  1962. 
There  was  a slight  rise,  also,  in  the  percentage  of 
fathers  who  had  more  than  a high  school  educa- 
tion— from  12.2  to  14.9  per  cent. 

Table  13  contains  similar  information  about  the 
girls’  mothers.  Data  were  available  on  98  mothers 
of  the  1957  girls  and  on  161  mothers  of  the  1962 

TABLE  13 

HIGHEST  SCHOOL  GRADES  COMPLETED  BY  MOTHERS 
OF  GIRLS  ADMITTED  TO  BOOTH  HOSPITAL 
IN  1957  AND  1962 


1957 

1962 

1957 

1962 

No  education 

2 

0 

Grade  1 1 

9 

19 

Grade 

1 

0 

0 

H.  S.  graduation 

26 

63 

Grade 

2 

0 

0 

Business  college 

3 

3 

Grade 

3 

1 

0 

Beauticians'  school 

1 

2 

Grade 

4 

0 

0 

Nurses'  training 

1 

1 

Grade 

5 

1 

2 

College,  one  year 

4 

8 

Grade 

6 

1 

1 

College,  two  years 

4 

5 

Grade 

7 

0 

2 

College,  three  years 

0 

1 

Grade 

8 

31 

26 

College  graduation 

2 

1 

Grade 

9 

4 

7 

Graduate  school 

0 

2 

Grade 

10 

8 

18 

Totals 

98 

161 

SUMMARY  IN  PERCENTAGES 

1957  1962 

Per  Cent  Per  Cent 

Completed  no  more  than  elementary  grades  36.8  19.3 

Attended  high  school,  but  did  not  graduate  21.4  21.1 

Graduated  from  high  school  26.5  39.1 

Continued  formal  education  beyond  high 

school  15.3  20.5 
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girls.  Among  the  girls’  mothers,  too,  there  seems 
to  have  been  an  improvement  in  educational  at- 
tainment. In  1957  there  were  only  26  (26.5  per 
cent)  high  school  graduates,  but  in  1962  there 
were  63  (39.1  per  cent).  In  1957  there  were  only 
10  who  had  had  some  college,  but  in  1962  there 
were  17  who  had  had  some  college  work. 

Table  14  shows  the  occupational  groupings  of 
the  fathers  of  girls  admitted  in  1957  and  1962.  It 
will  be  noted  that  almost  half — 42.1  per  cent  in 
1957  and  43.7  per  cent  in  1962 — were  skilled  work- 
ers. The  percentage  of  farmers  was  almost  identi- 
cal in  the  two  groups — 16.7  and  17.2.  Laborers,  in- 
cluding farm  laborers,  comprised  13.2  per  cent 
of  the  group  in  1957,  and  10.7  per  cent  in  1962. 


TABLE  14 

OCCUPATIONS  OF  FATHERS  OF  GIRLS  ADMITTED  TO 
BOOTH  HOSPITAL  IN  1957  AND  IN  1962 


1957 

1962 

No. 

Per  Cent 

No. 

Per  Cent 

Skilled  workers 

48 

42.1 

66 

43.7 

Farmers  

19 

16.7 

26 

17.2 

Owners  or  managers  of  busi- 

nesses  

16 

14.0 

26 

17.2 

Laborers  (including  farm) 

15 

13.2 

16 

10.7 

Professional  men 

8 

7.0 

7 

4.6 

No  occupation  (retired  or 

disabled ) 

8 

7.0 

10 

6.6 

Eighty-five  (69.7  per  cent)  of  the  girls’  mothers 
were  not  gainfully  employed,  according  to  the 
1957  study,  and  103  (64.4  per  cent)  of  the  1962 
girls’  mothers  did  not  work  outside  of  the  home. 
Thus  a majority  of  the  mothers  were  not  working 
women.  Those  who  were  wage-earners  were  fac- 
tory workers,  waitresses,  practical  nurses,  office 
workers,  registered  nurses,  teachers,  etc. 

THE  GIRLS'  MARITAL  STATUS,  OTHER  CHILDREN 
AND  RELIGION 

In  both  years,  most  of  the  girls  were  white.  The 
non-whites  comprised  9.6  per  cent  of  the  group  in 
1957,  and  6.3  per  cent  of  the  group  in  1962. 

As  regards  marital  status,  the  girls  included 
every  possibility — single,  divorced,  separated  and 
married.  The  majority  were  single:  132  (85.8  per 
cent)  in  1957,  and  159  (92.4  per  cent)  in  1962.  The 
next  largest  group  were  the  divorced:  20  in  1957 
and  10  in  1962.  In  1957  one  had  been  widowed  by 
death,  and  one  was  currently  married.  In  1962 
there  were  two  who  still  were  married,  and  one 
who  was  separated.  Each  of  the  married  women 
had  sought  admittance  to  Booth  because  her  hus- 
band was  not  the  father  of  her  unborn  child. 

In  both  groups,  more  than  four-fifths  of  the  girls 
had  had  no  children  previously — 81.6  per  cent  in 


1957,  and  84.3  per  cent  in  1962.  In  1957,  each  of  24 
girls  had  had  one  child  previously,  two  had  had 
two  children  each,  one  had  had  three,  and  one  had 
had  four.  Of  the  1962  girls,  each  of  21  had  had  one 
child  previously,  four  had  had  two  each,  one  had 
had  three,  and  one  had  had  four.  In  some  instances, 
of  course,  the  girls’  previous  children  had  been 
born  legitimately. 

At  the  intake  interview,  each  girl  is  asked  to 
name  the  church  she  attends  or  of  which  she  is  a 
member.  In  1957  only  one  girl  answered  “None,” 
and  in  1962  just  five  girls  said  they  attended  no 
church.  In  both  years,  15  denominations  were 
named.  To  what  degree  they  or  their  families  par- 
ticipated in  church  activities  was  not  investigated. 

THE  GIRLS  SEEM  TO  CONSTITUTE  A RANDOM 
SAMPLING 

There  is  no  program  for  routine  mental  testing 
at  Booth.  When  it  seems  that  the  information  that 
such  a test  reveals  would  be  valuable  to  have,  the 
girl’s  social  worker  arranges  for  her  to  take  a test. 
However,  when  one  reviews  the  tables  showing 
the  girls’  educational  attainments  and  the  jobs 
they  have  held,  he  concludes  that  the  group  ap- 
pears to  resemble  the  general  population  in  abil- 
ity. Records  show  that  in  their  own  schools  some 
of  the  girls  had  been  leaders  in  various  activities 
— academic  work,  sports,  music,  journalism.  The 
employed  girls  seemed  to  have  performed  satis- 
factorily in  their  jobs;  indeed,  some  were  to  re- 
turn to  the  jobs  they  had  held  previously.  From 
personal  experience,  the  writer  can  report  that 
each  year  the  girls’  performances  as  students 
vary  from  poor  to  excellent,  just  as  do  those  of 
unselected  students,  but  for  lack  of  documentation 
she  is  not  prepared  to  present  tables  of  ability 
categories. 

THE  GIRLS'  PLANS  FOR  THEIR  BABIES 

As  stated  previously,  there  were  129  live  births 
to  the  girls  who  were  admitted  to  Booth  in  1957 
and  who  were  delivered  there;  in  1962  there  were 
147  live  babies.  At  admission,  each  girl  is  asked 
what  plan  she  has  made  for  her  baby.  She  may 
be  undecided,  or  she  may  have  made  up  her  mind 
to  release  the  infant  for  adoption  or  to  keep  it.  Be- 
fore she  is  discharged,  however,  she  must  have 
made  a final  plan  for  her  baby,  though  that  final 
plan  need  not  be  the  one  that  she  had  upon  admis- 
sion. The  alternatives  are:  (1)  keep  the  baby;  (2) 
release  it  for  adoption;  and  (3)  release  it  for 
boarding  care.  Boarding  care  may  be  chosen  by  a 
girl  who  needs  more  time  in  which  to  choose  be- 
tween the  two  other  arrangements,  or  by  one  who 
plans  to  keep  her  baby  but  cannot  have  the  infant 
with  her  at  the  time  she  is  ready  to  leave  the 
institution. 

Table  15  shows  the  plans  stated  at  admission  and 
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the  final  plans  decided  upon  at  discharge  by  the 
girls  who  were  admitted  to  Booth  in  1957  and  in 
1962  and  who  were  delivered  of  live  babies  there. 
In  1957,  of  the  89  girls  who  had  said  at  admission 
that  they  planned  to  release  their  babies  for  adop- 
tion, only  69  (77.5  per  cent)  actually  did  so.  Thus, 
almost  one  out  of  four  changed  her  mind  after  she 
was  delivered.  In  1962,  however,  of  the  113  girls 
who  originally  planned  to  release  their  babies  for 
adoption,  106  (93.8  per  cent)  actually  signed  re- 
leases. In  both  years,  12  girls  said  at  admission 
that  they  would  keep  their  babies,  and  in  1957  all 

TABLE  15 

PLANS  FOR  THEIR  BABIES  MADE  By  GIRLS  WHO  WERE 
ADMITTED  TO  BOOTH  IN  1957  AND  IN  1962, 
AND  WHO  WERE  DELIVERED  THERE 


Tentative  Plan  at 

Admission  Final  Plan  at  Discharge 

1957 

Per  Adop-  Keep-  Board- 

Plan  Number  Cent  tion  ing  ing 

Adoption 

89 

69.0 

69 

15 

/i 

Keeping 

12 

9.3 

0 

12 

0 

Undecided 

28 

21.7 

19 

6 

3 

Totals 

129 

100.0 

88 

33 

8 

(68.2%) 

(25.6%) 

(6.2%) 

1962 

Per 

Adop- 

Keep- 

Board- 

Plan 

Number 

Cent 

tion 

ing 

ing 

Adoption 

113 

76.9 

106 

4 

3 

Keeping 

12 

8.1 

3 

9 

0 

Undecided 

22 

15.0 

10 

9 

3 

Totals 

147 

100.0 

1 19 

22 

6 

(81.0%) 

(15.0%) 

(4.0%) 

12  did  so;  in  1962,  three  of  the  12  placed  their 
babies  for  adoption  and  nine  kept  theirs.  The 
“undecided”  girls  were  more  numerous  in  1957 
than  in  1962 — 28  as  against  22.  Nineteen  of  the  28 
in  the  1957  group  eventually  chose  adoption,  six 
kept  their  babies  and  three  used  boarding  care. 
Of  the  22  who  were  undecided  on  admission  last 
year,  10  chose  adoption,  nine  kept  their  babies 
and  three  used  boarding  care. 

These  data  suggest  that  before  delivery  the  il- 
legitimately pregnant  girl  is  not  prepared  to  make 
final  plans  for  her  baby.  Some  of  these  girls  ap- 
parently were  not  ready  to  decide  even  after  they 
had  delivered,  for  they  secured  boarding  care  for 
their  babies.  These  figures  suggest  also  that  there 
may  be  a trend  toward  adoptive  placement.  Where- 
as only  68.2  per  cent  of  the  girls  chose  adoptive 
placement  in  1957,  as  many  as  81  per  cent  of  them 
made  that  choice  in  1962. 


CONCLUSIONS 

On  the  basis  of  this  study,  three  conclusions 
seem  inescapable: 

1.  The  incidence  of  unwed  motherhood,  both  in 
actual  numbers  and  in  ratio  of  illegitimate  births 
to  total  live  births,  is  increasing  both  in  the  nation 
and  in  Iowa.  The  problem  seems  not  to  be  quite 
so  serious  in  this  state  as  it  is  in  some  of  the 
others,  but  in  1962  the  known  group  of  Iowa’s  un- 
married mothers  was  a sizeable  one — 1,637  in- 
dividuals. 

2.  A large  share  of  unmarried  mothers — perhaps 
40  per  cent — are  under  18  years  of  age. 

3.  There  is  no  “typical”  unwed  mother.  Indeed, 
Clothier’s  description  of  such  a woman  seems  en- 
tirely correct:  “She  is  many  women.  She  may  be 
feeble-minded  or  highly  intelligent.  She  may  be 
at  the  end  or  at  the  beginning  of  her  childbearing 
period.  She  may  come  from  a background  of  ap- 
parent security  and  wealth  or  she  may  have  had 
no  home  she  could  call  her  own.”4 

The  investigator  is  aware  that  this  presentation 
raises,  rather  than  answers  a number  of  important 
questions:  Were  the  “intact”  homes  from  which 
the  majority  of  these  girls  came  truly  happy  ones? 
Was  there  mutual  confidence  and  affection  be- 
tween the  parents  and  children  there?  Did  the 
girls’  siblings  characteristically  get  into  roughly 
comparable  difficulties?  Did  these  girls  engage  ac- 
tively in  church  groups  and  other  organizations 
intended,  more  or  less  specifically,  to  contribute 
to  their  upbringing,  or  were  they,  generally  speak- 
ing', youngsters  whom  those  organizations  missed? 

Vincent5  has  reported  upon  the  most  ambitious 
study  of  this  sort  that  has  thus  far  been  under- 
taken. He  has  found  tentative  answers  to  these 
and  other  questions,  and  has  pointed  the  way  for 
further  investigation.  Thus,  his  report  deserves 
the  attention  of  everyone  who  is  interested  in  this 
problem. 

The  Iowa  study  that  has  been  reported  in  this 
paper  indicates  that  the  problem  cannot  be  dis- 
missed as  being  of  such  minor  proportions  locally 
as  to  be  unworthy  of  serious  consideration.  At 
the  very  least,  1,637  girls,  an  equal  number  of 
male  partners,  their  respective  sets  of  parents,  and 
the  infants  that  are  the  products  of  their  illicit 
relationships — all  these  were  directly  involved  in 
this  social  problem  last  year  in  Iowa,  and  prob- 
ably equal  or  greater  numbers  will  be  involved 
in  this  and  each  succeeding  year. 
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The  Child-Abuse  Problem  in  Iowa 

The  Extent  of  the  Problem,  and  a Proposal  for  Remedying  It 


A survey  recently  completed  by  the  State  Depart- 
ment of  Social  Welfare  and  the  State  Department 
of  Health  has  revealed  that  an  alarming  number 
of  Iowa  children  are  subjected  to  serious  physical 
abuse  by  their  parents  or  by  others  entrusted  with 
their  care.  Because  such  abuse  has  been  inflicted 
again  and  again,  in  many  if  not  in  most  instances, 
and  because  it  usually  has  severe  emotional  ef- 
fects, prompt  and  effective  action  is  essential. 

This  Iowa  study  substantiates  national  reports 
that  many  children  are  admitted  repeatedly  to 
hospitals  for  the  treatment  of  parentally-inflicted 
fractures  and  other  injuries,  and  that  some  of  them 
sustain  permanent  injuries  or  die  as  a result. 

The  Iowa  cases  tabulated  below  include  only 
those  made  known  to  child-welfare  workers  and 
public  health  nurses  within  the  six-month  period 
October  1,  1962,  through  March  31,  1963.  Cases 
which  reached  the  courts  directly  or  which  were 
merely  suspected  and  are  currently  under  inves- 
tigation were  not  counted.  The  43  cases  involved 
71  children  in  28  counties,  as  follows: 


CHILD-ABUSE  VERIFIED  By  WELFARE  WORKERS  AND 
PUBLIC  HEALTH  NURSES 

IOWA,  OCTOBER  I,  1962,  TO  MARCH  31,  1963 


County 

Children 

County 

Children 

Appanoose 

I 

Kossuth 

...  2 

Black  Hawk  . . 

. . . . 4 

Linn  

. ...  A 

Buena  Vista  . . 

2 

Marshall  

. ...  A 

Cherokee  . . . . 

2 

Pocahontas 

. . 1 

Clay  

9 

Polk  

....  2 

Clinton  

1 

Pottawattamie 

. . . . 1 

Crawlord  . . 

3 

Scott  

...  6 

Dallas  

1 

Sioux 

I 

Dickinson  . 

. . . . . 1 

Story  

8 

Dubuque  

1 

Tama 

I 

Fayette  

1 

Wapello  

. ..  . 2 

Guthrie  

3 

Winneshiek  . . . . 

....  1 

Humboldt  . , . 

. . . . . 1 

Woodbury  . . . . 

....  2 

Jackson  

3 

— 

Johnson  

3 

TOTAL  

. . . 71 

The  severe  mistreatment  of  children  is  not  a 
new  problem;  it  has  existed  always.  During  the 
late  1800’s  there  were  societies  for  the  prevention 
of  cruelty  to  children  in  a number  of  Iowa  cities 
such  as  Dubuque,  Des  Moines,  Davenport,  and 


Waterloo.  At  that  time  the  mode  of  abuse  in  many 
instances  was  overwork.  That  form  of  mistreat- 
ment is  rare  nowadays,  but  irrational  punishment 
and  outright  sadism  are  all  too  common.  The  forms 
of  maltreatment  that  have  been  reported  include 
very  severe  beatings,  resulting  in  multiple  bruises 
over  the  body  in  31  cases,  broken  bones  in  6 cases, 
severe  head  injuries  including  skull  fractures  in  9 
cases;  permanent  blinding  of  an  infant  in  1 case; 
and  scalding,  burning  with  matches,  and  neglect 
and  severe  malnutrition  in  the  other  instances. 
Seven  of  the  children  died  of  their  injuries.  Some 
of  these  abused  children  were  members  of  families 
in  which  older  youngsters  had  died  of  injuries  plus 
neglect,  but  those  siblings  were  not  counted  in  this 
study.  With  only  one  exception,  all  reported  cases 
involved  legitimate  children. 

Although  neglect  was  not,  in  itself,  regarded  as 
justification  for  including  a child  in  this  enumera- 
tion, it  was  a significant  factor  in  some  of  the  cases 
of  physical  injury.  It  sometimes  consisted  of  fail- 
ure to  secure  medical  care  for  the  injured  child;  in 
other  instances  it  consisted  of  denying  food  to 
children,  by  way  of  punishment,  over  such  long 
periods  of  time  that  malnutrition  developed;  and 
in  one  instance  it  consisted  of  locking  a child  out- 
doors in  the  wintertime,  so  that  he  froze  his  feet. 
In  some  cases,  inadequate  but  well-intentioned 
parents  had  failed  to  provide  even  for  the  min- 
imum needs  of  the  children,  either  because  of  a 
lack  of  resources  or  because  of  a misuse  of  what 
they  had  available.  A few  families  were  receiving 
public  aid,  but  were  not  spending  it  for  the  ben- 
efit of  the  children.  Gross  parental  immaturity,  in- 
toxication, mental  illness  and  other  factors  ac- 
counted for  other  cases  of  neglect  that  had  serious 
consequences. 

CAUSES— SUSPECTED  OR  ESTABLISHED 

It  is  very  difficult  to  establish  causation  in  cases 
of  child  abuse,  for  most  such  victims  are  toddlers 
too  young  to  speak  for  themselves.  The  parents 
offer  quite  illogical  explanations,  or  deny  having 
any  idea  of  how  the  injuries  occurred.  For  in- 
stance, an  infant  boy  had  had  both  eyes  blackened 
at  the  age  of  two  months,  a leg  broken  at  three 
months,  and  a skull  fracture  and  concussion  at 
five  months.  The  black  eyes  were  said  to  have 
appeared  “for  no  known  reason,”  and  explanations 
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offered  for  the  latter  of  the  injuries  were  that  he 
had  fallen  downstairs,  from  a davenport,  and 
against  a chair.  At  that  point,  he  was  removed  to 
foster  care. 

Several  of  the  children  were  found  to  be  sub- 
normal or  handicapped,  and  it  appeared  that  their 
parents  could  not  tolerate  their  disabilities.  One  re- 
tarded child  had  suffered  a broken  back  and  leg 
before  she  came  to  the  attention  of  a child  welfare 
worker  for  multiple  new  fractures  of  her  fingers 
and  arms. 

The  information  reported  in  the  survey  in- 
dicated that  most  of  the  abusive  parents  were  very 
immature  emotionally,  and  that  many  of  them 
were  very  young  chronologically.  Many  of  the 
mothers  were  school  drop-outs  and  teenagers,  at 
least  at  the  time  of  marriage,  and  had  no  idea  of 
how  to  care  for  a child.  One  15-year-old  married 
mother  who  had  been  reported  by  her  relatives 
for  abusing  her  baby  said  she  couldn’t  stand  his 
crying  and  had  beaten  him  to  make  him  stop.  One 
20-year-old  mother  had  sent  her  infant  son  to  the 
hospital  twice  in  his  first  three  months  of  life,  first 
with  a crushed  chest  and  broken  ribs,  and  later 
with  broken  arms. 

Some  of  the  fathers  were  also  teenagers.  Several 
were  no  longer  in  the  home,  as  a result  of  divorce, 
and  others  were  in  need  of  treatment  for  mental 
disorders.  A few  reports  indicated  that  marital 
difficulties  had  been  “taken  out  on  the  children.” 
In  some  instances,  fathers  who  had  been  left  in 
charge  of  their  children  while  their  wives  earned 
the  family’s  living  were  responsible  for  severe  in- 
juries. One  such  man  said  he  didn’t  know  why  he 
had  been  cruel  to  his  children,  but  his  behavior 
may  have  been  either  a conscious  or  unconscious 
rebellion  against  the  extraordinary  role  that  he 
had  accepted. 

MEASURES  NOW  BEING  TAKEN 

Besides  securing  immediate  medical  care  for 
such  children,  child-welfare  workers  and  public 
health  nurses  are  working  very  closely  with  these 
disturbed  parents  and  are  guiding  those  of  them 
who  can  respond.  Some  of  the  parents  have  volun- 
teered that  they  cannot  love  their  children,  and 
have  consented  to  their  being  placed  in  foster  care. 
Others  are  accepting  treatment  at  mental  health 
clinics.  A few  have  been  hospitalized  at  the  men- 
tal health  institutes.  Court  action  has  removed  17 
of  the  children  from  their  parents’  custody,  and 
has  placed  them  in  good  foster-family  care.  Some 
of  the  very  young  children  were  already  so  severe- 
ly upset  emotionally,  at  the  time  of  removal  from 
their  parents’  custody,  that  they  were  “wasting 
away”  and  appeared  mentally  retarded,  but  after 
being  placed  in  foster  homes,  they  blossomed  out 
into  normal,  charming  youngsters. 

In  every  instance  in  which  it  seems  that  no  dire 
emergency  exists,  social  workers  and/or  public 


health  nurses  make  every  effort  to  improve  con- 
ditions so  that  the  children  can  remain  with  their 
parents  in  safety.  In  one  case  where  a handicapped 
child  had  been  cruelly  treated,  a social  agency 
was  able  to  suggest  a means  of  rehabilitation,  and 
the  parents’  rekindled  hope  made  their  home  a 
pleasanter  place  in  which  to  live.  After  receiving 
welfare  and  psychiatric  services,  one  mother  di- 
vorced her  husband,  who  the  psychiatrist  believed 
could  never  be  enabled  to  function  in  a parental 
capacity.  As  for  the  family  previously  mentioned, 
in  which  the  father  had  proved  a horrible  baby- 
sitter, a child-welfare  worker  and  the  staff  of  the 
mental  health  clinic  brought  the  children’s  mother 
to  the  realization  that  her  husband  had  a deep- 
seated  need  to  be  the  breadwinner. 

LEGISLATION  IS  CALLED  FOR 

As  yet,  problems  of  these  sorts  are  nowhere  near 
a solution.  Indeed  their  extent  is  doubtless  far 
greater  than  has  been  indicated  by  the  figures 
tabulated  here.  An  editorial  in  the  July  7,  1962, 
issue  of  the  journal  of  the  American  medical  as- 
sociation declared  that  when  the  facts  about  pa- 
rental abuse  become  more  adequately  known,  “It 
is  likely  that  it  will  be  found  to  be  a more  frequent 
cause  of  death  than  such  well  recognized  and 
thoroughly  studied  diseases  as  leukemia,  cystic 
fibrosis  and  muscular  dystrophy,  and  it  may  well 
rank  with  automobile  accidents  . . . [as  a cause] 

. . . of  acquired  disturbances  of  the  central  nervous 
system.” 

Physicians,  teachers,  hospital  personnel,  and 
others  must  be  enabled  and  encouraged  to  help 
policemen,  judges,  probation  officers,  social  work- 
ers and  public  health  nurses  in  case-finding. 
Schools  reported  some  of  the  youngsters  who  have 
been  included  in  this  survey,  and  social  workers 
found  them  so  damaged  and  uncared  for  that  they 
arranged  for  their  placement  in  foster  homes.  The 
majority  of  maltreated  children,  however,  are  of 
pre-school  age,  and  the  doctors  and  general  duty 
nurses  who  examine  and  care  for  them  hesitate  to 
voice  their  suspicions  about  parental  abuse,  since 
by  doing  so  they  lay  themselves  open  to  possible 
legal  action  either  for  disclosure  of  a privileged 
communication  or  for  slander.  In  Iowa  there  is 
neither  a requirement  that  possible  instances  of 
child  abuse  be  reported,  nor  any  special  legal  pro- 
tection for  the  doctors  or  hospital  personnel  who 
take  such  action.  Child  abuse  or  neglect  is  difficult 
to  prove,  and  whatever  suggestions  doctors  and 
nurses  now  make  in  that  regard  usually  are 
whispered  to  a social  worker  or  a county  nurse. 

A prompt  and  thorough  investigation  is  always 
desirable,  lest  other  children  in  the  family  be  hurt 
or  lest  the  child  just  treated  in  the  hospital  or  doc- 
tor’s office  be  returned  home  for  still  more  in- 
juries, but  hasty  action  is  impossible  except  in  ex- 
treme cases.  In  a few  instances  in  this  survey, 
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children  suffered  additional  harm  while  efforts 
were  being  made  to  help  their  disturbed  or  other- 
wise inadequate  parents. 

THE  CHILDREN'S  BUREAU  HAS  PROPOSED  A MODEL 
STATUTE 

The  United  States  Children’s  Bureau  has  pro- 
posed a uniform  act  for  the  consideration  of 
state  legislatures,  by  which  doctors  and  hospitals 
might  be  required  to  report  all  such  cases  and 
might  be  relieved  of  legal  liability  for  so  doing. 
In  addition,  if  adopted,  this  measure  would  permit 
husbands  and  wives  to  testify  against  each  other, 
in  order  to  lay  essential  evidence  before  the  court 
in  cases  of  this  kind. 

The  proposed  statute,  printed  below,  was  de- 
veloped by  the  Children’s  Bureau  in  conjunction 
with  the  Office  of  the  General  Counsel  of  the  U.  S. 
Health,  Education  and  Welfare  Department.  The 
finding's  on  which  it  is  based  had  been  reviewed 
by  doctors,  lawyers,  social  workers,  juvenile  court 
judges,  hospital  administrators  and  interested  citi- 
izens.  Commenting  on  the  purpose  of  the  proposed 
act,  Mrs.  Katherine  B.  Oettinger,  chief  of  the 
Bureau,  says:  “We  need  to  have  these  children 
identified  if  they  are  to  be  helped.  Until  we  have 
mandatory  reporting  of  child  abuse  cases,  the 
hands  of  such  agencies  as  the  courts  and  welfare 
departments,  equipped  to  help  protect  the  child, 
are  tied  when  child-abuse  cases  are  listed  as  ‘ac- 
cidental.’ ” 

PROPOSED  ACT  FOR  THE  MANDATORY  REPORTING 
BY  PHYSICIANS  AND  INSTITUTIONS  OF  CERTAIN 
PHYSICAL  ABUSE  OF  CHILDREN 

1.  Purpose.  The  purpose  of  this  Act  is  to  provide 
for  the  protection  of  children  who  have  had  phys- 
ical injury  inflicted  upon  them  and  who  are  fur- 
ther threatened  by  the  conduct  of  those  respon- 
sible for  their  care  and  protection.  Physicians  who 
become  aware  of  such  cases  should  report  them  to 
appropriate  police  authority,  thereby  causing  the 
protective  services  of  the  State  to  be  brought  to 
bear  in  an  effort  to  protect  the  health  and  welfare 
of  these  children  and  to  prevent  further  abuse. 

2.  Reports  by  Physicians  and  Institutions.  Any 
physician,  including  any  licensed  doctor  of  med- 
icine, licensed  osteopathic  physician,  intern  and 
resident,  having  reasonable  cause  to  suspect  that 
a child  under  the  [maximum  age  of  juvenile  court 
jurisdiction]  brought  to  him  or  coming  before  him 
for  examination,  care  or  treatment  has  had  serious 
physical  injury  or  injuries  inflicted  upon  him  other 
than  by  accidental  means  by  a parent  or  other 
person  responsible  for  his  care,  shall  report  or 
cause  reports  to  be  made  in  accordance  with  the 
provisions  of  this  Act;  provided  that  when  the  at- 
tendance of  a physician  with  respect  to  the  child 
is  pursuant  to  the  performance  of  services  as  a 
member  of  the  staff  of  a hospital  or  similar  in- 


stitution he  shall  notify  the  person  in  charge  of  the 
institution  or  his  designated  delegate  who  shall  re- 
port or  cause  reports  to  be  made  in  accordance 
with  the  provisions  of  this  Act. 

3.  Nature  and  Content  of  Report:  to  Whom  Made. 
An  oral  report  shall  be  made  immediately  by  tel- 
ephone or  otherwise,  and  followed  as  soon  there- 
after as  possible  by  a report  in  writing,  to  an  ap- 
propriate police  authority.  Such  reports  shall  con- 
tain the  names  and  addresses  of  the  child  and  his 
parents  or  other  persons  responsible  for  his  care, 
if  known,  the  child’s  age,  the  nature  and  extent 
of  the  child’s  injuries  (including  any  evidence  of 
previous  injuries),  and  any  other  information  that 
the  physician  believes  might  be  helpful  in  estab- 
lishing the  cause  of  the  injuries  and  the  identity 
of  the  perpetrator. 

4.  Immunity  from  Liability.  Anyone  participat- 
ing in  good  faith  in  the  making  of  a report  pur- 
suant to  this  Act  shall  have  immunity  from  any 
liability,  civil  or  criminal,  that  might  otherwise  be 
incurred  or  imposed.  Any  such  participant  shall 
have  the  same  immunity  with  respect  to  participa- 
tion in  any  judicial  proceeding  resulting  from  such 
report. 

5.  Evidence  not  Privileged.  Neither  the  phy- 
sician-patient privilege  nor  the  husband-wife  priv- 
ilege shall  be  a ground  for  excluding  evidence  re- 
garding a child’s  injuries  or  the  cause  thereof,  in 
any  judicial  proceeding  resulting  from  a report 
pursuant  to  this  Act. 

6.  Penalty  for  Violation.  Anyone  knowingly  and 
willfully  violating  the  provisions  of  this  Act  shall 
be  guilty  of  a misdemeanor. 
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Have  You  Informed  Us  of  Your 
Change  of  Address? 

Postal  regulations  on  second  class  mail 
have  become  more  stringent.  Under  a new 
ruling,  we  must  pay  ten  cents  per  piece  for 
undeliverable  second  class  mail,  but  worst  of 
all,  if  you  don’t  happen  to  reside  or  practice 
at  the  precise  mailing  address  which  we  have 
for  you,  your  journal  will  not  be  delivered. 
We  urge  promptness  on  the  part  of  all 
journal  readers  in  notifying  us  of  address 
changes! 
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CLINICAL  SUMMARY 

A 39-year-old  white  housewife  was  admitted  to 
the  University  Hospitals  with  difficulties  that  had 
started  three  weeks  before  entrance,  when  a se- 
vere steady  pain  in  her  right  shoulder  awakened 
her  from  sleep.  She  stated  that  she  had  eaten  a 
butterscotch  sundae  earlier  that  evening.  She  had 
no  previous  history  of  food  intolerance  of  any 
kind.  The  pain  radiated  into  the  right  arm  and  into 
the  right  upper  abdominal  quadrant.  Nitroglycerin 
and  milk  of  magnesia  did  not  relieve  the  pain. 
Morphine  gave  complete  relief.  Vomiting  had  oc- 
curred on  the  following  two  days.  For  nausea  she 
was  given  a salt  solution  by  mouth  without  relief. 
Phenobarbital  was  then  tried  but  failed,  and  re- 
lief was  finally  provided  by  tranquilizers.  One 
week  after  the  attack  she  had  noted  swelling  of 
her  legs,  abdominal  distention  and  dyspnea,  and 
a “shot”  by  her  physician  had  partially  relieved 
the  swelling.  During  this  period  her  urine  was 
scanty  and  darker  than  usual.  Stools  were  clay- 
colored  for  a short  period.  The  patient  had  gained 
10  pounds  in  weight  during  the  previous  year.  An 
episode  of  rheumatic  fever,  which  she  had  had  at 
age  13,  had  been  treated  by  bedrest.  A bout  of 
jaundice  seven  years  before  admission  had  been 
diagnosed  as  hepatitis.  Subtotal  thyroidectomy  had 
been  carried  out  14  years  before  admission,  for 
treatment  of  thyrotoxicosis. 

Significant  physical  findings  were  a blood  pres- 
sure of  180/90  mm.  Hg,  a pulse  of  110/min.,  and 
a body  weight  of  225  pounds.  P2  was  greater  than 
A2.  The  left  and  right  ventricles  were  1+  overac- 
cessible.  A gallop  rhythm  was  present.  A harsh, 
grade  II  medium-pitched  holosystolic  murmur  was 
heard  at  the  apex  and  in  the  left  axilla.  One  ob- 
server heard  an  apical  diastolic  murmur.  The  epi- 
gastrium was  tender  on  palpation,  and  the  liver 
edge  was  just  palpable  below  the  right  costal  mar- 
gin. Two-plus  pretibial  edema  was  present. 

The  patient  was  treated  with  digitalis.  A chole- 
cystogram  revealed  multiple  large,  facetted  gall- 
stones and  a gastrointestinal  series  was  interpreted 
as  normal.  A roentgenogram  of  the  chest  suggested 
left  ventricular  prominence  and  clear  lung  fields. 
An  electrocardiogram  showed  incomplete  right 


bundle  branch  block,  possible  right  ventricular 
hypertrophy  and  possible  atrial  disease.  Examina- 
tion of  the  urine  showed  1+  albumin  and  6-8  white 
cells  per  high  power  field.  The  hemoglobin  level 
was  12.1  Gm.  per  cent,  with  a white  blood  cell 
count  of  16,450/cu.  mm.  and  a blood  smear  that 
showed  72  per  cent  neutrophils.  The  serum  choles- 
terol was  145  mg.  per  cent.  The  serum  bilirubin 
was  0.25  mg.  per  cent  direct  and  0.8  mg.  per  cent 
total.  The  patient  was  discharged  on  digitalis  and 
chlorothiazide  and  on  a reducing  diet  in  prepara- 
tion for  an  elective  cholecystectomy. 

She  returned  to  the  hospital  one  month  later 
with  a history  of  otitis  media  and  rupture  of  the 
right  tympanic  membrane.  She  had  also  noted 
pedal  edema,  abdominal  enlargement  and  a pro- 
ductive cough,  but  complained  of  no  chest  or  ab- 
dominal pain.  Physical  examination  revealed  a 
blood  pressure  of  120/60  mm.  Hg,  and  a pulse  rate 
of  88  per  minute.  The  right  tympanic  membrane 
was  deformed.  The  neck  veins  were  slightly  dis- 
tended, and  the  hepatojugular  reflux  was  negative. 
The  lungs  were  clear.  The  point  of  maximum  car- 
diac impulse  was  2 cm.  to  the  left  of  the  mid- 
clavicular  line.  The  apical  systolic  murmur  was 
unchanged.  Ml  was  normal,  and  P2  was  louder 
than  A2.  A diastolic  gallop  was  present.  No  open- 
ing snap  or  diastolic  murmur  was  heard.  The  liver 
was  felt  to  be  slightly  enlarged,  and  one  observer 
palpated  the  tip  of  the  spleen.  One-plus  pretibial 
edema  was  present,  and  shifting  dullness  was 
noted  in  the  abdomen. 

The  venous  pressure  was  240  mm.  of  saline,  and 
the  arm-to-tongue  circulation  time  was  65  seconds. 
A roentgenogram  of  the  chest  showed  clear  lung 
fields  with  some  neovascularity,  a prominent  pul- 
monary artery,  enlargement  of  the  right  ventricle 
and  left  atrium,  and  probably  left  ventricular  hy- 
pertrophy. Urinalysis  showed  2+  to  4+  proteinuria, 
with  5-10  white  cells  per  high  power  field.  The 
hemoglobin  was  12.7  Gm.  per  cent,  and  the  leuco- 
cyte count  was  8,000/cu.  mm.  with  6 per  cent  band 
polymorphonuclears  and  54  per  cent  segmented 
polymorphonuclears.  The  sedimentation  rate  was 
20  mm. /hour,  and  the  blood  urea  nitrogen  and  cre- 
atinine levels  were  normal.  The  admission  electro- 
lytes were  normal,  except  for  a chloride  of  86 
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mEq/L.  The  serum  albumin  was  3.1  and  the  globu- 
lin 3.8  Gm.  per  cent.  The  serum  cholesterol  was 
124  mg.  per  cent.  The  alkaline  phosphatase,  bili- 
rubin, transaminase,  and  thymol  turbidity  were 
normal.  The  cephalin  flocculation  was  1+  and  3+, 
the  zinc  flocculation  11.3  units  and  the  prothrom- 
bin time  16.4  seconds,  with  a control  of  13.6.  The 
C-reactive  protein  was  2+.  The  bleeding  time  was 
10  minutes,  and  the  Lee-White  coagulation  time  7 
minutes,  30  seconds.  One  blood  culture  grew 
Staphylococcus  epidermidis  and  micrococcus.  A 
throat  swab  culture  grew  a normal  flora.  The  blood 
sugar  levels  were  normal.  The  rectal  temperature 
remained  at  100°F. 

After  receiving  a topical  anesthetic  for  exami- 
nation of  the  nasopharynx,  the  patient  had  a chok- 
ink  sensation  and  dull  pain  superficially,  located 
in  the  left  side  of  her  chest  anteriorly  as  well  as 
in  both  arms  and  in  the  back.  This  pain  was  ac- 
companied by  weakness  and  diaphoresis.  The 
pulse  rate  was  128/min.  and  the  blood  pressure 
was  130/80  mm.  Hg.  The  pain  subsided  15  minutes 
after  injection  of  Diphenhydramine  hydrochloride 
(Benadryl).  She  had  mild  recurrence  of  the  pain 
later  that  evening.  The  next  day  the  electrocardio- 
gram showed  no  change  and  the  transaminase 
level  was  normal.  One  week  after  admission,  she 
was  started  on  heparin,  50  mg.  subcutaneously, 
every  six  hours. 

Nine  days  after  admission  the  patient  was  seen 
to  be  lethargic.  The  lungs  were  clear  to  ausculta- 
tion. The  pulse  was  90/min.  The  hepatojugular  re- 
flux was  slightly  positive,  and  pedal  edema  was 
1+.  She  complained  of  no  pain.  She  had  lost  8 
pounds  since  admission  to  the  hospital.  In  the  af- 
ternoon, after  an  enema  and  while  seated  on  the 
bed  pan  the  patient  died.  External  cardiac  mas- 
sage and  use  of  the  defibrillator  proved  unsuccess- 
ful. 

Dr.  William  E.  Connor,  Internal  Medicine:  Mr. 
Eldon  Reed  will  present  the  consensus  of  the  jun- 
ior ward  clerks. 

Mr.  Eldon  Reed,  junior  ward  clerk:  We  thought 
that  the  initial  episode  of  pain  which  was  relieved 
by  morphine  must  have  represented  either  angina, 
peptic  ulcer  (with  or  without  perforation),  or  gall- 
bladder disease.  The  latter  of  these  we  regarded  as 
the  most  likely.  We  felt  that  the  episode  of  clay- 
colored  stools  probably  represented  the  passage  of 
a gallstone. 

The  heart  findings  are  compatible  with  rheu- 
matic heart  disease,  but  we  could  not  exclude 
thyrotoxicosis.  The  palpable  liver  and  pretibial 
edema  plus  the  heart  murmurs  probably  repre- 
sented congestive  heart  failure  secondary  to  rheu- 
matic heart  disease.  The  1+  albumin  and  white 
cells  in  the  urine  in  the  presence  of  an  increased 
white  count  made  us  think  of  the  following: 
pyelonephritis,  cystitis,  biliary  tract  infection,  sys- 
temic lupus  and  subacute  bacterial  endocarditis 
(SBE).  However,  we  would  expect  gross  or  micro- 


scopic hematuria  in  systemic  lupus  and  SBE.  The 
increased  white  count  could  also  have  been  due 
to  an  overlooked  ear  infection  for  which  the  pa- 
tient later  sought  medical  attention.  We  should 
like  to  know  the  appearance  of  her  sputum  to  help 
us  decide  whether  congestive  heart  failure  or  a 
possible  pneumonic  process  was  present  when  the 
patient  returned  one  month  later.  One  feature 
which  impressed  us  in  the  protocol  was  the  fact 
that  despite  the  dyspnea  and  a productive  cough, 
the  lungs  remained  clear  at  all  times.  Then  we 
tried  with  considerable  difficulty  to  fit  systemic 
lupus  into  the  picture  of  cardiac,  kidney,  spleen 
and  liver  involvement.  The  increased  venous  pres- 
sure, the  increased  circulation  time  and  the 
x-ray  evidence  suggested  mitral  disease — namely, 
mitral  stenosis  and  insufficiency.  The  urinalysis 
revealed  an  increased  proteinuria  and  white  blood 
cells,  yet  a decrease  in  the  total  white  cell  count 
over  the  previous  admission.  This  would  tend  to 
rule  out  the  genitourinary  tract  as  a cause  of  in- 
fection. The  abnormal  liver  function  studies  as 
well  as  the  proteinuria  could  be  explained  merely 
as  passive  congestion  due  to  heart  failure  or  SBE. 
The  2+  C-reactive  protein  probably  represented  a 
cholangitis,  SBE  or  myocardial  infarction.  The  pos- 
itive blood  culture  suggests  contamination  or  an 
uncommon  form  of  SBE,  but  we  could  not  explain 
the  fact  the  patient  remained  afebrile  at  all  times. 
The  patient  had  a reaction,  probably  to  the  topical 
anesthetic  during  bronchoscopy,  and  it  was  re- 
lieved by  Benadryl.  The  only  reasons  for  use  of 
heparin  we  could  think  of  were  either  a myocardi- 
al infarction  or  the  fact  the  patient  was  passing 
emboli.  The  final  episode  probably  represented 
either  an  infarct  or  rupture  of  an  aneurysm  of 
the  heart,  and/or  an  embolus  passed  to  the  brain. 

Our  final  diagnoses  were:  cholecystitis  with 

cholelithiasis,  and  congestive  heart  failure  second- 
ary to  rheumatic  heart  disease.  The  patient  prob- 
ably had  a myocardial  infarction  terminally,  with 
SBE  a good  possibility. 

Dr.  Connor:  Thank  you,  Mr.  Reed.  Are  there 
any  questions  to  be  directed  to  Mr.  Reed? 

Dr.  L.  E.  January,  Internal  Medicine:  Didn’t  the 
fact  that  the  electrocardiogram  was  normal,  or  at 
least  unchanged,  bother  you,  if  you  were  going  to 
bring  in  the  diagnosis  of  myocardial  infarction? 

Mr.  Reed:  Yes,  it  did.  There  were  several  other 
points  that  bothered  us  too. 

Dr.  Connor:  We’ll  now  see  how  Dr.  Theilen  han- 
dles this  case,  one  which  is  completely  unknown 
to  him. 

Dr.  E.  O.  Theilen,  Internal  Medicine:  Whenever 
one  approaches  a problem  of  this  type,  it  is  inter- 
esting to  attempt  to  make  all  of  the  bits  of  infor- 
mation fit  one  diagnosis.  I am  not  sure  that  I can 
do  so.  Certainly  when  confronted  with  the  prob- 
lems presented  by  this  patient,  one  cannot  be  dog- 
matic in  any  statement. 

Certain  facts  are  rather  troublesome  in  this 
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case.  Reading  through  this  protocol  initially  and 
rather  hurriedly,  I thought  it  seemed  rather 
straightforward.  The  patient  had  gallbladder  dis- 
ease. She  had  rheumatic  heart  disease.  She  prob- 
ably had  cystic  or  common  bile  duct  obstruction, 
temporarily,  from  a gallstone.  Perhaps  as  a result 
of  the  associated  stress,  she  fell  into  congestive 
heart  failure  because  of  her  rheumatic  heart  dis- 
ease, and  then  died  while  performing  a Valsalva 
maneuver  on  a bed  pan.  I do  not  think  this  was 
the  chain  of  events,  however,  for  several  reasons. 
First  of  all,  let  us  consider  the  initial  episode.  She 
awakened  in  the  middle  of  the  night  with  pain  in 
the  right  upper  quadrant  of  the  abdomen  and  pain 
in  the  shoulder  which  I presume  was  probably  in 
the  scapular  region.  What  should  we  think  of? 
This  woman  was  obese,  and  she  probably  had  had 
several  pregnancies,  although  I don’t  think  the 
protocol  mentioned  them.  She  would  have  been  a 
good  candidate  for  gallbladder  disease,  and  later 
on  we  find,  in  fact,  that  she  did  have  gallstones.  It 
is  rather  odd  there  were  no  comments  about  pre- 
vious difficulties  or  symptoms  referable  to  the 
gallbladder.  What  else  could  have  produced  this 
sort  of  pain?  The  pain  radiated  into  her  right  arm. 
To  the  best  of  my  knowledge,  gallbladder  pain  will 
radiate  to  the  shoulder,  particularly  to  the  scapu- 
lar region,  but  I am  not  aware  that  pain  will 
radiate  into  the  right  arm  from  biliary  colic.  Cer- 
tainly if  this  were  coronary  disease,  it  might.  It 
is  a bit  unusual  to  have  pain  in  the  right  upper 
quadrant  and  right  arm  associated  with  coronary 
artery  disease,  but  it  does  sometimes  occur  in  the 
right  arm  and  not  in  the  left  arm.  Coronary  ar- 
tery disease  would  be  most  unusual  in  a 39-year- 
old,  premenopausal,  presumably  euthyroid,  non- 
diabetic, and  non-hypertensive  woman.  Only  one 
somewhat  elevated  blood  pressure  reading  was 
recorded  in  this  patient.  It  is  possible  that  she 
could  have  had  some  disturbance  of  fat  metab- 
olism, and  she  might  well  have  been  hyperlipemic. 
If  she  was  hyperlipemic,  she  certainly  didn’t  have 
hypercholesterolemia.  I think  that  up  to  this  point 
I could  not  seriously  consider  the  possibility  of 
coronary  heart  disease,  and  certainly  would  be 
more  suspicious  of  gallbladder  disease.  A pulmo- 
nary embolus  should  also  be  considered,  but  radi- 
ation of  the  pain  into  the  arm  would  again  be 
unusual,  and  to  have  pain  of  such  severity  not  as- 
sociated with  respiratory  distress  would  be  un- 
likely. I should  tend  to  discount  pulmonary  em- 
bolism at  this  point.  Furthermore,  the  nausea  and 
vomiting  which  she  had  for  several  days  rules 
against  the  possibility  of  pulmonary  embolus,  un- 
less she  also  had  other  symptoms.  Reconsidering 
that  she  might  have  had  coronary  disease,  I 
wouldn’t  expect  the  nausea  and  vomiting  to  per- 
sist over  several  days.  I should  say  that  probably 
she  had  gallbladder  disease. 

One  week  after  this  attack  she  developed  signs 
of  congestive  heart  failure.  This  is  rather  strange. 


A bit  later  in  her  history  I find  that  she  had  only 
a grade  II  medium-pitched  holosystolic  murmur. 
Apparently  it  wasn’t  very  impressive.  There  was 
an  apical  diastolic  murmur,  but  again  this  appar- 
ently was  not  a very  impressive  thing.  I would 
gather  that  this  was  a low-pitched  rumble.  Was  it 
a low-pitched  rumble  of  mitral  stenosis  or  not,  Dr. 
Connor? 

Dr.  Connor:  It  was  a low-pitched  rumble. 

Dr.  Theilen:  Then  the  murmur  was  compatible 
with  some  degree  of  mitral  stenosis.  The  patient 
developed  rather  severe  congestive  failure  ap- 
proximately one  week  after  her  attack.  She  did 
have  some  dyspnea.  It  is  unusual  for  a woman 
to  go  into  rather  severe  congestive  failure  such 
as  this  without  having  experienced  a few  symp- 
toms beforehand,  such  as  some  limitation  of  her 
ability  to  do  housework,  but  this  is  not  mentioned. 

If  she  suddenly  developed  signs  of  heart  failure, 
what  else  could  have  been  going  on?  The  possi- 
bility of  pulmonary  emboli  comes  to  mind  again, 
and  this  could  account  for  her  pains  as  well  as  for 
signs  of  congestive  failure  coming  on  rather 
promptly  and  progressing  rather  rapidly.  I may 
have  to  rule  it  out  later,  depending  upon  what 
the  cardiogram  and  the  roentgenograms  show. 

The  patient’s  blood  pressure  was  elevated  slight- 
ly to  180/90  mm.  Hg.  I do  not  think  this  single 
reading  is  particularly  helpful.  It  doesn’t  mean 
that  she  had  hypertension.  Many  patients  who  are 
in  congestive  heart  failure  will  have  some  eleva- 
tion of  blood  pressure,  but  it  will  fall  again  as  they 
recompensate.  Sometimes  it  goes  up  to  levels  con- 
siderably greater  than  180/90.  Her  pressures  did 
in  fact  come  down  to  about  120/60  a little  later. 

She  had  some  signs  of  increased  pulmonary  ar- 
tery pressure,  as  evidenced  by  an  accentuated  pul- 
monary second  sound  at  the  age  of  39.  Her  ven- 
tricles were  a little  overaccessible,  and  thus  in 
view  of  the  fact  that  she  weighed  225  pounds,  her 
heart  must  have  been  quite  overactive.  I would  be 
surprised  if  you  could  feel  very  much.  In  a pa- 
tient who  is  as  obese  as  this  woman,  it  is  some- 
times rather  difficult  to  do  an  adequate  cardiac  ex- 
amination because  of  excess  adipose  tissue. 

I wonder  whether  I might  see  the  roentgeno- 
grams now.  The  protocol  states  th:'s  woman  had 
some  left  ventricular  enlargement,  and  I should 
like  to  know  whether  this  was  truly  left  ventricu- 
lar enlargement  or  whether  this  was  simply  a 
transverse  heart. 

Dr.  E.  F.  Van  Epps,  Radiology : I have  reviewed 
the  previous  roentgenograms  on  this  patient.  It  is 
true  that  we  have  evidence  of  a poorly  functioning 
gallbladder,  with  multiple  facetted  calculi. 

I shall  now  present  the  chest  roentgenograms. 
The  initial  film  revealed  hypoventilated  lung  fields 
and  a transverse  type  of  heart,  originally  read  as 
showing  left  ventricular  hypertrophy.  There  was 
nothing  to  indicate  the  presence  of  pulmonary 
congestion. 
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I want  to  take  this  opportunity  to  state  that  a 
single  roentgenogram  of  the  chest  does  not  give 
all  the  answers  our  clinicians  request,  as  regards 
the  size  of  the  cardiac  chambers.  In  addition  to 
the  posterior  antei'ior  projection,  we  need  to  have 
left  anterior  oblique  and  lateral  films  for  this 
purpose.  The  following  three  films  consist  of  the 
PA,  LAO  and  lateral  films,  and  I shall  take  them 
up  singly.  First  the  PA  film:  The  heart  is  at  the 
upper  limits  of  normal  in  transverse  size.  In  addi- 
tion there  is  prominence  of  the  pulmonary  artery 
segment.  The  aortic  knob  is  not  prominent.  From 
this  view  only,  I should  suspect  right  ventricular 
enlargement. 


Figure  I.  PA  chest  film.  Enlargement  of  the  pulmonary 
arteries,  PA  segment  and  cardiac  enlargement. 

Dr.  Theilen:  It  looks  to  me  as  though  the  lung 
markings  on  the  left  side  are  not  nearly  so  promi- 
nent as  on  the  right.  In  your  opinion,  is  there  any 
evidence  here  of  occlusion  of  the  left  branch  of 
the  pulmonary  artery? 

Dr.  Van  Epps:  No.  This  is  a frequent  phenome- 
non for  which  I have  no  adequate  explanation.  We 
have  tried  to  relate  it  to  large  pectoral  muscles 
and  to  other  soft  tissue  changes,  but  this  explana- 
tion is  not  correct  in  most  individuals.  In  answer 
to  your  question,  Dr.  Theilen,  I can  only  state  that 
I do  not  believe  there  is  any  ischemia  of  the  left 
upper  lobe,  such  as  one  would  expect  to  find  in  a 
pulmonary  embolus  without  infarction. 

The  second  slide  is  the  LAO  view.  There  is  ele- 
vation of  the  left  main  bronchus  by  left  atrial  en- 
largement, right  ventricular  enlargement  in  the 


Figure  2.  LAO  2+  right  ventricular  enlargement,  elevation 
of  left  main  bronchus,  minima!  left  ventricular  enlargement. 

grade  of  2+,  and  only  a mild  degree  of  left  ven- 
tricular enlargement. 

The  third  slide  is  the  lateral  projection.  There  is 
retrosternal  encroachment  by  the  pulmonary  ar- 
tery and  right  ventricle,  posterior  displacement  of 
the  left  main  bronchus,  and  slight  enlargement  of 
the  left  ventricle.  It  is  my  impression  that  this 


Figure  3.  Lateral  view.  Enlarged  pulmonary  arteries,  retro- 
sternal encroachment  by  right  ventricular  and  pulmonary 
artery  enlargements. 
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patient  had  rheumatic  heart  disease,  with  mitral 
stenosis  as  the  dominant  lesion.  Whether  there  was 
an  associated  mitral  insufficiency  and/or  aortic 
valve  disease,  I cannot  state  from  these  films.  I 
believe  that  further  important  information  about 
cardiac  dynamics  could  and  should  have  been  ob- 
tained by  cardiac  fluoroscopy.  This  was  not  done 
in  this  patient. 

Dr.  Theilen:  Considering  the  chamber  enlarge- 
ment which  you  described,  it  would  seem  that 
one  would  not  necessarily  have  to  implicate  rheu- 
matic heart  disease  in  this  patient.  Couldn’t  this 
be  generalized  cardiac  enlargement  for  a number 
of  other  reasons? 

Dr.  Van  Epps:  No.  As  I interpret  these  films,  I 
would  state  that  there  is  definitely  more  ventricu- 
lar enlargement  on  the  right  than  on  the  left,  and 
that  this  finding,  coupled  with  the  left  atrial  en- 
largement, would  make  me  think  of  rheumatic 
heart  disease,  as  I’ve  mentioned  above. 

Dr.  Theilen:  This  is  very  interesting.  Neverthe- 
less, I still  do  not  think  there  is  good  clinical  evi- 
dence for  mitral  stenosis,  and  I assume  that  all 
the  pertinent  information  is  in  the  protocol.  If  this 
woman  had  mitral  stenosis,  as  Dr.  Van  Epps  sug- 
gests, I should  like  to  see  her  electrocardiograms 
to  find  whether  or  not  she  did  indeed  have  signs 
of  right  ventricular  hypertrophy  and  any  signifi- 
cant abnormalities  in  P-waves.  Could  I see  them 
now? 

Dr.  L.  E.  January,  Internal  Medicine:  No  doubt 
you  can  interpret  these  tracings  for  yourself,  Dr. 
Theilen.  The  protocol  indicates  that  the  electro- 
cardiograms displayed  abnormalities  attributable 
to  incomplete  right  bundle  branch  block,  probably 
right  ventricular  hypertrophy,  and  that  P-wave 
changes  were  present  was  suggestive  of  atrial  dis- 
ease. You  can  see  here  that  there  is  a conspicuous 
right  axis  deviation.  The  P-waves  are  broad  and 
notched,  and  the  PR  segment  is  short.  This  type  of 
P-wave  abnormality  which  has  moved  in  on  about 
half  of  the  PR  segment  suggests  to  me  that  perhaps 
the  one  individual  who  said  he  heard  an  apical 
murmur  may  have  had  the  best  ears  of  all  the  peo- 
ple who  examined  this  woman.  What  do  you  think? 
Dr.  Theilen:  I’m  of  that  opinion. 

Dr.  January:  Also,  this  type  of  notched  R-wave 
in  leads  with  the  abnormal  R/S  ratio,  together 
with  a normal  QRS  duration,  indicate  to  me  that 
there  is  conspicuous  electrocardiographic  evidence 
of  right  ventricular  hypertrophy.  I should  not  say 
that  there  was  incomplete  right  bundle  branch 
block.  There  isn’t  any  evidence  whatsoever  to  in- 
dicate left  ventricular  hypertrophy.  Furthermore, 
in  neither  tracing  is  there  any  evidence  of  myo- 
cardial infarction,  and  the  last  one  was  made  the 
day  after  the  patient  described  an  episode  of  chest 
pain. 

Dr.  Theilen:  At  first,  I thought  that  this  woman 
might  have  had  a pulmonary  embolus  because  of 
the  electrocardiographic  changes  mentioned  in  the 


protocol.  A patient  with  a pulmonary  embolus  can 
have  transient  electrocardiographic  changes  such 
as  the  right  axis  deviation  on  this  tracing.  Pulmo- 
nary embolism  can  produce  a transient  incomplete 
right  bundle  branch  block,  but  it  won’t  give  rise 
to  monophasic  R-waves  such  as  you  saw  in  her 
cardiogram  and  certainly  wouldn’t  explain  the 
type  of  abnormal  P-waves  that  she  had. 

Dr.  Van  Epps  tells  me  that  she  didn’t  have  an 
ischemic  lung  field  on  the  left.  If  she  had  a pulmo- 
nary infarction  on  the  right  there  might  be  a little 
effusion  on  the  right  side  after  a few  days.  A diag- 
nosis of  pulmonary  embolus  now  seems  quite  re- 
mote. I think  I would  assume,  on  the  basis  of  the 
description  of  the  murmurs  and  on  the  basis  of 
both  the  x-ray  and  electrocardiogram,  that  this 
woman  did  in  fact  have  rheumatic  heart  disease 
with  mitral  stenosis  and  insufficiency,  and  I gather 
from  the  cardiogram  and  from  the  radiographic 
findings  that  mitral  stenosis  may  have  been  pre- 
dominant. 

Is  this  the  whole  story?  I am  not  at  all  sure  yet. 
When  the  patient  returned  to  the  hospital  her 
blood  pressure  was  normal,  but  her  state  of  cardi- 
ac compensation  was  borderline.  Again  someone 
had  difficulty  hearing  a diastolic  murmur.  The  fact 
that  a diastolic  murmur  wasn’t  heard  on  readmis- 
sion doesn’t  mean  that  she  didn’t  have  mitral  ste- 
nosis. A small  but  significant  percentage  of  pa- 
tients with  severe  mitral  stenosis  sometimes  have 
virtually  inaudible  murmurs.  Because  the  murmur 
may  vary  from  day  to  day,  it  certainly  is  worth- 
while to  reexamine  these  individuals  repeatedly. 
Now  we  learn  that  she  had  a palpable  spleen.  If 
she  had  rheumatic  heart  disease,  otitis  media,  and 
a palpable  spleen,  did  she  have  subacute  endo- 
carditis? Not  necessarily.  The  spleen  may  have 
been  palpable  simply  because  she  was  in  conges- 
tive failure.  Unless  there  are  additional  findings 
to  go  along  with  the  diagnosis  of  subacute  endo- 
carditis, it  should  not  be  entertained  seriously.  De- 
spite the  fact  that  she  was  digitalized  she  was  still 
in  serious  trouble,  as  evidenced  by  her  elevated 
venous  pressure  and  prolonged  circulation  time. 

Another  thing  which  is  helpful  in  evaluating  her 
problem  is  the  neovascularity  found  in  the  lung 
fields.  Dr.  Van  Epps,  am  I correct  in  my  impres- 
sion that  neovascularity  in  the  lung  fields  is  more 
suggestive  of  mitral  stenosis  than  of  mitral  insuffi- 
ciency? Are  you  of  the  opinion  that  this  is  due  to 
increased  bronchial  arterial  flow  within  the  lungs? 

Dr.  Van  Epps:  Yes. 

Dr.  Theilen:  This  would  also  go  along  then  with 
mitral  stenosis.  The  fact  that  the  patient  had  pro- 
teinuria could  simply  be  the  result  of  an  increased 
venous  pressure.  Again,  no  mention  is  made  of  red 
cells  in  the  urine.  I should  expect  to  see  a few  in  at 
least  one  of  the  urinalyses  if  she  had  SBE.  She 
apparently  had  no  petechiae.  Her  rectal  tempera- 
ture was  only  100°F.,  and  her  white  blood  cell 
count  was  normal.  It  is  perfectly  possible  to  have 
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a normal  white  count  with  SBE,  particularly 
when  the  organism  is  an  alpha  hemolytic  strepto- 
coccus, but  the  white  count  usually  is  not  normal 
when  a staphylococcus  is  the  cause  of  the  infec- 
tion. Thus,  the  white  count  helps  only  to  rule  out 
a staphylococcal  infection.  A temperature  of  100°F. 
doesn’t  suggest  that  this  is  SBE.  Most  patients  with 
active  SBE  which  has  not  been  suppressed  with 
antibiotics  will  have  a considerably  higher  fever. 
A patient  in  congestive  failure  can  have  this  much 
of  a temperature  elevation,  and  I should  ascribe 
this  minimal  elevation  simply  to  disturbances  in 
heat  regulation  which  occur  in  a patient  in  con- 
gestive heart  failure.  I think  also  that  some  of  the 
disturbances  in  the  liver  function,  such  as  the 
slightly  elevated  zinc  flocculation,  the  elevated 
cephalin  flocculation  and  the  slightly  prolonged 
prothrombin  time,  are  simply  manifestations  of  im- 
pairment of  liver  function  in  a patient  who  has 
chronic  passive  congestion.  The  staphylococcic  epi- 
dermidis  in  the  blood  culture  was  probably  a con- 
taminant. I should  hope  that  more  than  one  blood 
culture  was  drawn.  Was  this  true,  Dr.  Connor? 

Dr.  Connor:  I think  several  were  drawn. 

Dr.  Theilen:  Now  if  I remember  my  old  termi- 
nology, staph  epidermidis  is  produced  by  Staphy- 
lococcus albus,  a common  contaminant.  Subacute 
bacterial  endocarditis  from  this  organism  is  less 
common,  except  in  those  patients  who  have  had 
cardiac  surgery  such  as  mitral  valvuloplasty.  The 
micrococcus  was,  I presume,  what  is  usually  re- 
ferred to  as  a micrococcus  species.  This  is  usually 
a contaminant  too.  The  fact  that  there  were  two 
organisms  in  the  same  culture  suggests  that  some- 
body was  careless. 

What  was  the  episode  during  the  examination 
of  the  nasopharynx?  She  had  a choking  sensation, 
a dull  pain  superficially  located  in  the  left  side  of 
her  chest  anteriorly,  as  well  as  in  both  arms  and 
the  back.  This  was  associated  with  weakness,  dia- 
phoresis and  elevation  of  pulse  rate,  but  was  un- 
accompanied by  a blood  pressure  change.  The 
physicians  who  were  caring  for  her  thought  she 
had  a pulmonary  embolus,  or  at  least  I assume 
that  is  what  they  were  thinking.  Since  a repeat 
cardiogram  showed  no  change  from  the  previous 
one,  they  probably  didn’t  seriously  consider  coro- 
nary artery  disease.  Here  was  an  obese  woman  in 
congestive  failure  and  bed  fast.  She  did  not  have 
obvious  thrombophlebitis,  but  she  was  neverthe- 
less an  excellent  candidate  for  a thromboembolic 
phenomenon.  This  could  well  have  been  a pulmo- 
nary embolus.  On  the  other  hand,  this  could  also 
have  been  a myocardial  infarction,  but  as  I men- 
tioned before,  I am  reluctant  to  make  a diagnosis 
of  coronary  artery  disease  in  this  woman  because 
she  was  premenopausal;  she  was  not  hypertensive; 
she  was  not  diabetic;  and  she  was  not  hyper- 
cholesterolemic  or  at  least  was  not  hyperlipemic. 
She  was  not  myxedematous;  she  didn’t  have  any 
form  of  arteritis  that  was  apparent.  There  wasn’t 


any  reason  for  her  to  have  coronary  disease  as  far 
as  I can  tell,  and  certainly  there  was  nothing  on 
the  cardiogram  to  help  with  such  a diagnosis.  If 
the  pathologist  tells  me  this  woman  had  coronary 
artery  disease,  I am  going  to  be  greatly  surprised, 
for  she  shouldn’t  have  had  anything  of  that  kind 
according  to  the  information  contained  in  this  pro- 
tocol. The  symptoms  and  findings  described  during 
the  acute  episode  associated  with  the  topical  anes- 
thetic could  have  been  produced  either  by  a pul- 
monary embolus  or  by  a myocardial  infarct,  but 
I cannot  honestly  and  seriously  entertain  the  lat- 
ter diagnosis  in  this  patient,  though  the  distribu- 
tion of  pain  would  certainly  fit  it. 

The  mechanism  of  her  death  was  probably  car- 
diac. This  is  all  too  common.  It  was  probably  a 
terminal  rhythm  disturbance  initiated  by  her  per- 
forming a Valsalva  maneuver,  thus  stimulating 
the  vagus.  The  alternative,  and  I think  the  less 
likely  possibility,  would  be  the  occurrence  of  an- 
other pulmonary  embolus  while  she  was  on  the 
bed  pan. 

In  summary,  I should  say  this  woman  had  rheu- 
matic heart  disease,  mitral  stenosis  and  insufficien- 
cy, and  perhaps  congestive  failure  on  this  basis, 
but  I am  not  entirely  happy  with  this  diagnosis, 
again  because  of  the  rapidity  of  its  onset.  Patients 
with  mitral  stenosis  and  insufficiency  do  not  go 
into  congestive  failure  suddenly  and  then  die. 
They  usually  survive  for  a long  period  of  time. 
They  have  their  ups  and  downs.  Thus  this  pa- 
tient’s course  doesn’t  fit.  There  must  have  been 
something  else  going  on.  She  could  very  well  have 
had  a pulmonary  embolus  which,  perhaps  in  addi- 
tion to  her  heart  disease,  might  have  caused  her 
difficulty.  What  haunts  me  is  the  possibility  of 
coronary  disease,  but  I simply  cannot  make  such 
a diagnosis  in  this  patient  from  the  information  I 
have. 

Dr.  Connor:  Dr.  Theilen  certainly  gave  us  a fine 
discussion.  Are  there  any  questions? 

Audience:  Where  were  all  these  emboli  coming 
from? 

Dr.  Theilen:  How  tall  was  this  woman? 

Dr.  Ziffren:  5 ft.,  8 in. 

Dr.  Theilen:  Five-eight;  225  pounds.  She  prob- 
ably had  pretty  heavy  legs.  She  could  have  had 
phlebothrombosis,  and  she  could  have  had  varices 
which  weren’t  noticed.  More  often  than  not  in 
people  such  as  this — obese  bed-ridden  patients  in 
congestive  failure — you  don’t  know  the  origin  of 
the  pulmonary  embolism.  The  pelvic  venous  plex- 
us is  a source  of  emboli,  as  well  as  the  legs. 

Dr.  Connor:  Are  there  other  questions? 

Mr.  Reed:  This  patient’s  symptoms,  according  to 
the  protocol,  were  of  approximately  eight  weeks’ 
duration,  and  the  cardiac  symptoms  were  of  ap- 
proximately seven  weeks’  duration.  Do  you  know 
whether  this  patient  had  had  earlier  symptoms  in 
reference  to  the  heart? 

Dr.  Connor:  There  is  no  mention  of  anything  in 
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the  chart  or  in  the  protocol.  Everything  about 
prior  cardiac  symptoms  that  was  noted  in  the 
chart  is  in  the  protocol. 

Dr.  Bean:  Was  the  clinical  diagnosis  of  myo- 
carditis entertained  at  all? 

Dr.  Connor:  No.  at  least  no  mention  of  it  was 
written  down.  It  is  of  interest  that  at  one  point 
heparin  therapy  was  initiated  because  of  possible 
inferior  vena  caval  obstruction. 

Dr.  Tammes,  would  you  enlighten  us  about  this 
patient? 

Dr.  A.  R.  Tammes,  Pathology:  At  autopsy  the 
main  findings  concerned  the  heart,  lungs,  and 
liver.  The  heart  was  greatly  enlarged,  weighing 
640  Gm.,  a normal  weight  being  approximately 
280  Gm.  There  was  considerable  enlargement  and 
hypertrophy  of  the  right  ventricle  and  left  atrium. 
The  left  ventricle  showed  some  slight  enlargement 
and  hypertrophy  too.  The  mitral  valve  demon- 
strated both  a moderate  degree  of  stenosis  and 
some  insufficiency.  The  valve  would  admit  just 
the  tip  of  an  index  finger.  The  aortic  valve  showed 
some  stenosis,  but  of  a much  milder  degree.  Both 
valves  were  stenotic  as  a result  of  scarring  and 
calcific  deposits  in  the  valve  leaflets.  The  coronary 
arteries  both  showed  extensive,  severe  sclerosis 
which  greatly  narrowed  the  lumens. 

The  vessels  in  the  rest  of  the  body  were  essen- 
tially normal.  They  showed  no  appreciable  athero- 
sclerotic changes.  The  heart  muscle  itself  showed 
extensive  severe  ischemic  damage  in  areas  of  vary- 
ing sizes.  Often  these  were  quite  large  and  showed 
old  scarring.  Numerous  scattered  areas  showed 
muscle  death  of  one  to  three  muscle  fibers,  often 
of  a more  recent  nature.  These  changes  were  found 
in  both  the  left  ventricle  and  right  ventricle.  The 
impression  one  gets  from  looking  at  the  sections  is 
one  of  widespread,  very  long-term,  progressive  is- 
chemic necrosis  of  the  myocardial  fibers. 

The  liver  was  quite  large,  weighing  2,750,  in 
contrast  to  a normal  of  about  1,600  to  1,700  Gm. 
The  lungs  were  also  slightly  heavy,  and  both 
showed  extensive,  severe  congestion  and  edema. 
There  was  some  collapse  of  the  lungs  and  much 
congestion.  Some  hemosiderin  pigment  testified 
to  small  areas  of  hemorrhage  at  a slightly  earlier 
date.  The  hemorrhage  had  been  there  at  least  long 
enough  to  be  converted  to  hemosiderin  and  en- 
gulfed by  macrophages.  There  was  also  edema  of 
the  lungs. 

The  liver  showed  extreme  congestion  and  edema 
on  microscopic  examination.  The  architectural  pat- 
tern was  quite  distorted  by  the  gross  spreading  of 
the  cell  cords  both  by  congestion  and  by  edema. 
There  were  small  areas  of  hemorrhage. 

Some  other  incidental  findings  included  chole- 
cystolithiasis  and  mild  chronic  cholecystitis.  The 
3rd  through  the  8th  ribs  on  the  left  were  frac- 
tured, as  a result  of  the  closed  cardiac  massage 
carried  out  terminally. 

Death  in  this  case  is  attributed  to  heart  failure 


on  the  basis  of  rheumatic  carditis  with  valvular 
disease,  and  the  further  complication  of  very  se- 
vere coronary  atherosclerosis  with  widespread 
myocardial  ischemia. 

Before  finishing,  I should  like  to  ask  someone 
on  the  medical  staff  to  say  a few  words  about  pa- 
tients of  this  age  and  in  good  hormonal  status  who 
have  this  particular  disease. 

Dr.  Bean:  I would  like  to  see  Dr.  Theilen  have 
his  temper  tantrum  first. 

Dr.  Theilen:  I shall  show  great  restraint.  I 
should  like  to  ask  one  question:  Did  anyone  here 
entertain  the  diagnosis  of  coronary  disease  in  this 
patient  before  death? 

Dr.  Tammes:  Not  before  death. 

Dr.  January:  You  didn’t  say  she  had  a myocar- 
dial infarction,  did  you? 

Dr.  Tammes:  This  is  a difficult  problem  because 
I have  no  way  to  prove  how  the  damage  occurred. 
My  impression  is  that  she  had  experienced  anoxia 
over  a long  period  of  time,  and  that  probably  the 
death  of  the  myocardial  fibers  had  been  a slow 
progression.  I somehow  doubt  that  this  occurred 
in  classical  fashion;  i.e.,  as  a large  area  under- 
going abrupt  necrosis. 

Dr.  January:  You  wouldn’t  suspect  from  the 
electrocardiogram  that  this  patient  had  signifi- 
cant myocardial  infarction.  From  your  descrip- 
tion of  the  pathologic  findings,  there  were  no 
large  areas  of  infarction.  The  infarction  was  patchy 
and  diffuse  in  type,  and  the  electrocardiogram 
notably  fails  under  this  circumstance. 

Dr.  Bean:  This  is  called  multiple  miliary  infarc- 
tion to  the  heart.  Whether  it  is  an  advantage  to 
use  that  term  or  not,  I don’t  know,  but  certainly 
the  clinical  pattern  is  one  that  leads  to  congestive 
failure  rather  than  to  a classical  myocardial  in- 
farction. 

Dr.  Francois  M.  Abboud,  Internal  Medicine:  Did 
anyone  suspect  myxedema  clinically? 

Dr.  Connor:  It  was  recorded  in  the  chart  by  a 
number  of  observers.  Unfortunately,  as  far  as  I 
can  find  out,  nothing  was  done  about  confirming 
this  diagnosis.  In  other  words,  a protein  bound 
iodine  determination  was  recommended,  but  none 
is  reported. 

Dr.  Bean:  She  had  a relatively  low  cholesterol 
and  was  not  disposed  to  endocrine  disease. 

Dr.  January:  Aren’t  you  going  to  ask  Dr.  Connor 
some  questions  regarding  the  cholesterol  level  in 
this  patient’s  serum? 

Dr.  Theilen:  Was  she  depositing  all  of  her  cho- 
lesterol instead  of  circulating  it? 

Dr.  Connor:  Of  course  no  one  knows  what  this 
patient’s  situation  had  been  before  she  became  ill. 
She  was  seen  in  this  hospital  in  the  throes  of  an 
acute  illness  which  in  itself  may  have  affected  her 
serum  cholesterol.  Using  postmortem  blood,  some 
time  ago,  we  attempted  to  determine  the  serum 
cholesterols  in  a number  of  patients  dying  of  coro- 
nary disease.  To  our  amazement,  these  individuals 
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in  general  had  very  low  levels  of  serum  choles- 
terol. This  woman  had  been  sick  for  about  eight 
weeks.  She  was  vomiting,  she  was  eating  poorly, 
and  in  addition  she  had  a congested  bowel.  I sus- 
pect that  whatever  her  serum  cholesterol  had  been 
at  the  time  when  she  was  eating  well  and  feeling 
relatively  well,  it  was  not  mirrored  correctly  at 
the  time  these  two  measurements  of  140  and  124 
mg.  per  cent  were  recorded  in  this  hospital.  We 
do  know  that  sick  individuals  whose  diet  is  very 
restricted  show  rather  pronounced  declines  in  the 
serum  cholesterol. 

The  slide  that  I am  showing  you  reveals  what 
happened  in  two  overweight  individuals  like  the 
patient  under  discussion  when  food  intake  was 
greatly  reduced.  Their  serum  cholesterol  levels 
were  initially  about  220  or  240  mg.  per  cent.  With- 
in a week  or  two,  they  experienced  rather  pro- 
nounced lowerings  of  serum  cholesterol  concen- 
trations. This  does  seem  to  be  the  case  in  many  in- 
dividuals in  whom  food  intake  is  interrupted.  Fast- 
ing, vomiting,  gastrointestinal  edema  and  some- 
times liver  disease  will  cause  a decrease  in  the 
serum  cholesterol.  I think  that  in  the  face  of  ex- 
tensive coronary  heart  disease,  the  fact  that  serum 
cholesterol  was  low  at  the  time  this  patient  was 
ill  means  very  little.  In  order  to  judge  abnormali- 
ties of  lipid  metabolism,  one  must  obtain  the  se- 
rum cholesterol  at  a time  when  the  individual  is 
eating  his  usual  diet.  These  alterations  take  place 
with  amazing  rapidity. 

Why  this  woman  had  coronary  disease  in  the 
premenopausal  state  is  the  other  question  to  which 
we  should  like  an  answer.  As  is  well  documented, 
coronary  disease  is  rare  in  premenopausal  women 
who  lack  the  predisposing  conditions  that  nullify 
the  favorable  influence  of  the  female  sex.  These 
conditions  include  hypertension,  familial  hyper- 
cholesterolemia, myxedema,  diabetes  and  other 
metabolic  diseases  causing  hypercholesterolemia. 
This  patient  had  borne  four  children.  She  did  have 
gallstones.  She  was  overweight.  Pregnancy  does 
lead  to  hypercholesterolemia  of  a rather  marked 
degree  in  most  women.  Perhaps  these  three  fac- 
tors accelerated  the  progress  of  the  patient’s  coro- 
nary heart  disease. 

Are  there  questions  for  Dr.  Tammes  or  other 
questions  about  this  patient? 

Dr.  Zoe  E.  Anderson,  Nutrition:  I should  like  to 
call  attention  to  a publication  by  J.  C.  Paterson 
et  al.,  of  the  Clinical  Investigation  Unit  of  West- 
minister Hospital,  Department  of  Veterans  Affairs, 
and  the  Collip  Medical  Research  Laboratory,  Uni- 
versity of  Western  Ontario,  London,  Canada.  Their 
interim  reports  of  serial  measurements  of  serum 
cholesterol  levels  of  patients  were  determined  over 
a period  of  time  and  included  evaluations  of  ather- 
osclerosis and  coronary  heart  disease  at  autopsy. 
They  found  no  relationship  between  serum  cho- 
lesterol levels  and  atherosclerosis  or  myocardial 
infarcts  in  these  people  at  autopsy. 


Dr.  Connor:  Are  there  other  comments  on  this 
point  or  others? 

Dr.  Daniel  B.  Stone,  Internal  Medicine:  Do  we 
know  whether  this  patient  had  hypercholester- 
olemia? 

Dr.  Connor:  No,  we  do  not  know  that. 

I should  like  to  ask  about  the  common  condi- 
tions likely  to  produce  sudden  death  such  as  this 
woman  had. 

Dr.  Bean:  I don’t  think  anyone  knows  the  an- 
swer to  that  question.  There  are  two  clinical  forms 
of  such  deaths  that  are  worth  identifying  separate- 
ly. One  is  the  so-called  instant  physiologic  death, 
the  syncopal  death  that  Soma  Weiss  did  a great 
deal  to  elucidate.  All  the  signs  of  life  vanish  in- 
stantly. It  is  as  though  someone  pulled  the  master 
switch  and  all  the  lights  went  out  at  once.  Breath- 
ing stops,  heart  beat  stops  and  blood  pressure  is 
gone.  There  is  only  the  residual  warmth  to  show 
that  the  patient  has  been  alive.  It  is  just  like  a 
flash  of  lightning.  If  you  see  somebody  topple  over 
at  a football  game,  and  if  you  happen  to  have  your 
stethoscope,  you  listen  and  hear  nothing.  The  vic- 
tim is  no  longer  breathing. 

Another  form  of  sudden  death  is  that  in  which 
either  actual  asystole  or  its  physiologic  counter- 
part, ventricular  fibrillation,  occurs.  In  such  in- 
stances there  may  be  moments,  perhaps  five  min- 
utes, in  which  residual  signs — extreme  respiratory 
distress  with  deep  gasping  respirations  and  focal 
neurological  signs — may  have  time  to  develop.  Vic- 
tims complain  of  a narrowing  of  vision  and  of 
things  darkening.  They  black  out.  They  may  have 
monoplegia  or  hemiparesis  at  least  for  a few  mo- 
ments. They  may  have  a profound,  drenching 
sweat.  They  may  live  long  enough  to  become  cya- 
notic. What  presumably  happens  is  that  the  myo- 
cardium itself  gives  out  and  quits  propelling  blood, 
but  the  medulla  which  governs  the  cardiorespira- 
tory machinery  doesn’t  give  up  the  respiratory 
effort.  There  is  usually  a very  intense  generalized 
vasoconstriction,  so  that  instead  of  seeing  cyanosis, 
you  may  see  a very  intense  pallor  such  as  may  oc- 
cur in  people  who  have  been  injured  or  have  shot 
themselves  through  the  heart.  The  extreme  pallor 
indicates  vasoconstriction. 

Sudden  death  from  stroke  is  rare.  Even  with  a 
massive  hemorrhage,  it  usually  takes  minutes  and 
commonly  hours.  With  a thrombus  or  an  em- 
bolus, it  usually  takes  a number  of  days  for  death 
to  occur.  Pulmonary  embolus,  much  more  com- 
monly than  not,  fails  to  produce  the  very  speedy 
death  that  was  described  in  this  woman. 

Without  a detailed  description  of  whether  this 
patient  fell  off  the  bed  pan  dead,  or  struggled  for  a 
little  while  and  was  dead  within  a few  minutes,  it 
seems  to  me  we  must  assume  that  she  had  an  ar- 
rhythmia. This  is  a common  form  of  death  in 
people  with  coronary  artery  disease,  whether  they 
have  angina,  congestive  failure,  or  the  classical 
features  of  myocardial  infarction.  The  point  that 
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one  should  be  aware  of  is  that  this  sort  of  thing 
can  happen.  You  don’t  want  to  go  around  tapping 
your  patients  on  the  shoulder  and  saying,  “Buddy, 
you  may  die  suddenly,”  for  that  is  not  the  kind  of 
encouragement  they  need  at  such  a time.  It  is 
well,  however,  for  you  to  be  aware  of  the  risk,  and 
certainly  it  is  well  for  someone  in  the  patient’s 
family  to  be  apprised  of  this  likelihood.  Most  phy- 
sicians who  see  a great  many  patients  in  general 
medicine  ultimately  have  the  embarrassment  of 
pronouncing  somebody  to  be  fit  and  in  the  pink 
of  health,  and  then  have  him  die  as  he  leaves  the 
office  or  while  he  is  getting  into  his  car.  This  is 
unpredictable,  but  we  should  be  aware  that  it  can 
happen. 

Audience:  Was  there  more  patchy  scarring'  of 
the  heart  in  areas  of  hypertrophy? 

Dr.  Tammes:  The  fibrosis  was  scattered  through- 
out the  heart.  There  was  no  particular  site,  and 
since  the  evidence  of  hypertrophy  was  also  scat- 
tered throughout  almost  all  areas,  one  cannot  real- 
ly make  a pronouncement  on  that  point. 


NECROPSy  FINDINGS 

Anatomical  diagnoses: 

Rheumatic  carditis  with  mitral  and  aortic  ste- 
nosis and  insufficiency 

Coronary  arteriosclerosis,  severe,  with  wide- 
spread myocardial  ischemia  and  fibrosis 
Congestive  heart  failure  with  generalized  viscer- 
al congestion 

Student’s  diagnoses: 

Cholecystitis  and  cholelithiasis 
Rheumatic  heart  disease  with  congestive  failure 
Terminal  myocardial  infarction 
Possible  subacute  bacterial  endocarditis 

Dr.  Theilen’s  diagnoses: 

Rheumatic  heart  disease  with  mitral  stenosis  and 
insufficiency 

Possible  congestive  heart  failure 
Possible  pulmonary  embolus 
Chronic  cholecystitis  and  cholelithiasis 


DATA  ON  PROGRAMS  IN  NURSING  EDUCATION 


Type  of 
Program 

Length  of 
Program 

Minimal 

Educational 

Requirements 

Educational 

Setting 

Administra- 
tive Control 
of  School 

Range  or 
Average 
Tuition 

Financial 

Responsibility 

Certificate 
or  Degree 
Conferred 

Position 
for  Which 
Eligible 

Practical 

nurse 

Approx  1 

calendar 

yr 

2 or  more  yr 
of  high 
school,  de- 
pendent on 
school  re- 
quirements 

Vocational 
high  school, 
hospital,  or 
junior  col- 
lege 

Local  school 
board  or 
board  of 
trustees  of 
hospital 

Free;  up  to 
$800 

Usually 
school  sub- 
sidized; stu- 
dent pur- 
chases uni- 
forms, books, 
etc. 

Diploma  or 
certificate 

Bedside  nurs- 
ing under 
supervision 
of  physician 
or  profes- 
sional nurse 

Diploma 
(hospital ) 

27-36  mo 

High  school 
diploma 

Hospital 

Board  of 
trustees  of 
hospital 

$106  to  $2,207 
for  3 yr  (me- 
dian school 
$826) 

Student  tu- 
ition, hos- 
pital and  pri- 
vate funds 

Diploma — eli- 
gible to  take 
examination 
for  licensure 
as  RN 

Bedside  nurs- 
ing 

Associate 

degree 

2 academ- 
ic to  2 
calendar 
yr 

High  school 
diploma 

Community, 
or  junior 
college 

Local  school 
board,  or 
board  of 
trustees  of 
college 

Minimal  in 
state  or  com- 
munity jr. 
col.  up  to 
$2,000  per  yr 
in  private 
colleges 

Student  tu- 
ition, state 
or  commu- 
nity spon- 
sorship, and 
private  funds 

* Associate 
degree — eli- 
gible to  take 
examination 
for  licensure 
as  RN 

Bedside  nurs- 
ing 

Basic  or 
generic 
baccalau- 
reate 

4 academ- 
ic or  4 
calendar 
yr.  A few 
schools 
offer  5-yr 
courses 

High  school 
diploma 

College  or 
university 

College  or 
university 

Varies  in  state 
university; 
up  to  $2,000 
or  more  per 
yr  in  private 
universities 

Student  tu- 
ition and 
college  or 
university 
funds 

Baccalaureate 
degree — eli- 
gible to  take 
examination 
for  licensure 
as  RN 

Bedside  nurs- 
ing, public 
health  nurs- 
ing (candi- 
date for 
head  nurs- 
ing) 

Baccalau- 
reate for 
RN 

212-3  aca- 
demic yr 
or  more 

High  school 
diploma 

College  or 
university 

College  or 
university 

Varies  in  state 
university; 
up  to  $2,000 
or  more  per 
yr  in  private 
universities 

Student  tu- 
ition and  col- 
lege or  uni- 
versity funds 

Baccalaureate 
degree  (BS, 
BN,  etc.) 

Bedside  nurs- 
ing, public 
health  nurs- 
ing (candi- 
date for 
head  nurs- 
ing) 

Master's 

1-2  yr 

Baccalaureate 

degree 

College  or 
university 

College  or 
university 

From  $2,200  to 
$3,500  per  yr 

Student  tu- 
ition (train- 
eeships 
available 
from  USPHS) 

Master’s  de- 
gree (MS, 
MA,  MEd, 
MPH) 

Administra- 
tor, educa- 
tor, clinical 
specialist 

Doctoral 

Varies 

with 

choice  of 
major 
area; 
approx  3 
yr  or 
more 

Baccalaureate 
and  master’s 
degrees 

College  or 
university 

College  or 
university 

From  $2,200 
to  $3,500 
per  yr 

Student  tu- 
ition (re- 
search fel- 
lowships 
available 
from  USPHS) 

Doctoral  de- 
gree in  nurs- 
ing or  re- 
lated field 

Administra- 
tor, educa- 
tor, investi- 
gator, and 
others 

* Some  states  do  not  permit  graduates  of  these  schools  to  qualify  for  RN  licensure  and  practice. 


DR.  JEANNETTE  THROCKMORTON 

Upon  the  death  of  Jeannette  Dean  Throckmor- 
ton, M.D.,  on  July  22,  at  the  age  of  80  years,  the 
Iowa  Medical  Society,  the  medical  profession  and 
many  individual  physicians  lost  a staunch  friend. 

Dr.  Throckmorton  was  librarian  of  the  State 
Medical  Library  from  1929  until  her  death.  Prior 
to  that  long  period  of  service,  she  had  practiced  in 
Chariton  from  1907  to  1919,  and  had  taken  post- 
graduate work  at  Columbia  University  and  the 
University  of  Chicago.  As  state  medical  librarian, 
she  was  helpful  to  many  a physician,  over  the 
state,  in  the  pursuit  of  information  that  would  be 
helpful  to  him  in  the  management  of  a difficult 
case,  or  in  the  writing  of  a paper.  Her  zeal  and  her 
enthusiasm  in  uncovering  especially  pertinent  data 
was  always  a delight.  There  probably  was  no  phy- 
sician in  the  state  more  interested  in  the  medical 
history  of  Iowa,  or  better  informed  on  that  subject. 

Dr.  Throckmorton  was  a Life  Member  of  the 
Iowa  Medical  Society,  and  in  1955  she  received  its 
Award  of  Merit.  No  physician  was  ever  more 
proud  of  the  M.D.  degree,  and  few  have  excelled 
her  in  maintaining  the  high  standards  of  the  pro- 
fession of  medicine. 

PROTECTING  MISUSED  CHILDREN 
FROM  FURTHER  INJURY 

As  one  reads  reports  of  the  neglect  and  phys- 
ical abuse  of  babies  and  children  in  various  parts 
of  the  nation,  his  immediate  reaction  is  “It  can’t 
happen  here.”  Yet  a recent  survey  by  the  State 
Departments  of  Health  and  Social  Welfare,  here  in 
Iowa,  has  shown  that  such  cases  are  quite  numer- 
ous and  serious  right  here  at  home.  Its  revelations 
are  shocking  and  are  incongruous  in  a community 
of  essentially  stable  and  conservative  people. 

According  to  the  report  which  begins  on  page  692 
in  this  issue  of  the  journal,  between  October  1, 
1962,  and  March  31,  1963,  a total  of  43  cases  of 
physical  abuse  involving  71  children  were  inves- 
tigated and  verified  by  one  or  the  other  of  the 
two  agencies.  The  43  cases  were  scattered  among 
28  of  the  99  Iowa  counties.  They  included  only 
those  cases  known  to  county  child  welfare  services 
and  to  public  health  nurses,  and  did  not  include 
cases  that  were  referred  directly  to  the  police  or 
the  courts. 

Physicians  are  urged  to  read  the  report  care- 


fully. It  will  alert  every  doctor  to  the  possibility 
of  maltreatment  as  a cause  of  the  injuries  he  sees 
in  children,  and  will  encourage  him  to  help  pre- 
vent their  recurrence. 

Quite  possibly  there  is  a need  for  legislation  in 
this  area.  When  confronted  with  a patient  in  whom 
physicial  or  emotional  abuse  can  be  suspected,  the 
doctor  should  alert  a service  or  agency  capable  of 
studying  the  child’s  home  situation.  Unfortunately, 
however,  he  must  be  circumspect  if  he  is  to  avoid 
a suit  for  damages.  Thus,  as  the  report  points  out, 
safeguards  are  needed  for  those  who  seek  to  pro- 
tect these  unfortunate  patients  from  further  harm. 

POSTOPERATIVE  BACTERIAL 
SHOCK 

In  a recent  article,  Walters  and  McGowan*  have 
pointed  out  that  patients  are  often  wrongly  diag- 
nosed as  having  pulmonary  embolism  or  myocar- 
dial infarction,  when  in  reality  they  have  developed 
postoperative  bacterial  shock.  In  such  cases,  failure 
to  recognize  that  the  dramatic  circulatory  collapse 
is  the  result  of  infection  prevents  the  prompt  in- 
itiation of  proper  treatment,  and  frequently  results 
in  the  patient’s  death. 

In  a study  of  non-hemorrhagic  surgical  shock, 
the  two  British  pathologists  observed  that  con- 
siderable numbers  of  patients  who  had  been 
thought  to  have  pulmonary  embolism  or  myocar- 
dial infarction  on  the  basis  of  shock,  cyanosis  and 
rapid  respirations  failed  to  show  these  conditions 
at  necropsy.  Proof  that  circulatory  failure  is  bac- 
terial in  origin  may  be  difficult  until  bacterial 
studies  have  been  performed  or  an  exploratory 
laparotomy  has  been  done.  It  is  emphasized  that 
an  infective  cause  should  be  considered  in  all  cases 
of  postoperative  shock,  and  especially  when  pul- 
monary embolism  is  suspected.  Acute  circulatory 
collapse  may  be  the  initial  symptom  of  peritonitis, 
urinary-tract  infection,  staphylococcal  enteritis, 
pneumonia  or  septicemia  from  any  cause. 

One  case  in  which  the  proper  diagnosis  was 
made  and  proper  treatment  was  given  supports  the 
authors’  thesis.  The  patient  was  a 69-year-old  man 
in  whom  the  urethral  catheter  had  been  removed 
seven  days  after  a prostatectomy.  Five  hours  after 
removal  of  the  catheter,  the  patient  collapsed  and 
vomited,  became  cyanotic,  and  experienced  a 
blood-pressure  drop  from  180/110  to  80/45  mm. 
Hg.  An  electrocardiogram  showed  a right  bundle 
branch  block  and  frequent  extra  systoles.  The  in- 
itial diagnosis  was  pulmonary  embolism,  but  with- 
in a short  time  the  patient’s  temperature  rose  to 
103°F.,  and  a bacterial  origin  of  the  circulatory 
collapse  was  suspected.  A blood  culture  was  taken, 
and  chloramphenicol  therapy  was  instituted.  The 
patient  made  a prompt  recovery,  and  the  blood 
culture  yielded  a growth  of  Proteus  sensitive  to 
chloramphenicol. 

* Walters,  G.,  and  McGowan,  G.  K.:  Pulmonary  embolism 
or  bacterial  shock?  lancet,  2:17-19,  (July  6)  1963. 
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Five  cases  in  which  the  clinical  diagnosis  was 
either  pulmonary  embolism  or  cardiac  infarction 
came  to  autopsy.  Both  of  those  diagnoses  were  ex- 
cluded, and  infection  was  demonstrated  as  the  true 
cause  of  death.  The  infections  had  occurred  fol- 
lowing partial  gastrectomy,  bowel  resection,  total 
gastrectomy  and  acute  appendicitis. 

The  cases  presented  showed  that  acute  circula- 
tory collapse  associated  with  infection  can  occur 
with  dramatic  suddenness  and  can  present  many 
of  the  symptoms  of  massive  pulmonary  embolism. 
Confusion  over  the  diagnosis  can  occur,  particular- 
ly in  early  postoperative  peritonitis,  because  dur- 
ing the  first  few  hours  after  onset,  many  of  the 
usual  signs  are  absent.  The  patient’s  temperature 
may  remain  normal  or  may  be  elevated  in  both 
pulmonary  embolism  and  infection.  The  presence 
of  a pleural  friction  rub  must  be  interpreted  with 
caution.  According  to  the  authors,  it  is  almost 
axiomatic  that  in  a shock  patient  who  has  had  a 
recent  abdominal  operation,  a pleural  friction  rub 
located  over  the  attachment  of  the  diaphragm  is 
symptomatic  of  peritonitis.  Perhaps  the  best  dif- 
ferentiating sign  is  the  estimate  of  jugular-vein 
pressure.  In  the  early  stages  of  circulatory  failure 
due  to  infection,  it  usually  is  low,  whereas  it  is 
elevated  in  massive  pulmonary  embolism. 

The  authors  emphasize  that  in  patients  who  de- 
velop postoperative  collapse,  and  in  whom  pulmo- 
nary embolism  is  thought  to  be  causative,  serious 
consideration  must  be  given  to  bacterial  shock  as 
the  true  cause.  Early  recognition  of  infection  per- 
mits the  prompt  institution  of  antibiotic  therapy, 
which  will  reduce  the  mortality  of  this  serious 
complication. 

THE  THREAT  OF  SMALLPOX  IS 
STILL  WITH  US 

How  long  has  it  been,  doctor,  since  you  and  the 
members  of  your  family  were  vaccinated  for  pro- 
tection against  smallpox?  How  long  has  it  been 
since  the  hospital  with  which  you  are  associated 
vaccinated  all  professional  and  lay  personnel?  Do 
you  conscientiously  vaccinate  your  patients  every 
five  years,  as  recommended  by  public  health  au- 
thorities? 

The  Committee  on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  recommends  that 
smallpox  vaccination  be  performed  during  the 
first  year  of  life,  again  upon  the  child’s  entrance 
into  school,  and  every  five  years  thereafter.  The 
U.  S.  Public  Health  Service  recommends  that  all 
medical  and  paramedical  personnel  be  revaccinated 
every  three  years.  In  endemic  areas,  vaccination  is 
thought  essential  annually. 

The  press  recently  reported  outbreaks  of  small- 
pox in  Poland  and  in  Jugoslavia.  Last  year  the 
disease  was  imported  into  England  and  Wales  by 
Pakistani  immigrants,  all  of  whom  had  Interna- 
tional Certificates  of  Vaccination  upon  their  ar- 


rival. As  a result  of  these  importations,  67  cases  of 
smallpox  resulted.  There  were  26  deaths — a mor- 
tality rate  of  39  per  cent.  Two  of  the  patients  who 
died  were  physicians. 

Smallpox  continues  to  be  a serious  problem  in 
many  countries.  The  disease  is  endemic  in  areas  of 
Asia,  Africa  and  South  America.  In  1961  there 
were  more  than  78,000  cases  reported  from  59 
countries,  more  than  one-half  of  them  from  India. 
The  frequency  and  speed  of  international  travel 
increase  the  risk  of  spreading  the  disease.  Air 
travelers  can  reach  distant  areas  during  the  in- 
cubation period  of  the  disease. 

Smallpox  disappeared  from  this  country  in  the 
1940’s.  Quarantine  authorities  at  ports  of  entry 
constitute  our  first  line  of  defense  against  importa- 
tion of  the  disease.  A valid  International  Certif- 
icate of  Vaccination  or  Revaccination  is  demanded 
of  everyone  who  enters  this  country — U.  S.  cit- 
izens and  others  alike.  The  requirement  that  a suc- 
cessful vaccination  or  scar  be  shown  is  a wise  pre- 
caution. The  Pakistani  immigrants  who  introduced 
the  disease  into  England  and  Wales  last  year  had 
signed  certificates  of  vaccination,  but  they  became 
critically  ill  with  the  disease  shortly  after  their  ar- 
rival by  air  in  Britain. 

In  addition  to  maintaining  a vigilant  corps  of 
immigration  officers  at  our  ports  of  entry,  we  need 
to  see  to  it  that  there  is  a high  degree  of  immunity 
in  all  American  citizens,  but  especially  among  peo- 
ple engaged  in  the  transportation  industry  and 
among  medical  and  paramedical  personnel.  Sys- 
tematic vaccinations  of  the  general  population  at 
five-year  intervals  will  assure  a secondary  line  of 
defense  against  a serious  outbreak  of  the  disease 
in  this  country. 

It  is  only  through  the  combined  efforts  of  the 
USPHS  and  practicing  physicians  that  success  in 
keeping  out  smallpox  can  be  continued.  Health  au- 
thorities feel  considerable  concern  about  the  low 
level  of  immunity  in  the  United  States.  It  is  just 
possible  that  we  may  be  lulled  into  a false  sense 
of  security. 

THE  KREBIOZEN  CONTROVERSY 

It  is  hoped  that  the  long  and  bitter  controversy 
over  the  drug  Krebiozen  may  be  resolved,  now 
that  the  federal  government  is  involved  in  an  in- 
vestigation of  its  merit. 

The  American  Medical  Association  has  been 
subjected  to  serious  criticism  and  has  been  ac- 
cused of  taking  an  arbitrary  position  concerning 
the  use  of  this  drug.  It  is  inconceivable  that  or- 
ganized medicine  would  refuse  to  recognize  a rem- 
edy of  proved  value  in  the  treatment  of  cancer.  It 
is  also  difficult  to  believe  that  an  able  scientist 
would  refuse  to  cooperate  in  an  independent 
evaluation  of  such  a controversial  preparation. 

The  acrimonious  dispute,  and  the  charges  and 
countercharges  have  benefited  no  one.  The  ques- 
tion should  have  been  resolved  long  ago! 
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IS  NITROGLyCERIN  ONLY  A 
PREVENTIVE  FOR  ANGINA 
PECTORIS? 

A recent  study  by  Sandler  and  his  associates* 
on  the  use  of  glyceryl  trinitrate  (nitroglycerin)  in 
angina  pectoris  will  unquestionably  create  some 
controversy.  This  British  group,  from  the  cardiac 
department  of  the  Leicester  Chest  Hospital  and 
the  Leicester  Royal  Infirmary,  have  conducted  a 
double-blind  objective  evaluation  of  glyceryl  tri- 
nitrate in  the  treatment  and  in  the  prophylaxis  of 
acute  attacks  of  angina  pectoris  so  as  to  eliminate, 
as  far  as  possible,  physicians’  reliance  on  a pa- 
tient’s subjective  evaluation  of  the  efficacy  of  the 
drug  in  relieving  his  attacks  of  angina. 

Fifteen  patients  with  well  authenticated  and 
typical  attacks  of  angina  pectoris  were  selected  for 
study.  In  all  of  them  the  angina  had  been  stable 
for  at  least  six  months,  and  the  durations  of  symp- 
toms varied  from  six  to  84  months.  The  presump- 
tive cause  of  angina,  in  each  instance,  was  coro- 
nary-artery disease,  and  three  of  the  group  had 
electrocardiographic  evidence  of  previous  myo- 
cardial infarction.  Most  of  the  patients  in  the 
study  group  were  normotensive,  and  only  two 
of  them  had  diastolic  pressures  over  100  mm.  Hg. 
All  were  taking  glyceryl  trinitrate  tablets  freely 
for  anginal  attacks,  but  no  other  vasodilating 
drugs  were  permitted  them  for  a month  preceding 
the  study  and  throughout  the  study  period. 

Each  patient  was  hospitalized  for  study.  Attacks 
of  angina  were  induced  by  an  exercise-tolerance 
test — a modification  of  the  Master  two-step  meth- 
od. The  patient  exercised  at  his  own  speed  until 
angina  stopped  him.  The  total  number  of  circuits 
(two  steps  up  to  a platform  and  two  steps  down) 
and  the  time  required  were  recorded.  An  electro- 
cardiogram was  obtained  before  the  patient  started 
the  exercise,  immediately  after  the  exercise,  and 
at  30-second  intervals  thereafter,  by  means  of 
chest  lead  V5,  until  all  evidence  of  myocardial  is- 
chemia had  disappeared.  An  ST  depression  below 
the  isoelectric  line  of  at  least  0.08  sec.  was  regard- 
ed as  indicative  of  myocardial  ischemia.  The  de- 
gree of  depression  and  the  duration  were  record- 
ed. The  systolic  and  diastolic  blood  pressures  were 
determined  before  the  test,  at  the  onset  of  angina, 
when  the  angina  was  relieved,  and  at  the  time 
when  the  electrocardiogram  showed  the  disap- 
pearance of  any  evidence  of  ischemia. 

The  medications  employed  for  both  prophylactic 
and  therapeutic  trials  were  glyceryl  trinitrate 
tablets  containing  0.25,  0.5  and  1.0  mg.  and  a pla- 
cebo. The  tablets  were  identical  in  appearance 

* Sandler,  G.,  Ilahi,  M.  A.,  and  Lawson,  C.  W.:  Glyceryl 
trinitrate  in  angina  pectoris,  lancet,  1:1130-1136,  (May  25) 
1963. 


and  were  given  sublingually.  A controlled  double- 
blind technic  was  used  so  that  neither  the  patient 
nor  the  physician  knew  what  the  patient  was  re- 
ceiving. The  prophylactic  action  of  the  tablets  was 
evaluated  by  giving  them  three  minutes  before  the 
start  of  the  exercise-tolerance  test,  and  the  onset 
and  duration  of  each  patient’s  angina  were  ac- 
curately timed.  The  therapeutic  effect  was  studied 
by  giving  the  tablet  immediately  after  the  onset  of 
angina,  and  the  duration  of  the  pain  was  accurate- 
ly timed  with  a stop-watch. 

The  results  gave  objective  evidence  that  glyceryl 
trinitrate  is  effective  in  the  prophylaxis  of  angina 
pectoris.  The  drug,  in  doses  of  0.25  and  0.5  mg., 
shortened  the  duration  of  exercise-induced  angina, 
and  the  doses  significantly  increased  the  amount 
of  exercise  that  patients  could  perform  before  an- 
gina developed.  The  1.0  mg.  dose  failed  to  reduce 
the  duration  of  angina,  probably  because  it  low- 
ered the  systemic  blood  pressure. 

The  study  failed,  however,  to  show  any  objective 
evidence  that  glyceryl  trinitrate  relieves  an  at- 
tack of  angina  that  has  already  commenced.  Sub- 
lingual doses  of  the  drug  up  to  1.0  mg.  failed 
to  influence  the  duration  of  the  attacks — a measure- 
ment necessarily  based  on  a subjective  factor — or 
to  produce  objective  changes  in  myocardial  ische- 
mia, as  shown  on  the  electrocardiogram. 

The  vasodilating  effect  of  glyceryl  trinitrate  on 
normal  coronary  arteries  has  been  established.  In 
patients  with  diseased  coronary  arteries,  there  is 
considerable  controversy  as  to  whether  the  drug  has 
the  same  effect.  According  to  Sandler  et  al.,  there 
is  doubt  as  to  whether  any  significant  additional 
dilatation  can  occur  after  an  attack  of  angina  has 
developed.  The  reduced  oxygen  in  the  arterial 
blood  in  the  coronary  arteries,  relative  to  myo- 
cardial requirements,  is  the  most  powerful  vaso- 
dilator of  the  coronary  arteries.  In  other  words, 
the  myocardial  anoxia  which  induces  an  attack  of 
angina  causes  a maximum  dilatation  of  the  cor- 
onary arteries,  so  that  glyceryl  trinitrate  is  unlike- 
ly to  have  any  additional  dilator  effect.  The  vaso- 
dilation has  already  occurred  before  the  drug  is 
taken.  In  fact,  in  some  cases,  there  were  unfavor- 
able results  following  the  ingestion  of  the  drug, 
in  that  the  angina  was  aggravated. 

The  authors  concluded  their  report  with  the  con- 
cise statement:  “There  was  no  evidence  to  support 
the  therapeutic  use  of  glyceryl  trinitrate  for  re- 
lieving attacks  of  angina  pectoris;  the  drug  was  ef- 
fective only  when  administered  before  exertion.” 

Despite  the  conclusions  that  are  to  be  drawn  from 
this  study  by  Sandler  and  associates,  more  ob- 
jective evidence  must  be  presented  before  the  pa- 
tient with  angina  pectoris  will  abandon  the  use 
of  glyceryl  trinitrate  for  relief  from  his  attacks, 
and  likewise  the  clinician  will  continue  to  pre- 
scribe the  drug  until  more  convincing  evidence 
of  its  ineffectiveness  has  been  demonstrated. 
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THE  DOCTOR'S  ROLE  IN  MAKING 
HIGHWAYS  SAFE 

According  to  the  Travelers  Insurance  Company, 
40,500  persons  were  killed  in  traffic  accidents  in 
the  United  States  during  the  year  1962.  An  ad- 
ditional 3,345,000  people  were  injured  but  escaped 
death  in  traffic  accidents  during  the  year. 

Studies  revealed  that  mechanical  failure  was  an 
uncommon  cause  of  highway  accidents,  and  that 
about  88  out  of  every  100  accidents  were  due  to 
human  error  and  lack  of  judgment.  The  company 
also  pointed  out  that  80  per  cent  of  the  accidents 
occurred  on  dry  roads  and  in  clear  weather. 

In  Iowa  during  1962,  there  were  618  deaths  due 
to  highway  accidents.  Excessive  speed  was  the 
cause  of  a high  proportion  of  the  mishaps;  liquor 
was  involved  in  22.5  per  cent  of  the  fatal  ones. 
Although  drivers  under  24  years  of  age  constitute 
but  19.7  per  cent  of  all  licensed  drivers,  the  drivers 
in  this  age  group  were  involved  in  33.7  per  cent 
of  the  fatal  accidents. 

Despite  all  of  the  publicity  and  warnings,  the 
highway  carnage  continues.  As  of  August  20,  Iowa 
highway  deaths  had  reached  386  for  the  year  1963 
— 34  more  than  on  the  same  date  in  1962. 

Accidents  are  not  confined  to  the  arterial  high- 
ways, but  occur  on  country  roads,  and  in  cities 
and  towns,  suggesting  that  carelessness  and  dis- 
regard of  the  rules  of  safe  driving  are  common 
factors,  in  addition  to  excessive  speed.  What  in- 
fluence the  new  Iowa  liquor  law  may  have  on 
traffic  accidents  remains  to  be  seen. 

The  driving  public  seems  to  have  remained 
largely  unimpressed  by  the  tragic  highway  ac- 
cident toll.  Cold  statistics  must  be  translated  into 
more  concrete  and  more  imposing  terms  if  they 
are  to  overcome  public  apathy  and  indifference. 
Perhaps  it  would  be  well  to  point  out  that  the  ef- 
fects of  highway  accidents  in  the  United  States 
last  year  were  equivalent  to  the  killing  of  every 
man,  woman  and  child  in  both  Iowa  City  and 
Iowa  Falls,  and  the  injuring  of  every  resident  of 
the  City  of  Chicago.  People  are  inclined  to  ac- 
cept the  day-to-day  toll,  scattered  throughout  the 
country,  as  the  price  we  must  pay  for  modern 
transportation.  Until  they  are  sufficiently  aroused 
to  demand  greater  safety  on  the  highway,  the 
slaughter  and  maiming  will  continue. 

Since  it  is  physicians  who  must  treat  these 
injured  people,  it  is  appropriate  for  them,  individ- 
ually and  as  a profession,  to  assume  a more  active 
role  in  safety  education,  in  demanding  rigid  en- 
forcement of  existing  laws,  and  in  conducting  ag- 
gressive, scientific  studies  of  safety  measures.  As 
an  initial  step,  they  should  do  their  best  to  make 
drivers’  licenses  more  difficult  to  secure  and  to  re- 
tain. Drivers  who  jeopardize  others  by  disregard- 
ing the  rules  of  safe  driving,  or  by  letting  their 
physical  or  mental  handicaps  endanger  the  lives 
of  others  should  be  deprived  of  the  privilege  of 
the  highway. 


Too  Many  Homes  for  the  Aged 

At  a conference  on  the  problems  of  aging  in 
Iowa,  conducted  in  Ames  on  September  13  by  the 
Iowa  Welfare  Association,  Mr.  Ralph  Quacken- 
bush,  executive  secretary  of  the  Iowa  Nursing 
Home  Association,  and  Mr.  Walter  Lane,  of  the 
Division  of  Hospital  Services  of  the  State  Depart- 
ment of  Health,  reported  that  retirement  homes 
and  nursing  homes  are  rapidly  becoming  too  nu- 
merous in  Iowa. 

They  said  that  8 beds  per  1,000  of  total  popula- 
tion, or  a number  of  beds  equal  to  5 per  cent  of 
the  number  of  persons  65  years  of  age  or  over  are 
accepted  measures  of  adequacy.  A few  years  ago 
Iowa  had  an  absolute  deficiency  in  such  accommo- 
dations, and  a scarcity  of  truly  first-class  ones.  Yet 
by  the  end  of  1964  there  will  be  23,516  such  beds 
in  the  state,  most  of  them  highly  acceptable,  or  8.5 
beds  per  1,000  of  total  population. 

At  present,  plans  for  57  new  homes  are  approved 
for  construction,  most  of  them  large  ones,  despite 
the  fact  that  requirements  are  expected  to  increase 
by  no  more  than  820  beds  per  year.  Currently, 
though  occupancy  averages  95  per  cent,  and 
though  some  of  the  homes  that  fit  their  charges  to 
the  individual’s  ability  to  pay  have  waiting  lists, 
the  occupancy  rate  in  some  counties  is  no  more 
than  60  per  cent. 


Correction 

We  have  been  asked  to  correct  an  error  that 
occurred  in  transcribing  the  S.U.I.  Clinical  Patho- 
logic Conference  report  which  appeared  in  the 
August,  1963,  issue  of  the  journal. 

On  page  558,  Dr.  D.  S.  Longnecker,  the  patholo- 
gist, is  quoted  as  having  said:  “Because  the  slides 
under  consideration  display  an  unusual  prolifera- 
tion of  trophoblastic  elements  with  villus  forma- 
tion, I should  tend  to  make  a diagnosis  of  chorio- 
carcinoma.” Dr.  Longnecker  said  “.  . . trophoblas- 
tic elements  without  villus  formation.  . . .” 


W.  B.  SAUNDERS  COMPANY  features  the  fol- 
lowing new  books  and  new  editions  in  their  full 
page  advertisement  appearing  on  page  vii  in  this 
issue: 

CURRENT  PEDIATRIC  THERAPY— Edited  by 
Gellis  and  Kagan 

This  new  book  gives  you  the  best  treatments, 
currently  in  use  by  leading  authorities,  for 
over  300  diseases  and  disorders  that  afflict  chil- 
dren. 

MAINLAND— ELEMENTARY  MEDICAL  STA- 
TISTICS 

A New  (2nd)  Edition — revised  to  bolster  your 
statistical  thinking  and  also  your  use  of  the 
standard  statistical  formulas  and  procedures. 
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Most  of  you,  I feel  sure,  are  as  pleased  as  I 
am  that  the  Board  of  Social  Welfare  has  ap- 
proved the  use  of  county  ranges  of  fees  as 
the  basis  for  payment  for  services  rendered  to 
recipients  of  Medical  Assistance  for  the  Aged. 
The  details  of  the  arrangement  are  summar- 
ized in  this  issue  of  the  journal  on  the  pages 
entitled  “In  the  Public  Interest.” 

Please  note  that  the  IMS  is  committed  to 
protect  the  fiscal  soundness  of  the  plan.  The 
Judicial  Council  has  assured  me  that  any 
member  who  deliberately  takes  advantage 
of  the  “usual,  customary  and  reasonable  fee” 
provision  of  MAA  will  be  dealt  with  promptly  and  firmly. 

Attendance  totaled  190  at  the  Fall  Conference  of  County  Medical 
Society  Officers  and  Other  Representatives,  on  September  18  in  Des 
Moines,  making  it  the  largest  such  meeting  on  record.  A summary 
of  the  excellent  program  that  was  presented  there  will  appear  in  next 
month’s  journal,  and  a few  of  the  papers  will  be  published  in  full, 
in  subsequent  issues. 

Once  again,  let  me  remind  you  to  attend  and  be  prepared  to  express 
your  opinions  at  your  Area  Meeting  on  IMS  projects  and  Blue  Shield 
policies.  Idle  full  schedule  of  these  meetings  can  be  found  on  the  cover 
of  the  September  journal.  If  the  date  of  the  meeting  in  your  area  is 
inconvenient  for  you,  and  if  you  can  attend  one  of  the  others,  please 
feel  free  to  do  so. 


President 


The  State  Board  of  Social  Welfare  and  the  IMS  Will  Work  Together  on  the 

Payment  of  "Usual  and  Reasonable" 


Physicians'  Fee 

Early  in  September,  the  State  Board  of  Social 
Welfare  accepted  a proposal  from  the  Iowa  Med- 
ical Society  for  the  payment  of  “usual,  customary 
and  reasonable”  fees  to  physicians  for  services 
rendered  to  persons  eligible  for  Medical  Assistance 
to  the  Aged.  In  compliance  with  a request  from 
the  Board,  and  to  facilitate  the  Board’s  considera- 
tion of  its  proposal,  the  IMS  had  submitted  ranges 
of  fees  for  medical  and  surgical  procedures  which 
were  being  charged  in  the  various  counties  at  the 
time  when  information  was  gathered  for  the  iowa 
relative  value  index  (green  book).  The  IMS 
officers  made  it  clear  to  the  Board  that  the  infor- 
mation was  gathered  in  1960  and  should  be  up- 
dated. It  therefore  reserved  the  right  to  negotiate 
changes  in  those  ranges,  from  time  to  time,  as 
circumstances  necessitate. 

AN  OUTLINE  OF  THE  PLAN 

Following  is  a brief  summary  of  the  plan  that 
is  to  be  followed,  provided  that  the  U.  S.  Depart- 
ment of  Health,  Education  and  Welfare  approves: 

1.  The  physician  will  send  the  fiscal  agent  his 
claim  for  services  rendered  to  an  individual  eligi- 
ble for  MAA.  (Several  insurance  firms  have  sub- 
mitted bids,  and  it  is  expected  that  one  of  them 
will  be  appointed  fiscal  agent  very  shortly.) 

2.  The  fiscal  agent  will  make  payment  directly 
to  the  physician  in  accordance  with  the  county 
fee  guidelines  provided  by  the  IMS. 


in  MAA  Cases 


3.  A physician’s  charge  may  not  exceed  his  own 
usual  fee  for  the  service  he  has  performed,  nor 
will  payment  be  immediately  approved  if  the 
amount  is  in  excess  of  the  maximum  in  the  range 
of  fees  for  that  procedure  in  his  county. 

4.  The  fiscal  agent’s  medical  consultant  will  de- 
termine the  amount  to  be  paid  for  a procedure  not 
listed  in  the  schedule,  and  if  his  decision  is  unac- 
ceptable to  the  physician,  or  if  there  is  a disagree- 
ment about  compensation  in  a case  that  has  taken 
an  unusual  amount  of  time  or  has  presented  extra- 
ordinary difficulties,  the  medical  consultant  to 
the  Department  of  Social  Welfare  and  the  IMS 
Advisory  Committee  will  attempt  to  settle  the 
question. 

5.  After  meetings  between  IMS  representatives 
and  the  Board  of  Social  Welfare,  a set  of  rules  and 
regulations  were  agreed  upon,  for  the  guidance 
of  the  fiscal  agent.  They  were  substantially  as 
follows: 

a.  The  fiscal  agent  may  compensate  two  physi- 
cians for  care  provided  a patient  simultaneously 
for  two  unrelated  conditions.  A written  report  may 
be  required. 

b.  A physician  may  charge  extra  for  drugs  and 
other  materials  that  he  has  furnished. 

c.  Unusual  but  necessary  in-hospital  care  will 
be  paid  for,  irrespective  of  subsequent  surgery. 

d.  In  certain  instances,  most  of  them  minor  sur- 
gical procedures,  the  range  of  fees  is  understood 


to  cover  no  more  than  the  surgery.  Pre-  and  post- 
operative care  is  to  be  extra. 

e.  When  multiple  procedures  have  been  done 
through  a single  incision,  only  the  major  one  of 
them  will  be  paid  for.  A written  report  may  be 
required. 

f.  When  more  than  one  incision  has  been  made 
at  a single  operative  session,  the  value  of  the  major 
procedure  and  half  the  value  of  each  lesser  one 
will  be  paid  for. 

g.  When  bilateral  procedures  have  been  per- 
formed at  the  same  time,  the  full  value  of  the  first 
and  half-value  for  the  second  will  be  paid  for. 

h.  No  fees  will  be  paid  to  physicians  in  training 
or  to  hospital  employees. 

i.  Except  in  unusual  instances,  payment  will 
be  made  for  no  more  than  one  visit  per  day  to  a 
hospitalized  patient. 

j.  The  fees  paid  to  the  surgeon  in  charge  and  to 
the  assistant  at  surgery  may  not  exceed  the  cus- 
tomary fee  for  the  surgical  procedure  as  stated  in 
the  schedule. 

k.  In  a case  of  mental  illness,  payment  will  be 
made  only  for  diagnosis — i.e.,  for  a single  out- 
patient visit.  No  payment  will  be  made  for  in- 
patient psychiatric  care,  since  it  is  excluded  by  the 
terms  of  the  MAA  Enabling  Act  and  other  Iowa 
statutes. 

6.  The  fiscal  agent  will  employ  methods  designed 
to  reveal  over-utilization  and/or  excessive  billing, 
and  will  refer  such  cases  to  the  Board  of  Social 
Welfare  and  the  IMS. 

7.  The  IMS  Advisory  Committee  will  endeavor 
to  protect  the  fiscal  soundness  of  the  program 
and  to  serve  the  interests  of  the  taxpayers  and 
of  the  MAA  recipients.  To  achieve  those  objec- 
tives, it  will  ask  the  assistance  of  county  medical 
society  review  committees  and  other  medical  so- 
ciety committees  and  councils  at  the  local  and  state 
levels  whenever  necessary. 

A SIGNIFICANT  EXCHANGE  OF  LETTERS 

The  cordiality  that  has  prevailed  between  the 
IMS  representatives  and  the  Board  of  Social  Wel- 
fare and  its  staff  throughout  the  negotiations  on 
this  matter  was  evidenced  by  an  exchange  of  let- 
ters between  Dr.  C.  V.  Edwards,  Sr.,  the  IMS 
president,  and  Mr.  Lawrence  Putney,  the  BSW 
chairman. 

Dr.  Edwards  wrote:  “I  am  sure  all  of  the  [IMS] 
officers  will  share  my  pleasure  when  they  are  in- 
formed that  the  State  Board  of  Social  Welfare  has 
approved  utilization  of  county  ranges  of  fees  as 
the  basis  of  payment  for  services  rendered  recipi- 
ents of  Medical  Assistance  for  the  Aged. 


“In  our  judgment,  the  usual,  customary  and 
reasonable  fee  concept  is  equitable  and  fair,  and 
will  provide  maximum  opportunity  for  this  plan  to 
serve  the  best  interests  of  the  recipients  and  tax- 
payers. I am  confident  physicians  will  provide  full 
cooperation  in  making  this  experimental  program 
a success. 

“The  Iowa  Medical  Society  is  committed  to  uti- 
lize its  facilities  to  cooperate  with  the  Board  of 
Social  Welfare  to  protect  the  plan’s  fiscal  sound- 
ness. In  the  instance  where  it  is  established  that 
a member  of  the  Society  has  deliberately  taken 
advantage  of  the  usual,  customary  and  reasonable 
fee  provision  of  MAA,  he  will  be  dealt  with 
promptly  and  firmly. 

“We  sincerely  appreciate  the  Board’s  willingness 
to  cooperate  with  the  medical  profession  in  imple- 
menting this  plan  on  a basis  which  we  believe  is 
philosophically  essential.  Some  time  in  the  future 
it  is  hoped  that  we  can  meet  with  you  and  those  of 
your  designation  in  order  to  maintain  our  present 
liaison  and  establish  mutual  understanding  on  the 
various  provisions  of  the  new  program. 

“I  have  personally  enjoyed  working  with  you 
and  the  members  of  the  Board  and  staff  in  this 
program.  Dr.  [Elmer  M.]  Smith,  Miss  [Mary] 
Staggs  and  Mr.  [Charles]  Ballinger  have  been 
especially  helpful,  and  I hope  you  will  convey  my 
expression  of  thanks  to  them.” 

In  reply,  Mr.  Putney  wrote  Dr.  Edwards  on 
September  18:  “Thank  you  for  your  nice  letter 
of  September  13,  regarding  the  adoption  by  the 
State  Board  of  the  county  range  of  fees  as  a basis 
of  payment  of  medical  fees. 

“We  have  had  a rather  strenuous  past  three 
months  in  working  out  a plan  for  the  operation  of 
the  Medical  Care  for  the  Aged  Program.  The  con- 
text of  this  plan  employing  a fiscal  agent  and  with 
the  broad  scope  of  service  is  unlike  any  in  exis- 
tence; consequently  our  staff  had  to  do  much  pio- 
neering, since  we  did  not  have  the  experience  of 
any  other  states. 

“We  are  quite  confident  that  the  medical  profes- 
sion is  going  to  exert  every  effort  to  have  a good 
program,  to  render  the  best  service  possible  to 
those  eligible  at  fair  and  justifiable  billings. 

“We  are  very  pleased  that  Doctor  Smith  is  on 
our  staff.  We  feel  the  respect  he  commands  will 
be  beneficial  to  our  State  Department  and  the 
medical  fraternity.  It  has  been  a pleasure  to  be- 
come acquainted  and  work  with  you  gentlemen.  I 
am  sure  that  there  will  be  problems  in  the  future 
that  must  be  resolved,  and  that  your  advice  and 
consultation  will  be  eagerly  sought  by  our  De- 
partment.” 


Highlights  of  IMS  Officers'  Meetings 


Information  contained  herein  is  based  on  reports 
and  actions  of  the  IMS  Board  of  Trustees  and 
Executive  Council  during  their  August  sessions. 

IMS  BUILDING  PROJECT 

The  Board  authorized  members  of  its  Building 
Committee  to  visit  the  headquarters  office  of  the 
Indiana  State  Medical  Association  to  obtain  in- 
formation which  would  be  helpful  to  the  Society 
in  the  development  of  possible  building  plans,  as 
approved  by  the  House  of  Delegates  in  April,  1963. 
A preliminary  report  on  the  building  project  has 
been  presented  at  the  IMS  Fall  Conference  for 
County  Medical  Society  Officers  and  Other  Rep- 
resentatives, on  September  18,  in  Des  Moines,  and 
is  likewise  being  presented  at  each  of  the  area 
meetings  which  are  being  held  throughout  the 
state. 

DR.  WALTER  L.  BIERRING  MEMORIAL 

At  the  time  of  the  meetings  of  the  Board  of 
Trustees  and  the  Executive  Council,  Iowa  phy- 
sicians had  contributed  $2,555  to  the  Dr.  Walter  L. 
Bierring  Memorial,  and  an  additional  $545  had 
been  received  from  other  interested  individuals 
and  associations.  The  executive  director  of  the 
IMS,  who  is  serving  as  treasurer  of  the  Memorial 
Committee,  announced  that  plans  have  been  com- 
pleted to  get  in  touch  with  physicians  in  various 
specialty  and  scientific  organizations  in  which  Dr. 
Bierring  was  interested  and  active. 

IOWA  ASSOCIATION  OF  MEDICAL  ASSISTANTS 

It  was  announced  that  representatives  of  the 
Iowa  Association  of  Medical  Assistants  had  met 
with  Dr.  O.  N.  Glesne,  chairman  of  the  IMS  Doc- 
tors’ Assistants  Advisory  Committee,  and  the  exec- 
utive director  of  IMS  to  discuss  plans  for  the  an- 
nual meeting  of  their  group,  scheduled  for  May, 
1964.  The  IMS  will  cooperate  in  promoting  and 
arranging  a section  of  the  IAMA  annual  meeting. 

RELATIONS  WITH  VOLUNTARY  HEALTH  AGENCIES 

The  IMS  had  recently  received  a communication 
from  the  Iowa  State  Association  of  County  Officers 
announcing  that  it  has  assumed  responsibility  for 
sponsoring  a voluntary  state  and  local  council  of 
private  and  public  agencies,  to  be  called  “The 
Joint  Coordinating  and  Planning  Council  for 
Health,  Education  and  Welfare.”  The  purpose  of 
this  joint  council  will  be  to  provide  a vehicle  for 
the  voluntary  coordination  of  the  planning  and 


activities  of  agencies  working  in  those  three  fields. 
In  this  connection,  it  was  pointed  out  that  con- 
sideration should  be  given  to  the  maintenance  of 
more  direct  and  continuing  liaison  between  the 
IMS  and  all  voluntary  health  agencies,  and  it 
was  agreed  that  the  IMS  Plan  and  Scope  Commit- 
tee, in  its  continuing  study  of  IMS  committee 
structure,  should  be  requested  to  make  recom- 
mendations concerning  the  establishment  of  an 
IMS  Committee  on  Relations  With  Voluntary 
Health  Agencies. 

IOWA  MEDICAL  FOUNDATION 

It  was  announced  that  an  informational  booklet 
outlining  the  functions  and  objectives  of  the  Iowa 
Medical  Foundation  will  be  prepared  for  distribu- 
tion to  IMS  members  and  other  interested  in- 
dividuals, and  the  “In  the  Public  Interest”  (green 
sheet)  in  the  September  journal  has  since  been 
devoted  to  a discussion  of  the  Foundation.  It  was 
suggested  that  a special  form  be  developed  for  use 
by  physicians  for  including  a designation  of  funds 
to  the  Iowa  Medical  Foundation  in  their  wills,  and 
included  as  a part  of  the  informational  booklet. 

IMPLEMENTATION  OF  MAA 

An  IMS  representative  on  the  Kerr-Mills  Ad- 
visory Council  reported  on  a meeting  of  that  group 
which  had  been  held  on  July  22,  at  which  time  in- 
formation regarding  specifications  for  the  fiscal 
agent  were  reviewed.  It  was  announced  that,  up  to 
that  time,  the  following  companies  had  indicated 
an  interest  in  serving  as  fiscal  agent  for  the  MAA 
program  in  Iowa:  Blue  Cross-Blue  Shield,  Mutual 
of  Omaha,  Continental  Casualty  Company,  and 
Bankers  Life  Company. 

It  was  explained  that  liaison  with  the  State 
Board  of  Social  Welfare  had  been  maintained  by 
appropriate  IMS  officers,  committee  members  and 
staff.  The  proceedings  of  joint  conferences  and 
contacts  that  had  occurred  on  July  29,  August  22 
and  August  26  were  reviewed,  at  which  the  Soci- 
ety’s support  of  the  “usual,  customary  and  rea- 
sonable fee”  concept  had  been  explained  and  re- 
affirmed. In  addition,  two  news  stories  and  an  ed- 
itorial which  had  appeared  in  the  des  moines 
register  and  tribune  relating  to  implementation  of 
the  MAA  program  in  Iowa  were  reviewed  for  in- 
formational purposes.  The  news  stories  concerned 
an  action  of  the  Board  of  Social  Welfare  to  use  the 
same  physicians’  fee  schedule  under  the  MAA  pro- 
gram as  is  utilized  under  the  OAA  program,  and 


709 


710 


Journal  of  Iowa  Medical  Society 


its  subsequent  decision  to  reconsider  that  proposal. 

It  was  explained  that  ranges  of  fees  for  each 
county  medical  society  had  been  completed,  and  as 
previously  agreed  upon  by  the  Board  of  Social 
Welfare  and  IMS  officials,  would  be  delivered  to 
the  Board  of  Social  Welfare  no  later  than  August 
29.  In  this  connection,  it  had  been  stressed  to  the 
Board  of  Social  Welfare  that  the  determination  of 
county  ranges  of  fees  was  being  based  on  a 1960 
survey,  and  that  an  opportunity  should  be  pro- 
vided for  the  IMS  to  update  the  ranges  at  appro- 
priate intervals. 

The  Executive  Council  commended  Society  of- 
ficers, committee  representatives  and  the  staff  for 
their  efforts  in  maintaining  proper  liaison  with 
the  Board  of  Social  Welfare,  and  in  urging  the 
“usual,  customary  and  reasonable  fee”  concept  for 
use  under  the  MAA  program. 

MEDICAL  CONSULTANT  TO  THE  BOARD  OF  SOCIAL 
WELFARE 

E.  M.  Smith,  M.D.,  the  Society’s  alternate  del- 
egate to  the  AMA,  who  has  been  appointed  full- 
time medical  consultant  to  the  Board  of  Social 
Welfare,  effective  October  1,  1963,  commented 
briefly  on  his  new  position. 

PLAN  AND  SCOPE  COMMITTEE 

The  Executive  Council  was  informed  that  dur- 
ing a joint  meeting  between  the  Board  of  Trustees 
and  the  Plan  and  Scope  Committee  on  Tuesday 
evening,  August  27,  the  Plan  and  Scope  Commit- 
tee had  developed  conclusions  regarding  the  “usual, 
customary  and  reasonable  fee”  concept,  subject  to 
further  review  and  comment  from  committee  mem- 
bers, and  the  Board  of  Trustees.  When  these  con- 
clusions have  been  put  into  final  form  by  the  Plan 
and  Scope  Committee,  and  after  the  Board  of 
Trustees  has  considered  them,  they  will  be  sub- 
mitted to  the  Executive  Council. 

AREA  MEETINGS  OF  PHYSICIANS 

The  attention  of  members  of  the  Executive 
Council  was  called  to  the  need  for  urging  doctors 
throughout  the  state  to  attend  the  area  meetings 
which  are  to  be  held  in  various  places  throughout 
the  state  during  the  next  few  weeks.  At  each  of 
them,  Blue  Shield  policies  and  current  IMS  proj- 
ects are  to  be  reviewed,  and  all  physicians  are 
encouraged  to  express  their  opinions  regarding 
them. 

A list  of  those  meetings  has  since  appeared  on 
the  front  cover  of  the  September  journal,  and  ad- 
ditional information  about  them  has  been  printed 
on  and  after  the  President’s  Page  in  that  same  is- 
sue. 

DOCTOR!  LOOK  AT  YOUR  COPY  OF  THE 
SEPTEMBER  JOURNAL  TO  FIND  THE  PLACE 
AND  DATE  OF  THE  MEETING  FOR  PHYSI- 
CIANS IN  YOUR  AREA.  BE  SURE  TO  ATTEND 
IT. 


October,  1963 

DuPont's  Experience  With  Alcoholics 

For  19  years  the  DuPont  Company  has  been 
conducting  a rehabilitation  program  for  alcoholics. 
At  a time  when  alcoholism  still  was  widely  re- 
garded with  revulsion,  and  its  causes  were  mis- 
understood, the  DuPont  undertaking  was  a bold 
venture — and  there  weren’t  many  guideposts.  Du- 
Pont did  not  want  to  give  the  impression  that  it 
had  more  problem  drinkers  than  anybody  else,  or 
that  it  intended  to  barge  in  on  an  employee’s  social 
life.  Rather,  as  Dr.  Allan  J.  Fleming,  the  medical 
director,  says:  “We  wish  to  emphasize  that  we 
consider  alcoholism  a disease  and  feel  that  the 
rehabilitation  of  problem  drinkers  is  as  much  a 
part  of  the  medical  program  as  the  treatment  of 
any  other  disease. 

It  is  estimated  that  over  the  years  at  least  1,100 
DuPont  employees  have  been  handled  as  problem 
drinkers.  A fairly  close  check  reveals  rehabilita- 
tion of  between  65  and  70  per  cent.  The  Medical 
Division  reports  that  from  85  to  90  per  cent  of 
those  who  recovered — cure  is  a word  never  used  in 
this  connection — eventually  were  promoted  to  bet- 
ter jobs  than  they  had  previously  held.  Most  of 
those  involved  are  men,  but  quite  a few  women 
have  been  helped — wives  of  employees  as  well  as 
women  employees. 

David,  an  ex-alcoholic  and  director  of  DuPont’s 
rehabilitation  activities,  assists  in  the  rehabilita- 
tion of  any  problem  drinker  working  for  DuPont 
by  helping  establish  alcoholics  anonymous  branches 
in  places  where  DuPont  has  interests  and  where 
no  branch  exists,  by  visiting  AA  branches  in  parts 
of  the  country  where  the  company  has  plants  or 
units,  by  acquainting  them  with  DuPont’s  plan  of 
procedure,  by  giving  talks  on  treatment  of  the  al- 
coholic, and  by  detecting  the  problem  drinkers  as 
early  as  possible,  especially  those  classified  as  hid- 
den drinkers. 

When  it  has  been  determined  that  an  employee 
is  a problem  drinker,  he  is  turned  over  to  the 
Medical  Division  for  three  months.  At  the  end  of 
the  period,  the  Medical  Division  will  recommend 
one  of  two  procedures:  (1)  that  the  problem 

drinker  has  recognized  his  problem,  that  he  is 
taking  it  seriously  and  that  the  company  believes, 
in  all  probability,  he  will  be  a good  employee  so 
far  as  alcoholism  is  concerned,  or  (2)  that  he 
doesn’t  recognize  his  problem,  shows  little  or  no 
interest  in  reshaping  his  life  and  should  be  dis- 
charged. 

From  its  experience  with  problem  drinkers,  Du- 
Pont recognizes  that  people  become  alcoholics 
from  motivations  as  various  as  human  tempera- 
ments. As  David  has  stated,  one  should  realize 
that  the  alcoholic  is  anything  but  a degenerate. 
He  is  over-ambitious,  a perfectionist,  an  idealist, 
a searcher  for  a better  world.  He  is  usually  a very 
good  craftsman,  a good  mechanic,  a good  profes- 
sional man.  Intellectually  he  is  grown  up,  but  not 
so  emotionally. 


BOOK  REVIEWS 

Hernia,  by  Amos  R.  Koontz,  M.D.  (New  York,  Apple- 
ton-Century-Crofts,  Inc.,  1963.  $11.95). 

In  the  preface,  Dr.  Koontz  anticipates  the  reader’s 
inquiry:  “Why  another  book  on  hernia?”  He  answers 
the  question  by  explaining  his  lifelong  interest  in 
hernias  and  his  belief  that  the  subject  is  not  adequately 
emphasized  by  surgical  educators.  He  also  indicates 
that  his  book  is  based  on  personal  experiences  and 
makes  no  attempt  to  cover  the  subject  in  great  detail. 

The  book  is  what  the  author  says  it  is — primarily  a 
personal  review  of  the  subject.  This  turns  what  could 
be  fairly  dull  reading  into  an  interesting  narrative  of 
the  author’s  ideas  and  viewpoints.  As  for  actual  scien- 
tific presentation  by  fact  and  figure,  it  is  not  much 
different  from  any  other  monogram  on  hernia,  but  the 
author’s  style  of  writing  is  distinctive. 

The  book  is  a good,  relatively  short,  review  of  the 
subject,  made  doubly  attractive  by  the  author’s  per- 
sonal manner  of  expression.  Incidentally,  Dr.  Koontz 
views  cigarette  smoking  and  obesity  with  an  intoler- 
ance and  lack  of  sympathy  that  is  usually  seen  only 
in  reformed  smokers  and  in  skinny  metabolic  freaks. 
— Daniel  F.  Crowley,  M.D. 


Diseases  of  the  Chest,  Second  Edition,  by  H.  Corwin 
Hinshaw,  M.D.,  and  L.  Henry  Garland,  M.D.  (Phil- 
adelphia, W.  B.  Saunders  Company,  1963.  $20.00). 

With  the  present  increase  in  emphasis  upon  respira- 
tory diseases,  this  new  edition  of  the  volume  diseases 
of  the  chest  is  timely.  The  book  has  a good  format, 
the  typography  is  clear,  and  the  x-ray  reproductions 
are  of  high  quality.  The  authors  have  arranged  the 
material  logically,  and  have  included  an  excellent 
chapter  on  the  radiologic  examination  of  the  thorax;  a 
forthright  discussion  of  injuries  of  the  thorax;  and  a 
careful  appraisal  of  the  solitary  pulmonary  nodule.  The 
present  edition  has  especially  good  coverage  of  bron- 
chial carcinoma  and  other  intrathoracic  tumors.  A 
rather  unusual  section  on  pulmonary  diseases  of  occu- 
pational origin  closes  the  volume. 

Helpful  charts  and  lists  occur  throughout  the  book. 
Among  these  are  a differential  diagnosis  of  pulmonary 
tuberculosis  (p.  504) ; a chart  of  mycobacteria  resem- 
bling tubercle  bacilli  (p.  587);  a list  of  “some  causes  of 
pleural  effusion”  (p.  594);  and  a provocative  chart 
showing  the  death  rate  from  pulmonary  tuberculosis 
over  the  past  sixty  years. 

One  finds  some  room  for  disagreement  on  the  con- 
cepts of  bronchiectasis  and  its  management.  The  lack 
of  a discussion  of  pulmonary  metastases  from  pancre- 
atic carcinoma  is  unexpected. 

Much  of  the  contents  of  the  book,  except  for  the 
x-ray  reproductions,  can  be  found  in  any  current  edi- 
tion of  a general  medical  text.  The  unique  quality  of 


this  work  is  that  it  reflects  the  personal  clinical  and 
roentgenologic  approaches  of  the  two  authors,  and  has, 
therefore,  an  individual  flavor,  best  demonstrated  in 
the  discussions  of  x-ray  diagnosis. 

Undoubtedly  hospital  libraries  will  include  this 
volume  among  their  reference  materials  on  diseases  of 
the  chest. — Leon  J.  Galinsky,  M.D. 


Surgery  in  World  War  II:  Thoracic  Surgery,  Vol.  I, 
edited  by  Col.  John  Boyd  Coates,  Jr.,  MC;  Frank  B. 
Berry,  M.D.,  and  Elizabeth  M.  McFetridge,  M.A. 
(Washington,  D.  C.,  Office  of  the  Surgeon  General, 
Department  of  the  Army,  1963,  $4.25). 

This  first  book  of  a two  volume  series  contains  a 
history  of  the  significance  of  thoracic  injuries  in  wars 
past,  as  well  as  the  establishment  of  policies  for  care 
of  the  thoracic  injury.  It  was  during  World  War  II 
that  this  field  of  surgery  “grew  up”  with  a rapidity 
theretofore  unequaled.  The  development  of  “centers” 
brought  about  an  association  of  men  and  their  ideas, 
both  British  and  American.  Strides  in  pulmonary 
physiology,  blood  banks,  trained  surgeons  and  anes- 
thetists, rehabilitation  measures  and  the  availability 
of  penicillin — these  are  some  of  the  more  important 
factors  responsible  for  this  growth. 

This  was  a most  interesting  book  to  read.  It  is  nicely 
compiled  and  written  in  a retrospective  narrative  fash- 
ion. It  is  divided  into  an  introductory  part,  a second 
part  having  to  do  with  administrative  considerations 
in  establishing  thoracic  surgery  centers  and  policies, 
and  a third  and  final  part  called,  “The  General  Manage- 
ment of  Wounds  of  the  Chest.”  This  latter  portion  is 
clinical  in  nature.  It  is  written  with  descriptive  detail 
as  to  the  methods  used  and  the  reasons  for  using  them. 
Eight  authors  are  responsible  for  this  creation,  and 
they  are  to  be  complimented  on  an  excellent  volume. 
— Alfred  N.  Smith,  M.D. 


External  Infections  of  the  Eye,  by  Helena  Biantov- 
skaya  Fedukowicz  (New  York,  Appleton-Century- 
Crofts,  Division  of  Meredith  Publishing  Company, 
1963). 

Through  the  medium  of  excellent  descriptive  tech- 
nics, coupled  with  the  very  beautiful  colored  illustra- 
tions by  Beatrice  Grover,  the  author  has  presented  to 
the  medical  profession  a notable  work  which  should 
prove  of  value  to  all  physicians  who  have  occasion  to 
examine  and  treat  external  infections  of  the  eye.  The 
text  is  divided  into  several  sections  according  to  the 
etiologic  agents  responsible,  with  a final  chapter  on 
the  technics  of  laboratory  procedures  that  are  neces- 
sary in  order  to  establish  a definitive  diagnosis.  The 
author  does  not  attempt  to  discuss  diagnostic  methods 
other  than  the  simple  ones,  so  that  the  busy  practition- 
er will  not  be  encumbered  by  practices  outside  his 
capabilities.  The  individual  chapters  take  into  consid- 
eration the  basic  general  principles  as  well  as  specific 
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clinical  and  laboratory  findings  of  the  different  con- 
ditions described.  General  as  well  as  specific  therapeu- 
tic measures  are  discussed.  At  the  end  of  each  chapter, 
adequate  reference  material  is  given  to  the  reader  who 
is  desirous  of  seeking  further  information. — M.  E.  Al- 
berts, M.D. 


Clinical  Examinations  in  Neurology,  Second  Edition, 
by  Members  of  the  Sections  of  Neurology  and  Section 
of  Physiology,  Mayo  Clinic  and  Mayo  Foundation 
(Philadelphia,  W.  B.  Saunders  Company,  1963,  $8.50). 

The  purpose  of  this  book  is  to  present  a logical  and 
consistent  method  of  performing  an  adequate  neuro- 
logic examination  and  arriving  at  the  diagnosis  on  a 
clinical  basis.  Various  portions  of  the  examination  are 
described,  along  with  some  description  of  their  physio- 
logic and  anatomic  background.  Various  charts,  meth- 
ods of  scoring  and  ways  of  recording  the  results  of  the 
examination  are  provided  for  each  portion.  In  addition, 
there  is  a chapter  on  electroencephalography,  electro- 
myography and  various  chemical  aids  to  neurologic 
examination. 

The  technic  indicated  in  this  volume  could  well  be 
used  in  any  examination  of  a patient  where  complete- 
ness, logic  and  method  are  important.  This  would  apply 
whether  or  not  the  physician  is  a general  practitioner 
or  a specialist  in  neurology  or  psychiatry.  It  reempha- 
sizes once  more  the  importance  of  the  physician’s  abili- 
ties and  knowledge — rather  than  his  dependence  upon 
the  laboratory. — Howard  V.  Turner,  M.D. 


Clinical  Metabolism  of  Body  Water  and  Electrolytes, 
by  John  H.  Bland  (Philadelphia,  W.  B.  Saunders 
Company,  1963) . 

The  title  of  the  book  leads  the  reader  to  expect  a 
complete  discussion  of  the  metabolism  of  body  water 
and  the  various  electrolytes.  An  attempt  has  been  made 
to  present  a complete  coverage  by  having  various 
contributors  write  separate  chapters  that  are  con- 
cerned with  the  many  physiologic  and  pathologic  as- 
pects of  water  and  electrolyte  balance.  For  example, 
there  is  a discussion  of  changes  in  congestive  heart 
failure,  in  liver  disease  and  in  a number  of  other  patho- 
logic states,  as  well  as  a consideration  of  the  normal 
physiology.  Because  of  the  presentation  by  several 
authors,  occasionally  there  are  overlaps  and  disagree- 
ments about  some  of  the  basic  principles.  Therefore, 
the  reader  is  cautioned  to  look  for  variations  of  opin- 
ion about  some  of  the  aspects  of  this  very  important 
physiologic  phenomenon.  If  there  had  been  more  pre- 
cise editing,  though  the  subject  is  a large  one,  repeti- 
tion could  have  been  eliminated,  and  the  book  could 
have  been  made  less  voluminous. — M.  E.  Alberts,  M.D. 

BOOKS  RECEIVED 

CROSSEN'S  SYNOPSIS  OF  GYNECOLOGY,  SIXTH  EDI- 
TION, by  Daniel  Winston  Beacham,  M.D.,  and  Woodard 
Davis  Beacham,  M.D.  (St.  Louis,  C.  V.  Mosby  Company, 
1963.  $7.50). 

THE  HISTORY  AND  EXAMINATION  OF  THE  PATIENT, 
PHYSICAL  DIAGNOSIS,  SECOND  EDITION,  by  John  A. 
Prior,  M.D.,  and  Jack  S.  Silberstein,  M.D.  (St.  Louis, 
C.  V.  Mosby  Company,  1963.  $8.50). 

THE  CARE  OF  THE  RHEUMATOID  HAND,  by  Adrian  E. 
Flatt,  M.D.  (St.  Louis,  C.  V.  Mosby  Company,  1963.  $11.50). 


Evaluation  of  Adolescents'  Problems 
at  AMA  Clinical  Meeting 

Practical  approaches  to  everyday  problems  in 
adolescent  patients  will  be  the  feature  of  a sym- 
posium on  the  program  of  the  17th  Clinical  Meet- 
ing of  the  American  Medical  Association  Decem- 
ber 1-4  at  Portland,  Oregon. 

Other  scientific  subjects  to  be  covered  by  speak- 
ers during  the  four-day  meeting  include:  heart 
and  blood-vessel  surgery;  peptic  ulcer;  the  prac- 
tical clinical  approach  to  anticoagulants,  metabolic 
obesity,  anemia,  edema  and  undiagnosed  fever; 
urology;  obstetrics  and  gynecology;  trauma  as  it 
relates  to  everyday  noises;  smoking  in  relation  to 
mortality  and  morbidity;  and  causes  of  death  in 
automobile  accidents. 

Dr.  Joseph  B.  Trainer,  of  the  University  of  Ore- 
gon Medical  School,  working  closely  with  the 
AMA  Committee  on  Medical  Motion  Pictures  and 
Television,  has  announced  that  varied  and  exten- 
sive live,  closed-circuit  television  programs  will  be 
shown  to  physicians  during  the  clinical  meeting. 
Thirty  physicians,  most  of  them  from  Portland, 
will  take  part  in  this  program,  and  it  will  cover: 
eye  examinations;  resuscitation  techniques  and 
their  utilization  in  surgery,  obstetrics,  and  in 
coronary  disease;  psychiatric  evaluation  of  the 
alcoholic;  a tumor  clinic  session;  the  crippled 
child;  and  the  diagnosis  and  surgical  approaches 
to  the  relief  of  deafness. 

Another  outstanding  attraction  will  be  a sym- 
posium on  “Genes,  Chromosomes  and  Immune 
Mechanisms”  held  on  Monday,  December  2,  the 
second  day  of  the  meeting.  The  same  subject  will 
be  covered  in  a guest  lecture  on  Tuesday  morning 
by  Rupert  E.  Billingham,  Ph.D.,  of  the  Wistar  In- 
stitute, Philadelphia,  a world  authority  on  tissue 
immunity.  He  collaborated  with  Peter  Brian  Meda- 
war,  of  London,  who  won  the  Nobel  Prize  in  Med- 
icine in  1960. 

Immunization,  with  special  emphasis  on  the 
viruses,  will  be  covered  on  Tuesday’s  program, 
along  with  cancer  of  the  breast. 

Outstanding  authorities  in  the  diagnosis  and 
treatment  of  breast  cancer  will  exchange  ideas 
and  discuss  the  newest  forms  of  treatment.  The 
physicians  are  Ian  Macdonald  and  Richard  Martin 
of  the  M.  D.  Anderson  Hospital  in  Houston,  and 
Dr.  Maurice  Lenz,  emeritus  professor  of  radiology 
at  Columbia  Presbyterian  Hospital,  New  York. 

Also  on  Tuesday  a number  of  outstanding  spe- 
cialists will  discuss  the  surgical  aspects  of  infec- 
tion. 

Another  highlight  of  the  scientific  program  will 
be  a day-long  Tuesday  program  on  kidney  prob- 
lems, including  the  newest  thoughts  on  kidney 
acid-base  control.  A renal  symposium  will  include 
an  airing  of  the  principles  of  intermittent  dialysis 
as  well  as  the  socio-economic  problems  associated 
with  keeping  such  chronic  uremic  patients  alive. 


Seventh  Annual  National  Convention 
American  Association  of  Medical 
Assistants 

EDEN  ROC  HOTEL,  MIAMI  BEACH,  FLORIDA 
OCTOBER  9-13,  1963 

The  1963  convention  program  provides  intensive 
educational  sessions  and  workshops  designed  to 
help  each  member  become  more  proficient  in  her 
job  and  better  versed  in  the  field.  It  includes  spe- 
cial social  events,  and  allows  her  ample  time  for 
fun  and  fellowship. 

Approximately  160  medical  assistants  plan  to 
take  examinations  for  certification  as  a Medical 
Assistant,  Administrative;  Medical  Assistant,  Clin- 
ical; or  Medical  Assistant,  Administrative  and  Clin- 
ical. These  examinations  will  be  given  simulta- 
neously in  Miami  Beach,  Florida,  Lawrence,  Kan- 
sas, and  Fullerton,  California. 

Outstanding  speakers  have  been  chosen  to  ad- 
dress the  various  educational  sessions,  and  all-in- 
all,  a splendid  program  awaits  the  delegates  and 
members  attending  the  convention. 

TUESDAY,  OCTOBER  8 
Board  of  Directors  Meeting 

WEDNESDAY,  OCTOBER  9 
Board  of  Directors  Meeting 
House  of  Delegates  Convenes 
Reference  Committee  Meetings 

THURSDAY,  OCTOBER  10 
House  of  Delegates  Meeting 
Delegates’  Luncheon 

FRIDAY,  OCTOBER  11 
General  Session 

Speakers:  William  Mixson,  M.D.,  OB-Gyn,  Florida; 
Mr.  Jack  Johnston,  AAMA  Insurance  Admin- 
istrator. 

State  Luncheon — State  Presidents  honored 
Social  Hour 

Dinner  and  complimentary  floor  show 

SATURDAY,  OCTOBER  12 
Workshops:  Publications,  Electronic  Bookkeeping, 

Certification,  Education 

Luncheon:  Speaker,  Edward  Annis,  M.D.,  President, 
American  Medical  Association 
Wyeth  Leadership  Symposium  on  Mental  Health 
Panel  presentation:  Moderator,  Jack  Rothstein, 
Wyeth  Laboratories.  Speakers:  William  F.  Shee- 
ley,  M.D.,  American  Psychiatric  Association; 
Ner  Littner,  M.D.,  Child  Therapy  Institute; 


Charles  Carter,  M.D.,  Director  Sunland  Train- 
ing Center;  John  Ainslie,  M.D.,  University  of 
Florida. 

Cocktail  Party,  compliments  of  the  Eden  Roc  Hotel 
Installation  Banquet:  Speaker,  Warren  Quillian, 

M.D.,  President,  Florida  Medical  Association 

SUNDAY,  OCTOBER  13 
Continental  Breakfast 
Close  of  Convention 

IAMA  has  sponsored  a Medical  Assistants’  ex- 
cursion flight  leaving  Chicago  on  Sunday,  October 
6 and  returning  in  two  sections — the  first  leaving 
Miami  Beach  on  Sunday,  October  13  and  the  sec- 
ond leaving  Miami  Beach  on  Wednesday,  October 
16.  The  second  flight  will  accommodate  members 
who  are  taking  the  post-convention  vacation  jaunt 
to  the  Bahamas,  leaving  Miami  Beach  on  Sunday, 
October  13  and  returning  October  16. 

Members  from  Illinois,  Indiana,  Wisconsin  and 
Iowa  will  participate  in  the  excursion  flight  from 
Chicago  to  Miami  Beach  planned  by  IAMA.  The 
Bahama  flight  has  been  planned  by  the  AAMA 
Convention  Committee. 

—Helen  G.  Hughes 


Guides  to  the  Evaluation  of 
Permanent  Impairment 

Announcement  has  been  made  of  the  availability 
of  the  fifth  in  the  series  of  “Guides  to  the  Evalua- 
tion of  Permanent  Impairment”  developed  by  the 
AMA  Committee  on  Medical  Rating  of  Physical 
Impairment,  and  authorized  for  publication  by  the 
AMA  Board  of  Trustees.  It  is  entitled  “The  Cen- 
tral Nervous  System.” 

This  guide,  like  all  of  the  others  in  the  series, 
has  been  designed  primarily  for  use  by  physicians. 
Like  the  others,  however,  it  is  of  interest  and 
of  use  to  all  who  are  concerned  with  the  medical, 
administrative  or  judicial  aspects  of  programs  for 
the  disabled. 

The  other  published  guides  in  the  series  deal 
with  the  extremities  and  back,  the  visual  system, 
the  cardiovascular  system,  and  the  ear,  nose,  throat 
and  related  structures. 

A limited  number  of  copies  of  the  guides  may 
be  obtained  without  charge  upon  written  request 
to  the  AMA  Committee  on  Medical  Rating  of 
Physical  Impairment,  535  North  Dearborn  Street, 
Chicago  60610. 
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exAMlHATlONS 


THE  DOCTORS  BUSINESS 


How  Does  Your  Net  Worth 
Compare  With  the  Average? 

HOWARD  D.  BAKER 
Waterloo 


Last  month,  I pointed  out  the  really  tremendous 
advantage  of  which  a man  can  avail  himself  by 
starting  his  savings  and  investment  program  early. 
With  the  thought  that  each  of  you  would  like  to 
compare  your  financial  achievements  with  the 
average  of  a considerable  group  of  professional 
men — physicians  and  dentists  practicing  in  the 
Midwest — we  have  just  completed  a survey  of  our 
clients’  net  worth  data.  The  detailed  results  show 
how  many  of  them  have  farms,  oil  property,  rental 
property,  medical  buildings,  stocks,  residences, 
cash  and  bonds,  and  the  amounts  of  investments  in 
each  of  these  classifications,  by  age  group. 

Following  is  a summary  of  the  “averages.” 

FINANCIAL  DATA  ON  PHYSICIANS  AND  DENTISTS, 

BY  AGE  GROUPS 


Age 

Percentage 
o(  Clients 

Average 

Assets 

Average 

Liabilities 

Average 
Net  Worth 

Under  35 

16% 

$ 67,930 

$22,370 

$ 45,560 

36-40 

25% 

81,170 

23,830 

57,340 

41-45 

19% 

109,450 

23,270 

86,180 

46-50 

16% 

1 19,310 

19,230 

100,080 

51-60 

19% 

151,200 

17,480 

133,720 

Over  60 

5% 

130,770 

12,300 

1 18,470 

Our  “average  client”  is  44  years  of  age,  has 
$106,400  of  assets  (including  professional  accounts), 
$21,040  of  liabilities,  and  a net  worth  of  $85,360. 
This  figure  does  not  include  furniture  and  personal 
property,  life  insurance  cash  values,  or  unrealized 

Mr.  Baker  is  a partner  in  Professional  Management  Mid- 
west, and  manager  of  its  Retirement  Planning  Department. 
He  majored  in  accounting  and  business  administration  at 
S.U.I.,  and  was  an  agent  of  the  U.  S.  Bureau  of  Internal 
Revenue  for  3Y2  years  before  forming  his  present  association 
in  1953. 


appreciation  on  investment  assets,  all  of  which 
probably  amount  to  another  $30,000,  increasing  his 
net  worth  to  over  $115,000.  This  average  doctor 
owns  a residence  that  cost  him  $33,500,  and  has 
“productive”  assets  in  his  estate  totaling  about 
$72,000,  including  a professional  building  and  his 
dental  or  medical  equipment. 

THESE  MEN  MADE  AN  EARLY  START  AT 
SAVING  THEIR  MONEY 

From  these  summary  figures,  it  appears  that  the 
greatest  economic  gains  are  made  by  professional 
men  between  the  ages  of  50  and  60  years,  but  that 
significant  progress  also  is  made  by  those  be- 
tween 41  and  45  years  of  age.  Those  in  the  age 
brackets  36-40,  46-50  and  over  60  appear  to  be 
least  productive.  It  was  surprising  to  find  that 
though  our  youngest  age  group  had  sizeable  debt 
loads,  the  average  does  not  increase  significantly. 
Indeed  it  is  decreased  50  per  cent,  to  the  $12,000 
level,  at  around  age  60. 

The  ratio  of  assets  to  liabilities  for  the  average 
doctor  at  each  of  the  various  ages  demonstrates 
constant  progress,  for  though  it  is  only  3 to  1 at 
ages  under  35,  it  increases  remarkably  to  over  11 
to  1 at  ages  beyond  60 — an  improvement  of  over 
350  per  cent. 

Regarding  specific  types  of  investments,  some  in- 
teresting facts  were  disclosed.  After  discounting 
professional  accounts  receivable  20  per  cent  for 
uncollectibility,  we  found  that  their  average  value 
was  approximately  $16,000.  The  doctors’  average 
practice  assets  were  about  $14,000,  including  build- 
ings and  leasehold  improvements,  and  their  aver- 
age stock  and  investment-fund  holdings  were  worth 
$21,000. 

The  survey  disclosed  that  86  per  cent  of  our  cli- 
ents have  stock  or  investment-fund  shares;  rental 
property  is  owned  by  15  per  cent;  only  10  per  cent 
own  farm  property;  and  4 per  cent  have  oil  ven- 
tures of  one  kind  or  another. 
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AAGP  Accreditation  of  Postgraduate 
Courses 

The  American  Academy  of  General  Practice  has 
long  had  as  its  major  and  distinctive  requirement 
that  its  members  must  have  completed  150  hours 
of  accredited  study  during  the  immediately  pre- 
ceding three  years  in  order  to  be  eligible  for  re- 
newal of  membership.  That  requirement  is  to  re- 
main unchanged,  but  effective  January  1,  1964,  the 
Academy  has  made  its  rules  more  explicit  as  re- 
gards applications  from  medical  schools  and  other 
organizations  for  accreditation  of  their  forthcom- 
ing courses  and  meetings,  and  it  would  like  help 
from  AAGP  members  in  publicizing  them. 

POSTGRADUATE  COURSES  AND  SCIENTIFIC  MEETINGS 

As  in  the  past,  a minimum  of  50  hours — of  the 
150  that  each  member  must  report  in  order  to 
establish  his  eligibility  for  renewal  of  membership 
— must  come  from  the  following: 

1.  Any  postgraduate  course  originated  and  given 
directly  by  an  accredited  medical  school,  provided 
that  an  application  for  accreditation  was  submitted 
at  least  30  days  in  advance  to  the  chairman  of  the 
state  chapter’s  committee  on  education,  on  AAGP 
form  No.  102,  for  forwarding  to  the  regional  ad- 
visor of  the  AAGP  Commission  on  Education,  and 
that  approval  has  been  granted. 

2.  The  AAGP  Annual  Scientific  Assembly,  the 
AAGP  Invitational  Scientific  Congress,  and  any 
course  originated  and  presented  directly  by  the 
AAGP,  its  constituent  state  chapters,  or  the  state 
chapters’  component  chapters,  provided  that  an 
application  for  accreditation  has  been  submitted  to 
the  chairman  of  the  state  chapter’s  committee  on 
education,  on  AAGP  form  No.  102,  for  forwarding 
to  the  regional  advisor  of  the  AAGP  Commission 
on  Education  at  least  30  days  in  advance  of  the 
meeting,  and  provided  that  approval  has  been 
granted. 

3.  The  annual  scientific  assembly  of  each  state 
chapter,  provided  that  an  application  for  accredita- 
tion was  submitted  at  least  30  days  in  advance  to 
the  chairman  of  the  state  chapter’s  committee  on 
accreditation,  on  AAGP  form  No.  102,  for  forward- 
ing to  the  regional  advisor  of  the  AAGP  Commis- 
sion on  Education,  and  that  approval  has  been 
granted. 

The  remaining  100  hours,  a member  may  acquire 
through  other  activities,  as  follows: 


1.  Attendance  at  other  medical  programs  ac- 
credited by  the  AAGP.  These  will  be  approved  if, 
after  review,  they  promise  to  be  of  high  education- 
al and  medical  standards  and  if  applications  for 
their  accreditation  have  been  submitted,  on  AAGP 
form  No.  102,  30  days  in  advance,  to  the  regional 
advisor  of  the  AAGP  Commission  on  Education. 
Such  meetings  will  be  granted  hour-for-hour  ac- 
creditation based  upon  their  actual  scientific  con- 
tent. 

2.  Publication  of  an  original  scientific  paper  in 
a state  or  national  medical  journal.  This  will  en- 
title a member  to  10  accredited  hours. 

3.  Presentation  of  an  original  scientific  paper 
to  a medical  audience  at  the  county  level  or  above. 
This  will  entitle  him  to  10  accredited  hours. 

4.  Preparation  and  presentation  of  a scientific 
exhibit  at  the  state  level  or  above.  This  will  en- 
title him  to  10  accredited  hours. 

5.  Attendance  at  hospital  staff  meetings  and 
county  medical  society  meetings.  These  are  grant- 
ed credit  on  an  hour-for-hour  basis,  and  prior 
approval  of  the  programs  is  not  required. 

CORRESPONDENCE  STUDY 

Medical  school  correspondence  study  will  be 
accepted  for  accreditation  when  a medical  school 
certifies  that  the  AAGP  member  has  successfully 
completed  the  course,  as  evidenced  by  passing  a 
written  examination  given  by  the  school.  The 
number  of  hours’  credit  for  a particular  course 
will  be  based  upon  the  figure  given  by  the  school, 
subject  to  the  approval  of  the  AAGP  Commission 
on  Education  in  assembled  meeting.  No  member 
will  receive  more  than  a total  of  15  hours’  credit 
from  correspondence  courses  in  any  three-year 
period.  No  carry-over  correspondence  study  credit 
will  be  permitted.  A written  examination  for  a 
medical  school  correspondence  course  must  be 
completed  within  six  months  after  receipt  of  the 
final  lesson.  Only  correspondence  courses  given 
by  approved  medical  schools  will  be  considered  for 
accreditation. 

MISCELLANEOUS 

Programs  developed  in  one  area  and  presented 
in  another  may  be  accredited  only  by  action  of 
the  AAGP  Commission  on  Education  in  assembled 
meeting. 

Credit  for  study  in  foreign  countries  will  be 
considered  on  an  individual  basis.  A member 
should  file  his  claim  with  his  state  chapter  educa- 
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tion  committee  chairman,  and  the  chairman  should 
forward  his  recommendation  to  the  regional  ad- 
visor for  a ruling  regarding  its  acceptability  for 
accreditation. 

Credit  for  teaching  as  a preceptor  will  not  be 
allowed. 

No  credit  will  be  allowed  for  military  training 
required  to  maintain  reserve  officer  status  in  the 
Armed  Forces. 

PROCEDURE  FOR  ACCREDITATION  OF  PROGRAMS 

As  has  been  explained  above,  all  requests  for  ac- 
creditation of  programs  must  be  submitted  on  the 
proper  AAGP  form  through  the  established  chan- 
nels of  the  Academy  and  its  constituent  state  chap- 
ters, commissions  and  committees  on  education. 
The  forms  must  reach  the  regional  advisors  at 
least  30  days  prior  to  the  scheduled  dates  of  the 
programs. 

The  chairman  of  the  state  chapter’s  education 
committee  will  make  his  recommendations  to  the 
regional  advisor  of  the  AAGP  Commission  on  Ed- 
ucation. The  regional  advisor  may  or  may  not  fol- 
low that  recommendation  in  granting  or  refusing 
accreditation. 

No  exceptions  to  the  outlined  procedure  will  be 
permitted,  and  no  requests  for  retroactive  ac- 
creditation will  be  granted.  In  the  event  of  a dis- 
agreement on  accredited  hours,  an  appeal  may  be 
made  to  the  full  Commission  in  assembled  meet- 
ing. 

STATEMENT  OF  ACCEPTANCE 

Printed  and  verbal  publicity  for  a program  that 
has  been  granted  accreditation  must  be  presented 
in  this  exact  form  and  no  other:  “This  program  is 
acceptable  for  — accredited  hours  by  the  Amer- 
ican Academy  of  General  Practice.” 

MAXIMUM  HOURS 

Maximum  hours  of  credit  will  be  based  upon 
actual  hours  of  scientific  program  content.  No 
credit  will  be  allowed  for  viewing  scientific  ex- 
hibits. Members  attending  accredited  programs 
will  report  and  receive  credit  for  the  actual  num- 
ber of  hours  attended. 

The  Commission  on  Education  has  developed 
and  published  certain  rules  relative  to  accredit- 
ing courses  and  programs.  They  are  as  follows: 

All  courses  or  programs  must  be  of  high  educa- 
tional, ethical  and  medical  standards. 

Teaching  Aids.  The  Commission  believes  that 
films,  kinescopes,  tape  recordings,  radio  confer- 
ences and  television  are  all  teaching  aids  which 
may  be  used  in  developing  and  conducting  post- 
graduate programs.  It  believes  it  is  neither  neces- 
sary nor  desirable  to  accredit  or  list  individual 
films,  kinescopes,  tape  recordings,  radio  confer- 
ences or  television  programs,  or  the  organiza- 
tions that  produce  or  distribute  them.  The  pro- 
gram in  which  these  aids  are  used  should  be 
judged  on  its  merit.  Local  groups  in  the  more  re- 
mote districts  should  be  encouraged  to  use  these 
teaching  aids  in  developing  their  programs. 


COOPERATION  REQUESTED 

Many  medical  schools  and  other  organizations 
that  conduct  courses,  scientific  meetings,  clinical 
conferences  and  seminars  of  interest  to  general 
practitioners  are  unaware  of  the  Academy’s  defini- 
tions and  policies  as  regards  accreditation  of  pro- 
grams. Too  often,  these  organizations  develop  and 
announce  programs,  and  only  then  seek  accredita- 
tion. The  directors  of  the  sponsoring  organizations 
point  out  that  their  program  is  designed  to  provide 
instruction  in  areas  of  interest  to  general  prac- 
titioners, and  that  the  instruction  will  be  of  high 
quality,  but  at  that  stage  of  production  it  may  be 
too  late  for  the  AAGP  to  grant  the  requested  ac- 
creditation. 

The  above-mentioned  requirements  for  prior  ac- 
creditation of  programs  are  to  become  effective 
January  1,  1964,  and  state  chapter  officers  and  all 
other  members  who  have  contact  with  faculty 
members  of  medical  schools  or  with  officers  of 
other  medical  organizations  and  related  health 
groups  should  bring  them  to  these  people’s  atten- 
tion. 

If  there  can  be  more  cooperation  between  the 
Academy’s  local  and  state  chapter  officers  and  the 
personnel  of  organizations  producing  postgraduate 
courses,  many  misunderstandings  regarding  ac- 
ceptable study  for  AAGP  members  can  be  avoid- 
ed. Too  often  a request  is  received  at  Academy 
headquarters  for  accreditation  after  the  program 
has  been  announced. 


Mercy  Medical  Day 

October  26,  1963 
Mercy  Hospital,  Des  Moines,  Iowa 

The  program  for  Mercy  Hospital  Medical  Day, 
on  October  26,  begins  at  1:30  p.m.,  and  consists  of 
the  four  speakers  participating  in  a seminar. 

“Autoimmune  Hemolytic  Anemia” 

Israel  Davidsohn,  M.D.,  Director,  Department  of 
Pathology,  Mount  Sinai  Hospital,  Chicago,  Illinois 
“Hypersplenism” 

B.  J.  Koszewski,  M.D.,  Head,  Section  of  Hematology, 
Department  of  Medicine,  Creighton  University 
School  of  Medicine,  Omaha,  Nebraska 
“Anemia:  The  Masquerader” 

Donal  Dunphy,  M.D.,  Professor  and  Chairman,  De- 
partment of  Pediatrics,  State  University  of  Iowa, 
Iowa  City,  Iowa 

“The  Role  of  the  Surgeon  in  the  Problem  of  Anemia’ 
Sidney  E.  Ziffren,  M.D.,  Department  of  Surgery, 
State  University  of  Iowa,  Iowa  City,  Iowa 

The  evening  program  begins  with  a social  hour 
at  6:30  and  is  followed  by  a banquet  at  7:15  at 
Hotel  Fort  Des  Moines.  The  evening  speaker  will 
be  George  M.  Knauf,  M.D.,  Director  of  Space 
Medicine,  Office  of  Manned  Spaceflight,  NASA, 
Washington,  D.  C.  His  topic  is  “Medicine  in  Space 
Flight.” 


STATE  DEPARTMENT  OF  HEALTH 


RALPH  H.  HEEREN,  M.D.,  ACTING  COMMISSIONER 


Morbidity  Report  for  Month  of 
August  1963 


Diseases 

1963 

Aug. 

1963 

July 

1962 

Aug. 

Most  Cases  Reported 
From  These  Counties 

Diphtheria 

0 

0 

0 

Scarlet  fever 

104 

1 10 

77 

Dubuque,  Johnson 

Typhoid  fever 

0 

0 

0 

Smallpox 

0 

0 

0 

Measles 

26 

203 

48 

Dubuque,  Scott 

Whooping  cou 

gh  30 

6 

3 

Greene 

Brucellosis 

13 

8 

10 

Dubuque,  Linn 

Chickenpox 

17 

124 

13 

Scott 

Meningococcic 

meningitis 

1 

1 

0 

Appanoose 

Mumps 

101 

133 

78 

Boone,  Dubuque,  Polk, 

Scott,  Story 

Poliomyelitis 

0 

0 

0 

Infectious 

hepatitis 

22 

17 

25 

Polk,  Scott,  Tama,  Wood- 

bury 

Rabies  in 

animals 

27 

46 

19 

Clayton,  Jefferson,  Johnson, 

Story,  Washington,  Web- 

ster 

Malaria 

0 

1 

0 

Psittacosis 

0 

0 

0 

Q fever 

0 

0 

0 

Tuberculosis 

58 

33 

32 

For  the  state 

Syphilis 

99 

48 

87 

For  the  state 

Gonorrhea 

168 

84 

103 

For  the  state 

Histoplasmosis 

6 

0 

0 

Cerro  Gordo 

Food  intoxication  0 

0 

4 

Meningitis  (type 

unspecified ) 

1 

0 

0 

Polk 

Diphtheria  carrier  0 

0 

0 

Aseptic  menin; 

gitis  0 

1 

1 

Salmonellosis 

8 

22 

2 

Johnson 

Tetanus 

0 

0 

1 

Chancroid 

0 

0 

0 

Encephalitis  (type 

unspecified ) 

0 

0 

0 

H.  influenzal 

meningitis 

0 

0 

0 

Amebiasis 

1 

1 

0 

Dickinson 

Shigellosis 

2 

0 

0 

Dubuque 

Influenza 

0 

0 

3 

The  Earlham  Care  Program 

Because  of  advances  in  the  health  and  social  sci- 
ences, acute  and  communicable  diseases  have  re- 
cently been  replaced  as  the  leading  causes  of 
death.  Now  the  long-term  and  degenerative  dis- 
eases are  the  fatal  ones — ones  such  as  heart  dis- 
ease, cancer,  strokes  and  other  circulatory  con- 
ditions. The  numbers  of  aged  people  have  in- 
creased rapidly,  and  with  this  change  has  come  a 
greater  demand  for  health-care  services.  As  a re- 
sult, the  cost  of  hospital  facilities  has  increased 
three  times  as  rapidly  as  has  the  population.  Com- 
munities have  had  to  seek  ways  of  providing  care 
for  their  chronically  ill  and  aged.  Over  a century 
ago,  home  care  was  the  method  of  choice  in  this 
country.  Then,  as  hospitals  became  safe,  home  care 
was  ignored.  Now  that  the  necessity  for  it  has 
again  arisen,  home  care  programs  have  developed 
throughout  America. 

The  merits  of  home  care  programs  are  many. 
The  cost  is  no  more  than  one-fourth  or  one-fifth 
that  of  hospital  care.  Home  care  can  prevent  or 
shorten  hospitalization.  It  may  prevent  rehospital- 
ization. It  may  postpone  or  even  obviate  institu- 
tionalization. It  can  provide  rehabilitative  services 
and  palliative  care  for  selected  patients.  It  isn’t 
necessarily  a second-best  care;  rather,  it  is  first- 
choice  for  certain  types  of  patients.  The  individual 
cared  for  at  home  is  happier  and  is  surer  of  re- 
taining his  dignity.  He  is  assured  a more  nearly 
normal  life,  and  he  responds  more  satisfactorily  to 
therapy,  in  many  instances. 

The  Earlham  Care  Program,  which  is  now  op- 
erational, is  an  attempt  by  a small  community  in 
rural  Iowa  to  provide  home  care  for  its  senior 
citizens  and  for  others  needing  such  service.  Earl- 
ham is  located  about  30  miles  west  of  Des  Moines, 
in  Madison  County.  It  has  a population  of  about 
800,  and  serves  an  area  with  a population  of  about 
2,000.  A recent  survey  revealed  that  about  17  per 
cent  of  these  people  were  over  65  years  of  age. 
Realizing  that  the  absence  of  a coordinated  home 
care  program  for  the  aged  and  chronically  ill  in 
their  own  homes  was  a serious  gap  in  the  com- 
munity’s services,  the  townspeople  have  developed 
a pilot  home-care  project.  A nine-member  board  of 
directors  administers  it,  meeting  regularly  to  set 
policies  and  to  act  upon  reports  of  the  program 
director. 
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The  services  provided  in  the  Earlham  Care  Pro- 
gram are  as  follows: 

1.  Nursing.  A coordinated  home  nursing  service 
has  been  made  available,  for  the  first  time.  The 
nurses  carry  out  recommendations  from  physicians 
for  nursing  care  in  the  patients’  homes;  provide 
instruction  for  family  members  in  patient  care;  re- 
port back  to  the  physician;  and  make  necessary 
arrangements  for  other  recommended  health  pro- 
cedures. They  provide  knowledge  and  guidance  for 
the  entire  program. 

2.  Homemaker  service.  Trained  and  paid  home- 
makers provide  some  of  the  personal-care  services 
required  by  the  aged  and  chronically  ill  or  hand- 
icapped patients  in  their  homes,  so  that  they  can 
get  along  satisfactorily  there.  Homemaking  tasks 
include  cooking,  light  cleaning,  light  laundry, 
mending,  shopping  and  personal-care  services  that 
family  members  would  ordinarily  do.  Primarily, 
this  service  will  maintain  household  routines  and 
sustain  wholesome  family  life  during  periods  of 
illness  or  disability.  Homemaker  services  vary 
both  in  type  and  in  duration.  One  patient  may 
need  only  a half  day  per  week  for  a definite  period; 
another  may  need  a half  or  full  day  of  service  at 
regular  intervals  indefinitely;  and  another  may  re- 
quire 24-hour  service  for  an  emergency  period. 

3.  Meals  on  wheels.  Meals  are  provided  at  low 
cost  for  people  unable  to  prepare  them.  These  are 
prepared  in  a local  restaurant.  When  therapeutic 
diets  are  required,  the  meals  are  planned  by  a 
dietitian  to  make  sure  that  the  patients  receive 
well-balanced,  adequate  nourishment. 

4.  Friendly  visitation.  The  program  will  include 
a systematic  series  of  visits  by  volunteers,  to 
demonstrate  the  community’s  continued  concern 
for  the  patients,  and  to  ascertain  their  needs  and 
report  back  to  the  program  director. 

5.  Communication  service.  In  certain  cases,  the 
chronically-ill  or  aged  and  homebound  will  be 
telephoned  regularly  for  purposes  similar  to  those 
which  are  served  by  the  friendly  visits. 

6.  Activity  center.  The  program  is  presently 
housed  in  the  bank  building,  but  will  soon  move 
into  its  new  quarters,  where  space  will  be  avail- 
able for  recreational  and  therapeutic  activities.  It 
will  also  serve  as  a meeting  place  for  the  persons 
receiving  these  services,  if  they  wish  to  get  to- 
gether. 

7.  Transportation.  There  is  no  public  transporta- 
tion at  Earlham,  or  between  it  and  other  towns, 
but  volunteers  are  undertaking  to  provide  trans- 
portation, when  necessary,  for  the  people  served 
by  the  program. 

Fees  are  charged  for  some  of  the  services  in  this 
program,  and  they  are  based  on  the  costs  and  on 
the  patient’s  ability  to  pay.  Services  are  not  denied 
to  those  unable  to  pay.  The  Earlham  Care  Pro- 
gram is,  therefore,  financed  by  the  fees  collected, 
through  donations,  and  through  assistance  from 
the  Iowa  State  Department  of  Health.  It  was  set 
up  on  a demonstration  basis  for  an  anticipated 
five  years.  It  is  expected  that  as  the  benefits  of 
the  program  become  apparent,  there  will  be  in- 


creasing local  support,  and  that  eventually  the  en- 
tire program  will  be  maintained  out  of  local  funds. 

There  is  a very  definite  need  for  programs  such 
as  this  throughout  Iowa.  The  community  of  Earl- 
ham is  demonstrating  what  can  be  done  when  this 
need  is  realized. 

A home  care  program  has  been  operating  in 
Polk  County  for  1%  years,  altogether  successfully, 
and  similar  ones  are  being  developed  in  Daven- 
port, Sioux  City  and  Burlington. 

How  about  your  town? 


Des  Moines  Population  Study  of 
Glaucoma 

Glaucoma  ranks  second  among  the  causes  of 
blindness  in  the  United  States  today,  afflicting  an 
estimated  2 per  cent  of  persons  over  40  years  of 
age.  No  specific  preventive  measures  are  presently 
available,  but  most  cases  are  amenable  to  therapy 
if  diagnosed  early,  preferably  before  the  onset  of 
overt  symptoms.  Thus  the  early  recognition  of 
glaucoma  can  reduce  its  role  as  a leading  cause 
of  blindness. 

The  Five-Year  Des  Moines  Population  Study  of 
Glaucoma,  initiated  by  the  State  Department  of 
Health  in  1958  and  completed  in  1962,  was  highly 
successful  in  evaluating  tests  for  the  early  detec- 
tion of  the  disease.  Six  hundred  eighty-three  per- 
sons who  thought  they  had  normal  eyes  and  were 
asymptomatic  for  glaucoma  volunteered  for  the 
study.  Ten  different  tests  were  performed  on  those 
volunteers  at  yearly  intervals  for  five  years.  There 
were  two  main  categories  of  those  tests:  (1)  those 
pertaining  to  intraocular  pressure  and  its  dynam- 
ics, and  (2)  those  pertaining  to  visual  function. 

The  results  of  a test  or  a combination  of  two  or 
more  tests  could  be  compared  and  evaluated.  A 
fairly  good  estimate  could  then  be  made  of  their 
value  in  the  early  diagnosis  of  glaucoma. 

From  the  initial  five-year  study  it  was  learned 
that  tests  of  pressure  alone  detected  only  a frac- 
tion of  those  suffering  from  incipient  glaucoma, 
the  reason  being  that  intraocular  pressure  is  var- 
iable both  in  normal  and  in  glaucomatous  eyes. 
This  point  is  highly  significant,  since  all  mass 
screening  heretofore  has  been  done  by  means  of 
pressure  tests.  The  study  showed  that  a minimum 
of  two  tests  are  required — one  pressure  and  one 
visual. 

The  incidence  of  glaucoma  was  found  to  be  high- 
er than  had  previously  been  reported.  Eight  per 
cent  of  the  volunteers  proved  to  have  treatable 
glaucoma,  even  though  they  had  no  eye  com- 
plaints. These  results,  presented  at  various  national 
research  meetings,  have  stimulated  considerable 
interest  at  the  national  level,  and  the  United  States 
Public  Health  Service  has  approved  new  funds  for 
continuing  the  research  for  another  five  years. 

The  objective  of  the  continued  program  is  to 
“evaluate  further  the  predictive  power  of  tonom- 
eter tests  from  the  standpoint  of  the  presence 
or  the  future  development  of  the  visual  field  defect 
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of  glaucoma  as  well  as  to  establish  the  reliability 
and  feasibility  of  visual  field  testing  in  a mass 
screening  project.” 

Twenty-five  hundred  volunteers  over  21  years  of 
age  with  no  ocular  complaints  wih  be  screened  in 
the  first  year  by  tonometry  and  visual  field  tests. 
A smaller  sample  of  this  group  will  be  selected 
for  long-term  follow-up.  The  sample  will  consist  of 
those  volunteers  with  extreme  values  in  the 
tonometer  tests  or  those  who  show  signs  of  the 
glaucoma  field  defect.  It  is  estimated  that  about 
500  persons  will  fall  into  these  categories.  There 
will  also  be  continued  follow-up  of  the  683  volun- 
teers who  have  been  participating  over  the  past 
five  years. 

The  Iowa  State  Department  of  Health  and  the 
Department  of  Ophthalmology  at  the  State  Uni- 
versity of  Iowa  College  of  Medicine  wih  cosponsor 
the  study,  in  cooperation  with  the  Des  Moines- 
Polk  County  Health  Department,  the  Public  Health 
Nursing  Association  and  the  Des  Moines  Council 
of  Social  Agencies.  The  tests  wih  be  under  the  su- 
pervision of  Mansour  Armaly,  M.D.,  associate  pro- 
fessor of  ophthalmology,  State  University  of  Iowa. 

It  is  estimated  that  about  100  volunteers  per  day 
will  be  screened,  and  that  the  screening  period 
will  take  up  about  six  weeks  during  each  year. 

The  recruiting  of  volunteers  with  no  ocular 
complaint  and  over  21  years  of  age  is  presently 
under  way.  This  is  being  done  by  the  secretary 
of  the  Health  Division  of  the  Des  Moines  Council 
of  Social  Agencies,  with  the  cooperation  of  several 
civic,  business  and  other  community  groups.  The 
continued  success  of  this  program  has  shown  the 
value  of  a coordinated  effort  of  major  service  or- 
ganizations and  the  participating  civic  groups  and 
agencies. 


healthy,  husky  children,  however,  run  a risk  of 
complications  with  measles. 

A strain  of  measles  virus  was  isolated  in  1954  by 
Dr.  John  Enders,  of  Harvard  University,  and  his 
associate,  Dr.  Thomas  Peebles.  From  this  virus 
strain,  two  vaccines  have  been  developed,  one 
using  a killed  virus,  the  other  using  a weakened 
live  virus.  The  Iowa  Health  Department  and  the 
U.  S.  Public  Health  Service  recommend  use  of 
the  live-virus  vaccine  in  normal  circumstances. 
One  shot  of  the  live-virus  vaccine  is  said  to  give 
good  protection,  lasting  about  four  years,  for  95 
out  of  100  children.  When  given  alone,  the  live- 
virus  vaccine  causes  some  fever  and  a measles-like 
rash  in  about  three  out  of  ten  children.  This  re- 
action is  reduced  when  the  measles  shot  is  ac- 
companied by  a shot  of  gamma  globulin. 

Dr.  Heeren  stated  the  new  vaccine  will  replace 
gamma  globulin  as  medicine’s  defense  against  the 
serious  effects  of  red  measles. 

The  vaccine,  although  readily  available  in  Dav- 
enport, is  not  being  recommended  by  many  physi- 
cians in  this  area,  according  to  Dr.  T.  W.  Mc- 
Means,  spokesman  for  the  Scott  County  Medical 
Society  in  a statement  made  on  August  19.  That 
the  vaccine  is  generally  “hard  on  people”  is  the 
explanation  for  its  limited  use.  He  added  that  the 
vaccine  had  been  used  in  a few  cases  in  the  coun- 
ty and  that  it  had  produced  a “reaction”  in  the 
patients. 

When  the  vaccine  first  appeared  on  the  market 
in  March,  the  oral  polio  vaccine  series  was  also 
being  offered  in  Davenport.  Dr.  McMeans  said  that 
the  two  vaccines  cannot  be  taken  at  the  same  time 
as  it  could  bring  on  another  reaction.  One  of  the 
vaccines  could  cancel  out  the  effectiveness  of  the 
other. 


The  Red  Measles  Vaccine 

There  is  a disagreement  among  Iowa  physicians 
about  the  recently  developed  measles  vaccine.  Dr. 
Ralph  Heeren,  Director  of  the  State  Health  De- 
partment’s Communicable  Disease  Division  and 
acting  health  commissioner,  has  stated  that  “this 
would  be  a good  time  to  get  measles  immuniza- 
tion.” Health  authorities  are  most  anxious  to  have 
infants  under  one  year  old  protected  by  the  new 
vaccine  as  they  run  more  hazards  when  exposed 
to  measles.  They  are  especially  susceptible  to 
pneumonia  and  other  respiratory  complications. 
Another  group,  for  whom  measles  vaccine  is  es- 
pecially important,  includes  children  weakened  by 
rheumatic  fever,  diabetes  or  asthma.  Such  children 
should  be  protected  from  any  severe  illness.  Even 


New  Telephone  Number  for  the 
STATE  DEPARTMENT  OF  HEALTH 
281-501 1 


Northeast  Iowa  Clinical  Conference 

The  annual  Northeast  Iowa  Clinical  Confer- 
ence is  to  be  held  on  Thursday,  October  24, 
this  year,  at  Clayton  House,  300  W.  Mullan  Ave- 
nue, in  Waterloo.  The  program,  which  the  Amer- 
ican Academy  of  General  Practice  has  approved 
for  five  hours  of  Category  I credit,  will  be  as 
follows: 

Dr.  Gilbert  Clark:  “Recent  Advances  in  Diag- 
nostic Laboratory  Medicine” 

Dr.  William  Ashe:  “Medical  Problems  Presented 
by  Aero-space  Age” 

Dr.  Bernard  Spencer:  “Emergent  Surgery  of  the 
Newborn” 

Dr.  Charles  Blackburn:  “Chemotherapeutic 

Treatment  of  Malignant  Disease” 

Dr.  William  Paul:  “Advances  in  Research  and 
Treatment  of  Arthritis  and  Rheumatism” 

Dr.  Richard  Eckhardt:  “Management  of  Cir- 
rhosis of  the  Liver  and  Its  Complications” 

The  Iowa  Division  of  the  American  Cancer  So- 
ciety is  cosponsoring  Dr.  Blackburn’s  presentation. 
There  is  to  be  no  registration  fee,  and  a special 
program  is  being  arranged  for  doctors’  wives. 
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Firearms  and  Children 

On  several  occasions  in  or  near  Des  Moines  dur- 
ing the  past  year,  children  have  killed  playmates 
with  guns  that  their  parents  didn’t  know  they 
possessed,  or  with  ones  to  which  their  parents 
weren’t  aware  that  they  had  access.  Accidents  of 
these  sorts,  and  ones  resulting  from  the  misuse  of 
dangerous  hunting  practices  by  untrained  children 
or  teenagers,  are  commonplace  throughout  the 
rest  of  the  state,  as  well.  It  is  high  time  that  the 
Woman’s  Auxiliary  and  similar  civic-service  groups 
took  steps  to  prevent  them. 

The  reader’s  digest  for  July,  1963,  contains  an 
article  condensed  from  a recent  issue  of  parade 
calling  attention  to  the  ease  with  which  young- 
sters can  buy  pistols  and  even  more  inappropriate 
weapons.  It  tells  of  a man  in  Washington,  D.  C., 
who  found  that  his  15-year-old  son  had  a .38  cali- 
ber double-action  revolver  made  for  the  British 
Commandos  during  World  War  II.  It  fires  a low- 
velocity  bullet  that  is  deadly  at  close  range,  and 
can  knock  a man  down  at  15  yards.  The  boy  had 
seen  it  advertised  in  a comic  book,  and  had  paid 
$12.88  for  it,  including  shipping  charges. 

A 16-year-old  boy  in  Fairfax,  Virginia,  the  ar- 
ticle says,  accidentally  shot  and  killed  a 14-year- 
old  companion  with  a snub-nosed  .38  which  he 
had  bought  for  $29.95  plus  shipping  charges  from  a 
Los  Angeles  mail  order  house.  When  told  about 
the  tragedy,  the  dealer  shrugged  and  said,  “If 
they’ve  got  the  money,  I sell  them  the  gun.  I’m 
not  responsible  for  what  they  do  with  it.” 

The  article  points  to  a serious  need  for  national 
legislation  to  prevent  such  sales  of  guns.  At  pres- 
ent, though  it  is  illegal  to  ship  firearms  through 
the  mails,  there  is  nothing  to  prevent  anyone’s 
sending  them  by  other  means.  Indeed  REA  Ex- 
press, as  a common  carrier,  cannot  refuse  to  trans- 
port any  legal  commodity,  and  the  Internal  Reve- 
nue Service  must  issue  licenses  to  dealers  wishing 
to  ship  arms  across  state  lines. 

Comic  books  and  the  more  sensational  maga- 
zines, the  article  declared,  are  packed  with  ad- 
vertisements asking  teenagers  “How’d  you  like  to 
be  the  most  accurate  and  fastest  gun  alive?”  and 
offering  a “lightning”  revolver  for  $5  down.  Or 
for  $49.95,  youngsters  can  buy  a .45  submachine 
gun.  To  avoid  a $200  transfer  tax,  the  barrel  has 
been  plugged,  but  the  ad  says  this  has  been  done 


“neatly,”  and  that  “the  gun  can  be  readily  dis- 
assembled for  study.”  Actually,  the  gun  can  be  put 
into  firing  condition  in  20  minutes.  Replicas  of  the 
Wild  West  derringer  are  being  turned  out  by  the 
thousands  in  basement  workshops  at  a cost  of 
about  $5  each,  and  are  being  sold  in  the  United 
States  for  prices  up  to  $19.95. 

Currently  there  are  no  federal  or  state  laws 
prohibiting  the  shipment  of  firearms,  but  seven 
states  (Massachusetts,  Michigan,  Missouri,  New 
Jersey,  New  York,  North  Carolina  and  Tennessee) 
and  two  cities  (New  Orleans  and  Chicago)  impose 
some  restrictions. 

Aside  from  advocating  the  passage  of  laws  to 
hamper  or  prevent  the  sale  of  firearms  to  juve- 
niles, there  are  several  actions  in  which  Auxiliary 
chapters  can  take  the  lead.  First,  along  with  advo- 
cating the  safe  storage  of  medicines  and  household 
compounds  containing  dangerous  ingredients, 
Auxiliaries  and  their  individual  members  can 
publicize  the  need  for  keeping  guns  and  ammuni- 
tion out  of  the  reach  of  small  children,  and  of 
keeping  such  weapons  disassembled  between  hunt- 
ing trips  or  target-practice  sessions.  Second,  Aux- 
iliaries can  help  to  organize  clubs  or  classes  in  the 
proper  use  of  guns,  and  can  persuade  their  com- 
munities about  the  need  for  providing  supervision 
for  all  young  hunters.  Organizations  like  the  Na- 
tional Rifle  Association  and  Junior  Rifle  Clubs  are 
happy  to  assist  in  such  projects. 


Programs  and  Projects 

Auxiliaries  are  not  independent  organizations, 
but  rather  are  allies  of  the  AMA,  the  Iowa  Medical 
Society  and  the  county  medical  societies.  It  cannot 
be  overemphasized  that  any  activity  of  the  Auxil- 
iaries must  have  the  approval  of  the  medical  so- 
ciety at  the  corresponding  level.  The  Auxiliaries 
do  not  affiliate  but  do  work  with  other  organiza- 
tions, with  the  approval  of  the  advisory  committee 
of  the  medical  societies  at  their  respective  levels. 
Any  cooperative  work  that  they  plan  to  under- 
take with  other  organizations,  it  should  be  care- 
fully noted,  must  first  be  approved. 

Program  materials  are  available  from  the  Na- 
tional Auxiliary  and  from  the  AMA,  as  well  as 
from  the  State  Medical  Society  office  in  Des 
Moines.  The  use  of  materials  from  other  organiza- 
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tions,  please  note,  should  first  be  reviewed  by 
the  advisory  committee  of  the  respective  medical 
society. 

COMMUNITY  SERVICE 

As  Auxiliaries  and  as  individuals,  doctors’  wives 
help  to  implement  medicine’s  concern  for  the  wel- 
fare of  each  geographic  area.  As  helpmates  to  your 
husbands  and  as  assistants  to  the  medical  profes- 
sion, you  endeavor  to  meet  the  health  needs  of  the 
people  in  your  communities.  Since  service  is  the 
tradition  of  doctors  of  medicine,  it  therefore  be- 
comes your  tradition. 

If  you  “Serve  and  Communicate,”  you  can  be- 
come known  as  good  citizens  and  leaders  in  pro- 
moting community  health.  The  totality  of  com- 
munity effort  made  by  the  doctor  and  his  wife 
helps  to  improve  the  public’s  attitude  toward  the 
medical  profession. 

Serve  by  cooperating  with  other  community 
groups  in  meeting  community  health  needs. 

Communicate  with  other  organizations,  telling 
them  of  medical  society  and  Auxiliary  health  pro- 
grams, information,  printed  matter  and  speakers 
that  are  available. 

Special  projects  in  your  community  should  be 
given  a prominent  place  in  your  Auxiliary’s  plans, 
for  they  can  be  shaped  to  meet  the  particular  needs 
of  your  county.  Keep  flexible,  so  that  you  can  start 
new  projects  if  need  be. 


A New  Form  of  Segregation 

The  editors  of  the  wall  street  journal,  like 
many  of  the  rest  of  us,  are  growing  a bit  grey 
around  the  temples  but  resent  being  referred  to  as 
“senior  citizens.”  They  not  only  dislike  the  patron- 
izing tone  of  that  appellation — calling  it  a euphe- 
mism like  mortician,  which  is  favored  by  people 
who  don’t  like  to  call  a spade  a spade — but  also 
suspect  the  motives  of  the  Kennedy  administration 
in  popularizing  it.  “We  are  not  so  young  as  to  be 
insensitive  to  the  problems  of  aging,”  they  declare, 
“but  we  don’t  want  anybody  calling  us  senior  citi- 
zen as  though  we  were  something  set  apart  from 
our  fellow  man.” 

“The  segregation  thread  runs  through  much 
more  than  the  President’s  discussion  of  medicare, 
though  that  is  an  extreme  example,”  their  editorial 
continues.  “Discounting  the  tremendous  expansion 
of  private  and  public  health  care  for  all  people, 
including  the  aged,  Mr.  Kennedy  dogmatically  in- 
sists on  his  compulsory  Social-Security  approach 
for  those  over  65.  Whether  or  not  it  is  an  opening 
door  to  socialized  medicine,  as  it  may  well  be,  it 
is  surely  about  the  most  costly  and  inefficient 
scheme  imaginable. 

“Then  consider  some  of  the  government’s  other 
plans  for  putting  old  people  in  a special  category: 


“More  food  and  drug  protection  for  the  elderly. 
Special  tax  benefits  for  the  elderly.  ‘Improvements’ 
in  general  old-age  assistance,  including  federal  in- 
trusion in  the  private  matter  of  their  handling  of 
money.  A new  five-year  program  designed  to  stim- 
ulate employment  opportunities  for  the  aged — at  a 
time  when  more  and  more  companies  are  opening 
up  just  such  opportunities. 

“There  is  to  be  much  more  housing  assistance  as 
well.  It  would  include  aid  for  construction  of  ‘spe- 
cially designed’  housing  for  the  elderly  (no  segre- 
gation intended,  of  course).  It  would  make  single 
old  people  eligible  for  ‘moderate  income’  housing, 
by  which  interesting  category  is  meant  people 
whose  incomes  are  too  high  for  public  housing  but 
too  low  for  private  housing. 

“Men  can  debate  the  merits  of  any  of  these  and 
other  specific  proposals.  But  take  the  message  as 
a whole  and  it  is  impossible  to  avoid  the  unpleas- 
ant impression  that  old  people  as  a class  are  being 
treated  as  incompetents  whose  only  hope  is  to  be- 
come wards  of  government.” 

The  newly-installed  president  of  the  United 
States  Chamber  of  Commerce,  in  a series  of 
speeches  before  organizations  throughout  the 
country,  is  calling  attention  to  the  immorality  of 
the  constant  raids  on  the  U.  S.  Treasury  by  our 
senators  and  representatives  in  order  to  continue 
and  to  enlarge  military  installations  and  defense 
industries  in  their  respective  districts,  knowing 
that  there  is  no  surer  way  to  assure  their  own  re- 
election.  The  editors  of  the  wall  street  journal 
maintain  that  Mr.  Kennedy  is  doing  the  same 
thing — attempting  to  curry  favor  with  a large 
group  of  voters,  regardless  of  the  actual  needs  of 
the  persons  to  be  benefitted,  and  regardless  of  the 
cost  to  the  American  people  as  a whole.  In  this 
instance,  they  maintain,  he  is  not  only  attempting 
to  make  older  people,  as  a class,  into  a vested  in- 
terest, but  quite  unjustifiably  is  encouraging 
everyone  to  pity  them. 


Community  Health  Week 
October  20-26 

The  American  Medical  Association  has  desig- 
nated the  week  of  October  20-26  as  Community 
Health  Week  for  the  nation.  Appropriate  releases 
will  be  provided  to  the  press  regarding  medicine’s 
contribution  to  the  nation’s  health.  Physicians  and 
their  wives  should  take  this  opportunity  to  publi- 
cize the  local,  county  or  state  projects  their  orga- 
nizations have  developed  in  the  public  interest, 
such  as  health  fairs,  science  fairs,  immunization 
campaigns,  health  career  information  programs, 
auto  seat-belt  installation  campaigns,  poster  and 
slogan  contests,  and  other  health  programs  which 
meet  the  needs  of  their  communities. 
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Fall  Board  Meeting 

The  Woman’s  Auxiliary  Board  will  meet  in  the 
conference  room  of  the  Iowa  Medical  Society 
Building,  529 — 36th  Street,  Des  Moines,  on  Tues- 
day, October  29  at  9:30  a.m.  Board  members  are 
asked  please  to  note  the  date,  since  a change  has 
been  made  from  the  date  set  last  spring. 

The  Annual  Meeting  of  the  Planning  Committee 
will  also  take  place  at  the  Iowa  Medical  Society 
Building,  Des  Moines,  at  10:30  a.m.,  on  Monday, 
OCTOBER  28. 


Schedule  for  1963  District  Meetings 

District  VI — Councilor:  Mrs.  R.  O.  Bailey,  Waterloo 

October  16:  Waterloo,  Black’s  Tea  Room,  12:30 
p.m. 

Hostess  Auxiliary:  Black  Hawk  County 

President — Mrs.  L.  L.  Zager,  121  Kenway  Road, 
Waterloo 

District  VIII — Councilor:  Mrs.  J.  E.  Bishop, 

Davenport 

October  17:  Davenport,  Outing  Club,  12:30  p.m. 

Hostess  Auxiliary:  Scott  County 

President — Mrs.  R.  W.  McConnell,  218  Forest 
Road,  Davenport 

District  I — Councilor:  Mrs.  M.  F.  Kiesau,  Post- 
ville 

October  23:  Postville,  V & J Dining  Room,  1:00 
p.m. 

Hostess  Auxiliary:  Allamakee  County 

President — Mrs.  C.  R.  Rominger,  604  Allamakee 
Street,  Waukon 

District  VI — Councilor:  Mrs.  C.  E.  White,  Inde- 
pendence 

October  24:  Dubuque,  Dubuque  Golf  and  Coun- 
try Club,  1:15  p.m. 

Hostess  Auxiliary:  Dubuque  County 

President — Mrs.  C.  M.  Strand,  2785  Pennsyl- 
vania, Dubuque 

If  you  live  in  one  of  the  above  districts,  please 
return  your  reservation  card  indicating  you  will 
be  present. 


Conferences  for  Health  Careers  Clubs 

Area  conferences  for  Future  Nurses  Clubs  and 
Health  Careers  Clubs  will  be  held  in  three  Iowa 
cities  on  Friday,  October  18.  Each  organization 
may  send  four  representatives  from  the  eleventh 
and  twelfth  grades,  plus  its  advisor  and/or  spon- 
sors, to  the  meeting  most  convenient  for  them  to 
attend. 

The  Eastern  Area  Conference  will  be  held  in 
Amphitheater  E331,  University  Hospitals,  and  reg- 
istration will  begin  at  9: 00  a.m.  Lunch,  at  the  Quad 
Cafeteria,  will  be  “Dutch.”  Reservations  should  be 
made  in  advance  with  Mrs.  J.  L.  Ehrenhaft,  329 
Ellis  Avenue,  Iowa  City  52241. 

The  Central  Area  Conference  will  be  held  at 
the  Pleasant  View  School,  Webster  City,  and  regis- 
tration will  begin  at  9:00  a.m.  The  registration  fee 
of  $1  will  cover  the  luncheon  and  other  expenses 
of  the  day.  Reservations  should  be  made  with 
Mrs.  B.  F.  Howar,  1008  Boone  Street,  Webster 
City  50595. 

The  Western  Area  Conference,  in  Sioux  City, 
will  be  at  Mercy  Hospital,  with  St.  Vincent’s, 
Methodist  and  Lutheran  Hospitals  sharing  spon- 
sorship of  the  program.  Registration  will  begin  at 
9:  00  a.m.,  and  the  registration  fee  of  $1  will  cover 
the  luncheon  and  other  expenses.  Advance  reser- 
vations should  be  made  with  Mrs.  Henry  Boe,  3919 
Orchard  Street,  Sioux  City  51104. 


Fall  Conference 

The  members  of  the  board  of  directors  of  the 
Woman’s  Auxiliary  to  the  Iowa  Medical  Society 
were  invited  to  attend  the  IMS  Fall  Conference 
for  County  Medical  Society  Officers  and  other 
Representatives  at  the  Savery  Hotel,  in  Des 
Moines,  on  September  18.  The  response  was  ex- 
cellent, since  well  over  50  per  cent  of  the  Auxil- 
iary Board  were  in  attendance.  This  is  an  indica- 
tion that  the  Auxiliary  is  anxious  to  be  well-in- 
formed on  current  medical  problems  and  is  ap- 
preciative of  the  opportunity  to  improve  its  ser- 
vice to  American  medicine.  The  Auxiliary  is  proud 
to  be  acknowledged  as  one  of  medicine’s  allies. 

An  account  of  the  Conference  program  will  be 
carried  in  a future  issue  of  the  woman’s  auxiliary 
news. 


WOMAN’S  AUXILIARY  TO  THE  IOWA  MEDICAL  SOCIETY 


President — Mrs.  G.  J.  McMillan,  436  C Avenue,  Fort  Madison 
President-Elect — Mrs.  H.  G.  Ellis,  5504  Shriver  Avenue,  Des 
Moines  12 

Recording  Secretary — Mrs.  N.  A.  Schacht,  1025  North  23rd 
Street,  Fort  Dodge 


Corresponding  Secretary — Mrs.  F.  L.  Poepsel,  Box  176,  West 
Point 

Treasurer — Mrs.  M.  B.  Cunningham,  Norwalk 

Editor  of  the  news — Mrs.  R.  H.  Palmer,  Box  568,  Postville 
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Helps  to  make  the  epileptic’s  life  more  meaningful 


With  modern,  intelligent  therapy,  epilepsy  has  an  excellent  prognosis.  “Well  over 
90  per  cent  of  the  patients  can  be  adequately  controlled  so  that  they  can  lead  a 
normal  life  and  take  a useful  and  respectable  position  in  society.”1 
Diphenylhydantoin  sodium  is  generally  regarded  as  the  standard  in  anticonvulsant 
medication  because  of  its  effectiveness  in  controlling  grand  mal  and  psychomotor 
seizures.210  It  possesses  a wide  margin  of  safety,  and  the  incidence  of  side  effects 
is  minimal.4  With  this  agent,  oversedation  is  not  a problem.3  Moreover,  its  use  is 
often  accompanied  by  improvement  in  the  patient’s  memory,  intellectual  per- 
formance, and  emotional  stability.11 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions: 
Toxic  effects  are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  generalized  morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with  hepatitis,  and  further  dosage 
is  contraindicated.  Eruptions  then  usually  subside.  Though  mild  and  rarely  an 
indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents, 
and  young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling 
of  unsteadiness.  All  usually  subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  agranulocytopenia,  and  pancytopenia  have  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combination  with  diplopia  and 
ataxia  indicates  dosage  should  be  reduced.  Periodic  examination  of  the  blood 
is  advisable. 

DILANTIN  (diphenylhydantoin  sodium)  is  available  in  Kapseals  of  0.03  Gm.  and 
0.1  Gm.,  bottles  of  100  and  1000. 

REFERENCES:  (1)  Maltby,  G.  L.:  J.  Maine  M.A.  48:257,  1957.  (2)  Roseman,  E.:  Neurology  11:912, 
1961.  (3)  Bray,  P.  F.:  Pediatrics  23:151,  1959.  (4)  Chao,  D.  H.;  Druckman,  R.,  & Kellaway,  P.:  Con- 
vulsive Disorders  of  Children,  Philadelphia,  W.  B.  Saunders  Company,  1958,  p.  120.  (5)  Crawley, 
J.  W.:  M.  Clin.  North  America  42:317,  1958.  (6)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Con- 
vulsive Disorders  in  Children,  Springfield,  III.,  Charles  C Thomas,  1954,  p.  190.  (7)  Ibid.:  Postgrad. 
Med.  20:584,  1956.  (8)  Merritt,  H.  H.:  Brit.  M.  J.  1:666,  1958.  (9)  Carter,  C.  H.:  Arch.  Neurol.  & Psy- 
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Group  Insurance  Programs  for  Members 

of  the 

Iowa  Medical  Society 


WILLIAM  O.  PURDY,  M.D. 
Des  Moines 


This,  the  second  article  of  this  series,  will  deal 
with  the  group  disability  insurance  program  estab- 
lished for  members  of  the  Iowa  Medical  Society. 

In  1955,  after  a careful  analysis  of  the  group 
disability  income  insurance  plans  available,  the 
IMS  Committee  on  Group  Insurance  recommended 
the  establishment  of  such  a program  for  members 
of  the  Society.  The  Society  approved  its  recom- 
mendation, and  the  Commercial  Insurance  Com- 
pany of  Newark,  New  Jersey,  was  selected  as  the 
carrier.  That  firm  was  experienced  in  this  field, 
and  could  provide  coverage  which  wras  both  flex- 
ible and  comprehensive,  at  premium  rates  that 
were  found  to  be  favorable. 

Since  that  time,  this  group  insurance  plan  has 
been  expanded  and  broadened  by  the  Company, 
and  the  coverage  provided  has  kept  pace  with 
changing  times  and  conditions.  A wide  choice  of 
coverages  have  been  made  available  to  fit  the 
needs  of  individual  physicians. 

The  following  is  an  outline  of  the  important 
features  of  the  plan  as  it  exists  at  the  present  time. 
It  illustrates  the  extent  and  the  flexibility  of  the 
coverage.  The  premium  charge  varies  with  the 
amount  and  type  of  benefit  coverage  involved,  and 
also  with  the  age  of  the  insured.  Physicians  under 
age  35  receive  a 25  per  cent  reduction  from  the 
regular  rates. 

AMOUNT  OF  COVERAGE 

The  amount  of  coverage  available  to  a member 
depends  upon  his  age  at  the  time  of  application, 
and  the  policies  provide  for  the  payment  of  dis- 
ability benefits  as  low  as  $25  per  week  or  as  high 
as  $250  per  week  under  certain  conditions. 

Dr.  Purdy,  chairman  of  the  IMS  Committee  on  Group  In- 
surance, is  Vice  President  and  Medical  Director  of  the  Equi- 
table Life  Insurance  Company  of  Iowa.  The  first  in  this  series 
of  articles  appeared  in  the  October,  1963,  issue  of  the  jour- 
nal, and  discussed  Blue  Cross-Blue  Shield  coverages  avail- 
able to  IMS  members  and  their  families. 


DURATION  OF  COVERAGE 

A member  may  select  a plan  providing  for  the 
payment  of  disability  benefits  for  a period  of  five 
years  or  for  his  lifetime  when  disability  has  been 
due  to  accident,  and  for  one,  five  or  seven  years, 
or  to  age  65  when  disability  has  been  due  to  sick- 
ness. 

COMMENCEMENT  OF  DISABILITY  BENEFITS 

A member  may  select  any  one  of  several  types 
of  coverage  with  varying  waiting  periods  after 
disability  commences  and  before  benefits  are 
available.  The  plans  with  the  longer  waiting  pe- 
riods obviously  will  require  smaller  premium 
charges.  For  example,  he  may  select  first-day  ac- 
cident and  eighth-day  sickness  coverage,  or  cover- 
age with  a waiting  period  of  four,  eight  or  thirteen 
weeks,  or  six  months.  A sickness-benefit  waiting 
period  only  may  be  selected,  with  the  accident 
benefit  calculable  from  the  first  day  of  disability. 

PERMANENCY  OF  COVERAGE 

The  policies  are  noncancelable  by  the  Company 
to  individual  doctors  who  are  in  active  practice 
and  who  are  members  of  the  Society.  Though  the 
Company  does  reserve  the  right  to  cancel  the  en- 
tire program,  it  has  never  canceled  coverage  for 
a professional  group  during  its  more  than  35 
years  of  operation. 

CLAIM  EXPERIENCE  AND  ADMINISTRATION 

The  program  is  being  administered  by  the 
Prouty  Company,  of  Des  Moines,  headed  by  Mr. 
William  Prouty,  who  has  been  in  charge  of  the 
program  since  its  inception.  Any  member  with  a 
disputed  claim  may  request  that  it  be  submitted  to 
an  arbitration  board  set  up  by  the  Society  and 
the  Company.  During  the  eight  years  that  this  pro- 
gram has  been  in  existence,  not  one  claim  has 
been  disputed.  Indeed  many  members  who  have 
been  disabled  and  who  have  submitted  claims 
have  voluntarily  expressed  praise  for  the  way  in 
which  their  claims  were  processed,  and  for  the 
prompt  payment  of  their  benefits  without  fuss  or 
delay. 
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TERMINATION  OF  COVERAGE 

The  regular  coverage  terminates  when  the  cov- 
ered member  attains  age  70,  when  he  retires  from 
active  practice,  when  he  ceases  to  be  a member  of 
the  Society,  or  when  he  fails  to  pay  the  premium 
due. 

SENIOR  MEMBER  PLAN 

Upon  attaining  age  70,  an  insured  member  who 
is  continuing  in  full,  active  practice  may  request 
transfer  of  the  same  weekly  coverage  he  previous- 
ly carried,  up  to  a maximum  of  $100  per  week,  to 
the  special  Senior  Member  Plan.  This  arrangement 
provides  for  the  payment  of  benefits  for  one  year 
for  disability  due  to  sickness,  and  for  five  years 
for  disability  due  to  an  accident.  The  Senior  Mem- 
ber policy  may  be  renewed  each  year,  provided 
that  the  insured  remains  a member  of  the  Society 
and  continues  in  full,  active  practice. 

NEW  MEMBER  ENROLLMENT 

A new  member  of  the  Iowa  Medical  Society,  if 
he  is  less  than  70  years  of  age,  may  apply  for  up 
to  $75  per  week  of  disability  income  insurance 
with  lifetime  accident  and  five-year  sickness  dis- 
ability coverage  without  taking  a medical  exami- 
nation or  presenting  other  evidence  of  his  insur- 
ability, provided  that  he  submits  his  application 
within  six  months  of  the  start  of  his  membership 
in  the  Society. 

ADDITIONAL  BENEFITS 

In  consequence  of  its  favorable  claim  experience 
with  the  IMS  group  in  the  past,  the  Company  has 
just  announced  a new  broadening  of  the  plan. 
Without  additional  premium,  the  weekly  disability 
benefits  for  all  insured  members  will  be  increased 
10  per  cent  for  any  covered  disability  beginning 
on  or  after  November  1,  1963.  This  broadened 
coverage  will  be  continued  on  a yearly  basis,  pro- 
vided that  the  claim  experience  is  satisfactory  to 
the  Company. 

NEW  COVERAGE  NOW  AVAILABLE 

The  Company  has  just  announced  that  an  addi- 
tional coverage  is  now  available  to  those  insured 
members  who  desire  it.  This  is  a Loss  of  Use  of 
Hands  rider,  which  will  provide  for  the  payment 
in  a lump  sum  of  100  times  the  amount  of  the 
weekly  disability  benefit  coverage  carried  for 
the  accidental  loss  of  the  use  of  either  or  both 
hands,  either  or  both  arms,  or  any  finger  or 
fingers,  if  in  consequence  the  insured  is  wholly 
prevented  from  practicing  medicine  and  if  loss- 
of-time  benefits  have  been  paid  under  the  policy 
for  one  year  from  the  date  of  injury.  The  annual 
cost  of  this  rider,  which  is  available  to  every  in- 
sured member,  will  be  $1  for  each  $25  of  weekly 
benefit  carried. 

SPECIAL  ENROLLMENT  PERIOD 

The  Commercial  Insurance  Company  has  agreed 
to  a special  open-enrollment  period  of  three 


months,  commencing  November  1,  1963,  so  that 
members  not  now  insured  may  have  an  opportu- 
nity to  enroll  under  the  program.  Every  member 
under  age  70  who  is  actively  practicing  may  en- 
roll for  up  to  $75  per  week  of  disability  income, 
providing  lifetime  accident  and  five-year  sickness 
benefits.  If  at  least  100  members  who  are  not  now 
insured  under  the  plan  enroll  during  this  period, 
the  Company  will  accept  all  applications  for  the 
stated  coverage  without  evidence  of  insurability. 

CONCLUSION 

In  summary,  the  Group  Insurance  Committee 
realizes  that  this  discussion  does  not  cover  all  of 
the  details  of  this  disability  program.  It  hopes, 
however,  that  this  discussion  will  bring  to  the  at- 
tention of  the  members  the  fine  coverage  which 
those  who  are  enrolled  enjoy,  and  at  the  same 
time  that  it  will  stimulate  those  who  have  not  al- 
ready enrolled  to  make  a careful  study  of  the 
plan  which  is  available  to  them  and  to  compare  it, 
if  they  desire,  with  other  coverages  that  they 
may  have.  For  more  detailed  information,  they 
should  get  in  touch  with  the  Prouty  Company, 
2124  Grand  Avenue,  Des  Moines  50312. 

At  the  present  time,  this  program  has  1,004 
members  enrolled.  Since  its  inception  in  1955, 
benefits  totaling  $454,882.00  have  been  paid  to 
members  of  the  Iowa  Medical  Society. 


AMA  Clinical  Meeting 

At  the  AMA  Clinical  Meeting  in  Portland,  Ore- 
gon, December  1-4,  the  opening  day’s  program  will 
be  devoted  to  the  Fifth  National  Conference  on 
the  Medical  Aspects  of  Sports.  Another  of  the 
highlights  will  be  a full  day’s  session  on  adolescent 
medicine.  It  will  include  a paper  by  Harold  S. 
Lillywhite,  Ph.D.,  of  the  University  of  Oregon 
Medical  School,  on  “Learning  Problems  and 
School  Failures,”  and  one  by  Adolph  E.  Christ, 
M.D.,  of  the  University  of  Washington  School  of 
Medicine,  on  “Social  Habits  and  Delinquency.” 

Some  of  the  other  outstanding  speakers  and 
their  topics  will  be:  C.  H.  Stuart-Harris,  M.D.,  of 
the  University  of  Sheffield,  “Shortness  of  Breath”; 
Rupert  E.  Billingham,  Ph.D.,  of  the  University 
of  Pennsylvania,  “Transplantation  Immunology”; 
E.  Cuyler  Hammond,  Sc.D.,  of  the  American  Can- 
cer Society,  “Smoking  in  Relation  to  Mortality 
and  Morbidity”;  Lee  E.  Farr,  M.D.,  University  of 
Texas,  “Trauma  of  Everyday  Noises”;  and  Fred 
M.  Davenport,  M.D.,  of  the  University  of  Michi- 
gan, “Immunization  Against  Influenza  and  Adeno- 
virus Infections.” 

The  scientific  sessions,  exhibits,  medical  mo- 
tion pictures  and  color  television  will  be  at  the 
Memorial  Coliseum,  and  sessions  of  the  AMA 
House  of  Delegates  will  be  at  the  Portland  Hilton 
Hotel. 


Recognition  and  Management  of  Anxiety 

A Panel  Discussion 


Dr.  Max  C.  Pepernik:  Anxiety  is  the  emotional 
reaction  associated  with  the  anticipation  of  danger. 
It  has  a mental  component:  that  of  a haunting 
nameless  fear,  dread,  apprehension  or  feeling  of 
panic;  and  a bodily  reaction  referable  to  the  thal- 
amus, hypothalamus,  sympathetic  nervous  system 
and  the  adrenals.  I shall  come  back  to  these  pro- 
tean manifestations  in  a bit. 

Some  authorities  differentiate  fear  and  anxiety. 
They  regard  fear  as  the  emotional  reaction  to  a 
clear,  well-defined  dangerous  person,  object,  or 
situation — one  which  is  very  likely  to  cause  phys- 
ical harm  to  a person.  An  example  might  be  the 
emotion  experienced  by  a physician  when  a nar- 
cotic addict  is  holding  a gun  on  him  and  is  de- 
manding Morphine. 

In  anxiety,  the  source  of  the  danger  is  occasion- 
ally unknown,  but  more  frequently  it  is  vague 
and  uncertain,  and  almost  always  it  is  associated 
with  a situation  that  most  people  would  not  re- 
gard as  physically  threatening  or  dangerous.  The 
danger  in  this  situation  seems  to  have  a more  per- 
sonal meaning,  and  is  often  related  to  the  subject’s 
uncertainty  about  himself,  to  his  control,  or  to  the 
possible  outcome  of  a situation.  An  example  might 
be  the  reaction  that  occurs  when  one  is  unex- 
pectedly called  upon  to  get  up  and  make  a speech 
at  a meeting. 

When  anxiety  is  present  in  small  amounts,  it 
serves  a useful  protective  purpose  similar  to  that 
of  pain.  The  anxiety  is  the  alarm  system  that 
alerts  us  and  calls  forth  protective  mechanisms. 
It  improves  our  concentration  and  our  learning, 
it  increases  our  motivation  to  deal  with  the  diffi- 
cult or  unpleasant  situation,  and  it  impels  us 
toward  activity.  It  is  like  having  a good  cup  of 

This  presentation  was  made  at  the  Refresher  Course  for 
General  Practitioners,  cosponsored  by  the  Iowa  Chapter  of 
the  American  Academy  of  General  Practice,  at  the  S.U.I. 
College  of  Medicine  in  Iowa  City,  last  February. 


coffee  the  first  thing  in  the  morning  to  help  us 
get  going. 

THE  SYMPTOMS  OF  PATHOLOGIC  ANXIETY 

Anxiety  becomes  pathologic  when  it  increases 
in  intensity  and  duration,  and  by  its  chronic  repeti- 
tion interferes  with  emotional  comfort,  effective- 
ness in  learning,  and  the  achievement  of  realistic 
goals.  It  may  lead  to  disorders  of  mental  or  bodily 
functions. 

There  is  no  absolute  amount  of  anxiety  that 
produces  these  pathologic  reactions,  and  not  all 
experiences  or  situations  are  anxiety-producing 
to  everyone.  There  are  highly  individual  predis- 
positions, tolerances,  and  modes  of  reaction  which 
are  relative,  unique  and  dependent  on  a number 
of  factors  including: 

1.  A person’s  physical  well-being  at  a given  time 

2.  The  stresses  in  his  environment  with  which  he 
is  attempting  to  cope 

3.  His  genetic  and  constitutional  endowment 

4.  His  prior  experiences  with  similar  noxious 
situations  and  his  learned  responses  to  them. 

To  illustrate:  A man  in  his  early  40’s  has  a fam- 
ily history  of  hypertension  and  coronary  disease, 
and  he  has  also  witnessed  the  cardiac  death  of  his 
father.  The  man  has  been  working  hard  in  his 
business  and  is  just  beginning  to  succeed.  He  is 
presently  on  a hunting  trip,  and  on  this  trip  he 
has  been  losing  more  money  at  poker  than  he  can 
afford,  is  staying  up  late  drinking,  and  is  smoking 
excessively.  The  next  morning’s  hunt  is  strenu- 
ous. He  notes  some  paroxysmal  tachycardia  and 
some  shortness  of  breath.  He  fears  that  he  is  hav- 
ing a coronary.  He  becomes  apprehensive.  He  re- 
calls his  father’s  death  and  becomes  more  appre- 
hensive, and  he  also  realizes  that  he  is  far  from 
medical  aid.  He  feels  helpless.  A vicious  cycle  is 
now  set  into  being,  and  an  acute  anxiety  attack 
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ensues,  with  the  predominant  symptoms  referable 
to  the  cardiac  system. 

Let  me  describe  these  anxiety  symptoms  some- 
what further.  We  have  mentioned  the  mental  com- 
ponent with  the  prominent  symptoms  of: 

1.  A feeling  of  apprehension,  dread  or  panic 

2.  A feeling  of  restlessness,  irritability 

3.  An  interference  with  one’s  concentration  and 
thinking  powers. 

The  most  florid  physical  symptoms  occur  in  the 
acute  anxiety  attack: 

1.  Palpitation 

2.  Precordial  pain 

3.  Rapid  pulse 

4.  Feeling  of  choking  or  suffocation 

5.  Hyperventilation 

6.  Flushing 

7.  Perspiration 

8.  Blurring  of  vision  and  dilated  pupils 

9.  Feeling  of  faintness 

10.  Nausea 

This  acute  anxiety  attack  comes  on  abruptly,  it 
is  intense,  it  usually  has  all  of  the  above  symptoms 
and  lasts  for  several  hours,  and  it  is  associated 
with  the  fear  of  death  or  a nameless  dread,  or  a 
sensation  of  panic. 

In  the  more  chronic  anxiety  or  “tension  states,” 
the  symptoms  listed  above  may  be  present,  but 
usually  not  so  vividly,  and  a number  of  the  symp- 
toms may  be  absent.  Most  commonly,  the  patients 
speak  of: 

1.  Restlessness 

2.  Muscle  tension — the  feeling  of  being  tight  all 
over 

3.  Occipital  or  bandlike  headaches  and  pressure 

4.  Precordial  soreness. 

5.  Sleep  difficulty,  especially  an  initial  distur- 
bance, and  often  a broken  sleep  with  nightmares  or 
dreams 

6.  Urinary  frequency 

7.  Diarrhea  or  constipation 

8.  Gastric  hyperactivity  or  belching 

9.  Eyeaches 

10.  Sighing  respirations 

11.  Fatigue — which  is  always  the  end  result  of 
chronic  anxiety  or  tension 

Dr.  Huston  will  now  talk  about  the  importance 
of  diagnosis  in  the  treatment  of  anxiety. 

DIAGNOSTIC  PROBLEMS 

Dr.  P.  E.  Huston:  Such  a bewildering  array  of 
symptoms  as  Dr.  Pepernik  has  listed  for  you  is 
apt  to  be  confusing,  from  a diagnostic  standpoint. 
These  symptoms  may  be  confused  with  those  of 
hyperthyroidism,  certain  forms  of  cardiac  disease, 
hypoglycemia,  diffuse  cerebral  deteriorating  states, 
drug  intoxication,  particularly  when  there  are 
withdrawal  reactions,  post-infectional  conditions 
such  as  influenza,  endocrine  changes  associated 
with  suprarenal  tumor  or  the  menopause,  and  some 
psychiatric  conditions,  notably  depression. 


It  is  not  my  intent  here  to  give  a differential 
diagnosis  of  such  conditions.  Suffice  it  to  say  that 
they  must  be  thought  of,  and  appropriate  examina- 
tions and  observations  must  be  carried  out  to 
establish  the  proper  diagnosis.  To  put  this  point 
in  a somewhat  different  way,  anxiety  and  its 
physiologic  signs  and  subjective  symptoms  may 
exist  as  a part  of  a physical  disease,  as  a reaction 
to  fear  concerning  the  effects  of  known  disease 
separate  from  and  unrelated  to,  but  coexisting 
with,  physical  disease,  and  finally  without  any 
demonstrable  physical  disease. 

A word  about  diagnosis  by  exclusion.  Prefer- 
ably, the  diagnosis  of  the  anxiety  state  should  not 
be  made  solely  by  ruling  out  such  conditions  as 
hyperthyroidism  or  pheochromocytoma.  A more 
accurate  procedure  is  an  attempt  to  establish  the 
diagnosis  along  positive  lines,  seeking  those  factors 
that  are  commonly  found  as  producers  of  an 
anxiety  state.  Anxiety,  as  Dr.  Pepernik  said,  is 
in  part  a normal  response  to  environmental  situ- 
ations in  which  there  is  a feeling  of  uncertainty 
concerning  the  outcome,  or  as  to  the  individual’s 
ability  to  cope  with  the  situation.  The  greater  the 
uncertainty  and  the  more  significant  the  situation 
for  the  individual,  the  more  severe  the  anxiety  is 
apt  to  be,  and  in  the  more  severe  situations  it  may 
pass  over  into  fearful  states  or  even  into  panic. 

We  must,  then,  think  immediately  of  the  medi- 
cal examination  itself,  which  to  many  persons  is 
anxiety-provoking,  as  well  as  of  the  anxiety  factors 
in  the  patient’s  life  situation.  First,  a comment 
about  the  medical  examination.  Getting  such  an 
examination,  even  as  a routine  annual  check-up, 
is  sometimes  viewed  as  an  unusual  situation  with 
an  unpredictable  outcome.  It  is  possible  that  the 
doctor  may  find  something  wrong,  and  this  the 
patient  thinks  may  be  serious,  especially  if  he  has 
been  having  some  kind  of  symptoms.  Or  again,  if 
the  purpose  of  the  examination  is  to  furnish  proof 
of  good  health  as  a part  of  a job  application,  or  if 
the  examination  is  to  determine  the  degree  of  dis- 
ability for  pension  or  compensation  purposes, 
anxiety  may  be  present.  On  the  other  side,  as  we 
all  know,  tactful  handling,  sympathetic  listening 
and  reassurance  are  associated  with  a fall  in  pulse 
rate.  In  a completely  relaxed  patient  sweating 
and  tremors  disappear,  tension  dissipates,  and 
even  deep  reflexes  may  become  sluggish  or  oc- 
casionally vanish  completely. 

When  I talk  about  this,  I am  reminded  that 
some  years  ago  we  were  interested  in  basal  meta- 
bolic rates  for  experimental  purposes,  and  we 
found  that  if  we  took  seven  basal  metabolic  rates 
on  an  individual  on  successive  days,  they  each  fell 
lower  and  lower.  We  finally  said  that  for  the  pur- 
pose of  this  experiment  we  had  to  put  the  patient 
through  at  least  seven  tests  before  getting  the  pa- 
tient anywhere  near  the  so-called  basal  state.  The 
cause  of  the  tenseness  was  simply  the  examina- 
tion situation  itself. 

In  addition  to  the  examination  situation,  there 
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is  the  patient’s  life  situation.  Anxiety  character- 
istically arises  in  certain  kinds  of  life  situations. 
Competition,  facing  new  or  difficult  situations,  pro- 
posing marriage,  marital  discord,  illness  of  a child, 
death  of  a relative,  threatened  loss  of  a job  or 
status,  strained  relationships  with  fellow  employees 
or  with  an  employer — one  may,  in  fact,  list  every- 
thing from  the  daily  and  relatively  petty  irritations, 
annoyances  and  embarrassments  to  the  desperate 
events  which  “try  men’s  souls.” 

PERSONALITY  DIFFERENCES  ARE  IMPORTANT 

People  vary  in  their  ability  to  cope  with  stress. 
Some  learn  to  avoid  crises  because  they  are  too 
painful.  Once  anxious,  twice  shy.  Some  continue 
to  experience  fear  and  dread  for  days  and  weeks 
of  sleepless  nights.  Others,  after  heroic  attempts 
at  self-control  may  gradually  acquire  mastery  of 
their  apprehensions.  Still  others  face  life’s  vicis- 
situdes blandly  and  present  pictures  of  imper- 
turbable composure.  So  we  need  to  know  what 
kind  of  person  we  are  dealing  with,  from  a diag- 
nostic standpoint — what  kind  of  person  we  are 
examining  and  treating — and  something  about  his 
life  situation. 

The  kind  of  person  is  revealed  by  his  behavior 
during  the  examination,  and  by  a knowledge  of  his 
characteristic  ways  of  behaving  in  the  past.  So 
we  need  to  observe  him  closely  throughout  the 
examination.  What  is  there  in  his  general  be- 
havior and  attitude  that  would  suggest  anxiety? 
There  may  be  restlessness,  worrisomeness,  dis- 
tractibility,  garrulousness,  suspiciousness,  shyness, 
cheerfulness,  etc.  And  what  can  we  learn  from 
his  past?  Can  we  pose  questions  during  our  ex- 
amination that  will  evoke  a more  complete  picture 
of  his  life  situation?  We  should  seek  to  learn  the 
composition  of  his  family,  where  they  live  and 
work,  something  of  the  emotional  setting  of  the 
family.  How  do  these  people  get  along  together? 
Where  does  the  patient  stand  in  relation  to  the 
others?  Who  is  the  family  pet?  The  family  scape- 
goat? Who  makes  the  decisions?  What  are  the 
family’s  ideals — work,  prestige,  politics?  How  does 
this  family,  and  in  particular  this  patient,  respond 
to  misfortune,  death,  illness,  business  failure? 
What  does  the  educational,  occupational,  social, 
sexual,  marital  history  reveal  about  this  patient? 
Is  he  energetic,  indolent,  thoughtful,  impetuous? 
All  of  these  are  sources  of  information  on  how  he 
has  reacted  to  stress  in  the  past. 

Now  we  come  to  the  more  important  conclusions. 
Is  the  patient  now  in  a situation  which  might 
reasonably  be  expected  to  evoke  an  anxiety  state 
in  him?  If  so,  then  the  first  point  in  the  positive 
diagnosis  has  been  made.  It  does  not  prove  it,  but 
it  constitutes  presumptive  evidence.  Point  two: 
has  this  person,  in  the  past,  reacted  with  anxiety 
to  stressful  situations  in  a marked  degree?  If  so, 
a second  point  has  been  established  in  favor  of  a 
positive  diagnosis.  Point  three:  does  the  patient’s 
behavior  in  the  examination  situation  itself  show 


much  anxiety?  On  the  other  hand,  does  reassur- 
ance allay  this  so  that  his  pulse  rate  falls,  or  does 
he  tremble  less?  If  so,  this  is  point  three  in  favor 
of  such  a diagnosis. 

Now  we  have  arrived  at  a situation  which  may 
become  quite  complicated,  and  where  judgment 
may  become  very  difficult,  for  if  the  patient  has 
had  tension-producing  situations  and  if,  for  ex- 
ample, there  is  some  evidence  of  hyperthyroidism, 
then  a definite  decision  cannot  be  made.  If  there 
is  no  evidence  of  hyperthyroidism,  and  if  there  is 
one  of  the  other  conditions  that  I mentioned  which 
may  have  anxiety  components,  then  we  have  good 
evidence  for  an  anxiety  state.  If  there  is  no  evi- 
dence of  hyperthyroidism  and  no  anxiety-produc- 
ing state,  and  if  the  patient  has  exhibited  anxiety 
in  the  past,  one  tends  to  favor  the  diagnosis  of 
anxiety. 

In  short,  if  I were  to  go  through  all  of  the  com- 
binations of  factors  here,  you  could  see  that  when 
you  are  dealing  with  a great  many  unknowns  and 
conflicting  pieces  of  evidence,  possibly  of  dubious 
validity,  you  would  end  by  being  forced  to  tem- 
porize. Possibly  you  would  employ  some  anxiety- 
reducing  drug,  and  perhaps  even  a placebo  pill. 

At  a second  appointment,  we  try  to  leam  more 
about  the  patient  by  means  of  sympathetic,  tact- 
ful questions,  and  to  elicit  from  him  a story  that 
will  help  clarify  the  diagnosis.  In  many  cases  our 
initial  impression  is  provisional.  It  is  only  by  see- 
ing the  patient  on  several  occasions  and  by  inquir- 
ing into  his  past— getting  a picture  of  how  he  be- 
haved— that  we  can  confirm  or  reject  our  diag- 
nosis of  an  anxiety  state. 

The  purest  type  of  anxiety  case  is  that  in  which 
there  is  no  complicating  environmental  situation, 
where  there  is  no  stress,  where  the  anxiety  occurs 
in  attacks  that  seem  on  the  surface  to  be  unrelated 
to  any  event  in  the  patient’s  life.  This  is  the  true 
anxiety  neurosis. 

Now,  I’d  like  to  introduce  Dr.  Jenkins,  our  chief 
of  child  psychiatry,  who  will  talk  about  anxiety 
reactions  in  children. 

ANXIETY  IN  CHILDREN 

Dr.  R.  L.  Jenkins:  Children  are  more  prone  to 
anxiety  than  adults,  and  for  obvious  reasons.  The 
less  competent  one  is,  the  more  dependent  he  feels. 
No  child  would  survive  but  for  the  care  of  his  par- 
ents, and  everything  that  threatens  the  cessation 
of  that  care — their  anger,  their  displeasure,  their 
devotion  to  somebody  else — is  a potential  threat, 
and  he  is  likely  to  react  accordingly. 

A very  common  cause  of  anxiety  which  many 
families  are  aware  of  is  the  fear  of  displacement 
as  the  only  child  or  as  the  youngest  child  on  the 
arrival  of  another  child  in  the  family.  A great 
many  parents  are  aware  of  this,  and  yet  many  of 
them  don’t  recognize  how  distressing  such  an  event 
can  be  to  the  child.  In  trying  to  get  mothers  to 
appreciate  this,  I have  asked  them  to  consider  how 
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a woman  might  feel  about  it  if  her  husband  dis- 
appeared for  several  days  and  then  came  back 
home  with  a strange  woman,  and  moved  his  wife 
out  of  the  bedroom  to  make  room  for  his  new  part- 
ner. Something  very  comparable  often  happens  to 
the  older  child’s  sleeping  place  on  the  arrival  of  a 
new  baby.  Continuing  with  the  parallel,  I suggest 
that  the  husband’s  time  would  be  taken  up,  day 
and  night,  by  the  new  arrival,  and  he  might  try  to 
convince  his  wife  that  she  should  be  grateful  to 
have  the  new  woman  in  her  home.  You  know 
what  his  wife  would  do:  she’d  go  home  to  mother! 
But  that  alternative  isn’t  available  to  the  displaced 
child;  he  is  home  with  mother  already! 

The  desperation  that  the  child  may  feel  is  some- 
thing that  parents  need  to  be  made  aware  of. 
This  is  an  occurrence  for  which  there  should  be 
preparation,  to  make  sure  he  doesn’t  feel  neg- 
lected. In  particular,  this  is  the  time  when  the 
father  may  helpfully  make  up  for  attention  that 
the  mother  is  unable  to  give,  and  when  the  par- 
ents should  make  a special  effort  to  take  the  older 
child  in  as  a part  of  the  group,  giving  him  some 
recognition,  some  sense  of  status,  in  relation  to 
the  new  baby. 

The  anxiety  problems  which  we  see  most  often 
in  school-age  children  are  most  pronounced  in 
middle-class  homes,  in  educated  homes  and  in 
homes  of  people  who  are  educationally  ambitious. 
Parental  care  is  essential  for  a child,  and  the 
child’s  best  assurance  that  he  is  going  to  get  it 
is  that  the  parents  approve  of  him,  praise  him, 
show  him  regard  and  affection,  and  are  proud  of 
him.  This  approval  and  affection  becomes  depend- 
ent, in  such  homes,  upon  success,  particularly  in 
school.  Children  are  and  have  to  be  held  up  to  a 
certain  standard  of  expectation,  and  this  is  mani- 
fested commonly  by  criticism  or  something  less 
than  praise.  There  is  a necessary  balance,  however, 
between  the  amount  of  criticism  a child  can  toler- 
ate and  the  amount  of  praise  he  gets.  This  is  a 
fact  that  many  parents  recognize.  They  know 
that  they  are  being  too  critical,  but  they  can’t 
stop.  They  have  a fast  reaction  time,  and  when 
the  child  has  done  something  that  he  shouldn’t, 
the  reprimand  is  out  before  they  have  thought 
about  it. 

Parents  can  learn  to  do  something  else,  in  this 
regard,  and  can  do  it  much  more  readily  than  they 
can  check  their  criticism.  It  is  to  make  a point  of 
finding  things  for  which  they  can  praise  the  child, 
and  to  express  affection  and  to  go  out  of  their  way 
to  give  warmth,  regardless  of  his  past  behavior. 
These  are  ways  they  can  support  the  child  so  that 
he  can  tolerate  the  amount  of  criticism  they  are 
giving  him.  This  is  a technically  useful  device  in 
counseling  parents. 

In  school-age  children,  of  course,  we  frequently 
see  causes  of  anxiety  that  are  out  of  the  home.  We 
have  run  into  a certain  number  of  cases  which 
we  call  “school  phobia,”  but  usually  cases  that 


seem  to  belong  in  this  classification  are  really  sep- 
aration anxiety.  What  the  child  fears  is  separation 
from  his  parents.  Of  course,  in  the  problem  of  the 
anxious  parent  or  of  the  neurotic  mother,  anxiety 
is  always  contributive.  If  the  mother  is  always  wor- 
ried about  the  health  of  the  child  and  of  other 
members  of  the  family,  this  is  not  a reassuring 
element. 

But  when  we  run  into  problems  of  anxiety  in 
relation  to  school,  of  course,  there  are  sometimes 
other  causes.  Sometimes  the  child  is  afraid  of  the 
teacher,  or  afraid  of  the  teacher’s  criticism,  or 
afraid  of  failure — the  teacher’s  disapproval.  Once 
in  a while,  the  child  is  afraid  of  the  other  children. 
Sometimes  that  is  a physical  fear,  but  more  often 
it  is  a fear  of  teasing  or  of  not  being  accepted  by 
them.  Very  commonly,  however,  the  child  is  afraid 
of  not  doing  well  enough  in  school  to  satisfy  his 
parents’  expectations. 

In  most  cases  when  we  run  into  anxiety  in  a 
child,  it  is  a reaction  to  a specific  situation,  and  is 
a temporary  and,  hopefully,  a passing  thing.  We 
try  to  do  something  about  it  so  that  it  won’t  be- 
come chronic  or  frequently  recurrent,  with  the 
possible  development  of  a psychoneurotic  illness 
or  a psychosomatic  disorder.  We  try  to  find  what 
the  cause  of  the  anxiety  is,  and  to  remove  that 
cause  or  ameliorate  it.  Here  reassurance  is  tre- 
mendously important.  A great  many  fears  about 
health,  for  example,  can  be  removed  by  reassur- 
ance on  the  part  of  the  physician.  Some  of  these 
causes  we  can’t  remove,  but  sometimes  one  can 
give  the  child  a type  of  psychological  tool,  some 
way  of  meeting  the  problem  which  is  troubling 
him,  and  with  a little  parental  or  professional 
support,  he  usually  can  cope  with  this  kind  of 
situation  with  some  degree  of  assurance. 

We  shouldn’t  forget  how  frightening  illness  is 
— often  even  to  adults.  It  is  more  frightening  to  a 
child.  When  I was  an  intern  in  pediatrics,  the  at- 
titude of  the  nursing  staff  certainly  was  that  par- 
ental visits  were  bad  for  children.  I think  we  have 
moved  past  that  point.  When  the  parents  visited, 
the  child  wanted  his  parents  to  take  him  home, 
and  there  was  trouble  for  the  nurses  when  the 
parents  left  and  the  child  remained.  But  the  dev- 
astating, longer-term  effect  is  on  the  child  whose 
parents  haven’t  visited  him  and  who  feels  he  has 
been  deserted.  This  is  much  more  serious  in  its 
consequences  than  the  temporary  upset  of  the 
visited  child  at  the  time  of  his  parents’  departure. 
I am  glad  that  our  hospitals  have  moved  in  the 
direction  of  increased  contact  between  parents  and 
hospitalized  children.  I think  this  is  healthy  and 
needs  to  be  kept  up. 

The  preparation  for  a thing  like  a tonsillectomy 
is  important.  I believe  the  practice  of  letting  the 
parent  remain  with  the  child  until  the  anesthetic 
is  administered  is  a good  one. 

Most  of  our  work  with  children  in  these  regards 
relates  to  the  removal  of  causes  for  anxiety.  I 
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think  there  is  a place  for  the  use  of  drugs,  but  it 
is  small.  It  is  a crutch  to  be  used  temporarily  in 
helping  the  patient  to  meet  a situation,  but  then 
we  trust  he  will  be  able  to  get  along  without  it. 
However,  Dr.  Ward,  an  assistant  professor  in  our 
Department  who  works  in  the  outpatient  service, 
is  going  to  discuss  the  treatment  of  anxiety  further, 
and  I’d  like  to  introduce  him. 

FINDING  AND  REMOVING  THE  CAUSE  OF  ANXIETY 

Dr.  J.  S.  Ward:  I propose  to  talk  about  anxiety 
in  adults,  primarily.  We  have  often  heard  that  this 
is  an  age  of  anxiety,  and  I think  that  this  is  true. 
As  communication  increases,  we  are  faced  with 
more  frightening  types  of  problems,  and  there  are 
certain  things  that  I think  we  should  be  anxious 
about.  For  instance,  we  don’t  want  to  decrease 
our  apprehensions  about  Cuba  or  Khrushchev  or 
medical  care  for  the  aged.  I don’t  think  it  would 
do  one  any  good  if  we  were  to  make  him  indiffer- 
ent to  these  problems.  We  want  to  treat  the  anxie- 
ties of  people  who  are  incapacitated,  but  there  is 
a certain  amount  of  anxiety  that  is  needed  for 
progress,  and  we  certainly  shouldn’t  touch  it. 

When  we  undertake  the  treatment  of  anxiety, 
we  should  consider  many  things.  We  have  to  con- 
sider the  diagnosis.  Certainly  we  are  going  to 
treat  nerves  secondary  to  thyrotoxicosis  a little 
differently  from  the  way  in  which  we  treat  nerves 
secondary  to  an  anxiety  state.  We  have  to  consider 
the  form  that  the  anxiety  takes.  Is  this  a free- 
floating  type  of  anxiety  that  the  patient  has  a 
difficult  time  describing  to  us?  Is  it  agitation,  rest- 
lessness and  uneasiness  that  may  not  be  anxiety  at 
all,  in  terms  of  a primary  disease,  but  may  be 
secondary  to  depression?  Is  it  the  anxiety  that 
takes  an  organic  expression,  or  to  use  technical 
nomenclature,  a psychophysiologic  reaction?  Or 
is  it  fatigue?  In  that  case  we  may  not  see  it  as 
anxiety  but  as  the  exhaustion  that  anxiety  has 
produced. 

I think  we  have  to  consider  the  patient’s  phys- 
ical and  personal  resources.  What  is  his  age? 
What  can  he  tolerate?  What  should  he  not  have? 
What  has  been  his  experience  with  various  sorts 
of  treatment?  Is  he  a placebo  reactor?  Does  he 
have  any  particular  prejudice  toward  a pill?  Does 
he  react  favorably  to  reassurance? 

I think  it  might  be  easy  to  consider  treatment 
as  focused  in  two  areas:  factors  outside  the  pa- 
tient and  factors  within  the  patient.  There  is 
something  that  is  making  the  patient  anxious.  If 
it  is  24  days  of  sub-zero  weather  in  January,  we 
can’t  do  much  about  the  cause.  However,  if  the 
cause  is  something  that  we  can  alter,  perhaps  we 
should  think  about  attacking  the  thing  outside  of 
the  patient,  as  well  as  treating  the  patient  himself. 
If  the  man  who  walks  into  our  office  is  terribly 
nervous  because  he  is  in  a financial  bind  and  his 
family  doesn’t  have  enough  food  and  he  conse- 
quently regards  himself  as  a failure,  we  had  bet- 


ter treat  his  anxiety  by  referring  him  to  a social 
service  agency  that  can  unravel  his  knotty  prob- 
lems, and  perhaps  get  him  a job  and  the  security 
that  he  wants.  We  might  waste  an  awful  lot  of 
effort  before  achieving  the  same  results  by  our- 
selves. 

Or  take  the  example  of  the  person  who  is  an 
involutional  reactor.  We  all  know  the  severe  hypo- 
chondriasis in  such  a patient.  We  know  his  mad- 
dening degree  of  self-depreciation.  We  know  his 
unacceptable  degree  of  suspiciousness.  Now  we 
can  call  the  patient’s  wife  to  the  office  and  tell  her, 
“Your  husband  is  having  an  illness.  This  illness 
has  a natural  course  to  it.  He  isn’t  entirely  respon- 
sible for  his  behavior.  He  really  doesn’t  mean  all 
the  things  that  he  is  saying,  and  therefore,  if  you 
treat  this  as  symptomatic  of  an  illness,  rather 
than  taking  it  too  personally,  you’ll  probably  do 
him  a lot  more  good  than  if  you  increase  his  guilt 
by  reacting  as  if  he  actually  meant  what  he  says.” 

As  for  the  patient  whom  we  must  treat,  I like 
to  divide  treatment  into  two  general  areas.  We 
have  psychotherapy,  and  we  have  drugs.  I think 
that  the  spoken  word  of  the  physician  can  never 
be  overestimated.  All  of  us  know  of  instances  in 
which  unwitting  remarks  such  as  “You’d  better 
watch  out  or  you  may  drop  dead  from  a coronary 
someday”  have  made  a patient  afraid  even  to 
raise  a pen.  The  physician  can  have  a comparable 
effect  in  a positive  way.  Patients  don’t  usually  for- 
get doctors’  appointments.  Rather,  they  look  for- 
ward to  them  for  days  and  weeks,  waiting  to  see 
what  the  doctor  is  going  to  say.  When  they  finally 
reach  the  doctor’s  office,  one  word  of  reassurance 
from  him  can  achieve  a great  deal.  Sometimes  the 
patient  tries  to  attract  the  physician’s  attention  to 
social  difficulties  but  feels  that  he  must  complain 
of  something  that  is  properly  the  doctor’s  concern. 
Such  a patient  may  say  that  his  stomach  aches  or 
his  head  hurts,  despite  the  fact  that  the  motive  for 
his  visit  is  that  he  feels  guilty  as  a result  of  his 
mixed  feelings  concerning  his  alcoholic  wife.  I 
think  a little  reeducative  therapy  in  such  a case 
can  do  a great  deal  of  good.  We  can  explain  to 
such  a person  that  mixed,  ambivalent  feeling's  are 
“par  for  the  course,”  and  that  an  individual  who 
experiences  them  is  not  therefore  a bad  person. 

We  are,  I think,  in  a parent-child  relationship 
with  each  of  our  patients,  and  when  we  can  assure 
the  patient  that  he  or  she  is  acceptable  to  us,  we 
contribute  significantly  to  the  solution  of  the 
problem.  Dr.  Jenkins  told  you  that  approval,  or 
at  least  acceptance,  by  the  parent  is  essential  to  a 
child’s  well  being,  and  I think  the  same  principle 
applies  in  the  doctor-patient  relationship.  Inci- 
dentally, I think  we  save  ourselves  time  by  such  a 
technic.  Many  doctors  say  they  haven’t  time  to 
sit  down  and  hash  over  their  patients’  personal 
problems  with  them.  But  sometimes  if  we  don’t 
let  them  ventilate  in  this  fashion,  their  pentup 
energies  will  be  dispelled  in  very  peculiar  ways. 
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The  patient  will  come  back  time  and  time  again 
with  all  sorts  of  complaints.  He  consciously  be- 
lieves them,  but  really  is  looking  for  a chance  to 
say  some  things  that  would  have  taken  the  phy- 
sician no  more  than  10  minutes  to  hear  on  the  oc- 
casion of  his  first  visit. 

DRUG  THERAPy 

The  other  way  in  which  we  can  help  the  patient 
is  by  drugs,  and  I should  like  to  give  you  the  bene- 
fit of  some  of  our  experience  with  that  type  of 
therapy  in  the  Outpatient  Department — to  tell  you 
of  some  of  the  drugs  that  we  like,  and  what  we  do 
with  complications.  I think  that  in  acute  situation- 
al anxiety  in  a patient  who  is  of  such  character 
that  he  doesn’t  depend  upon  outside  sources  of 
help  chronically,  a half  a grain  of  phenobarbital 
three  times  a day  is  the  treatment  of  choice.  As 
Dr.  Jenkins  pointed  out,  it  is  important  that  Dr. 
Jones  should  give  him  the  drug,  and  that  the  pa- 
tient feels  that  every  time  he  reaches  for  that  pill, 
Dr.  Jones  is  with  him.  I think  the  importance  of 
this  factor  has  been  proved  by  placebo  studies 
where  various  doctors  have  had  different  responses 
to  placebos,  correlated  with  the  patients’  confi- 
dence in  the  doctor. 

Next  let’s  take  the  patient  who  seems  to  have  a 
chronic  sort  of  anxiety,  who  may  have  some  char- 
acter weaknesses  and  whom  you  might  not  want 
to  put  on  something  that  is  addicting.  For  him  I 
think  you  should  think  about  the  phenothiazines. 
Thorazine  is  really  the  penicillin  of  anxiety.  It  is 
still  the  best  drug  to  use  in  a great  many  agitated 
conditions.  It  is  an  anti-anxiety  medication;  it  is 
an  anti-emetic;  it  has  some  analgesic  properties; 
it  is  a soporific;  and  though  it  has  some  side-ef- 
fects, they  are  usually  reversible  ones.  Twenty- 
five  milligrams  of  Thorazine  four  times  a day  is 
quite  effective  in  a patient  who  has  moderate  agi- 
tation. The  liver  complications  are  reversible,  and 
the  Parkinsonian  ones  are  reversible  or  treatable. 

With  some  of  the  phenothiazines,  a rule  of  thumb 
that  you  probably  know  of  is  that  as  the  potency 
increases  (for  instance  Stelazine  is  25  times  more 
powerful  than  Thorazine,  milligram  for  milligram) , 
the  extra-pyramidal  tract  side-effects  are  increas- 
ingly prominent.  Now  as  the  potency  decreases — 
i.e.,  when  Thorazine  is  compared  with  Stelazine — 
the  sedation  effects  come  in.  So  if  you  want  a 
drug  with  which  you  can  calm  a person  by  ad- 
ministering just  a milligram  or  two  twice  a day, 
then  in  all  probability  you  have  to  think  first  of 
the  Parkinsonian  complications.  I think  that  with 
that  dosage  you  are  not  going  to  have  those  com- 
plications, however. 

There  are  other  drugs  of  the  anti-anxiety  group 
that  are  not  phenothiazines.  We  still  use  a lot  of 
Miltown  and  Equanil,  the  meprobamates.  This  is 
a safe  drug,  it  can  be  used  in  high  dosages,  and 
it  has  few  side  effects.  It  might  be  the  drug  of 
choice,  incidentally,  where  the  patient  has  a great 
deal  of  muscle  tension,  for  it  is  a fine  muscle-re- 


laxant. When  I was  in  military  service  in  a training 
center,  where  people  used  to  have  some  muscle 
problems  caused  by  marching  27  miles  per  day, 
we  used  to  put  patients  on  eight  tablets  of  Equanil 
a day — i.e.,  3,200  mg. — and  still  we  didn’t  get  too 
many  side  effects.  Patients  can  become  intoxi- 
cated on  meprobamate,  but  the  intoxication  prob- 
lems can  be  treated  usually  in  the  same  way  that 
you  treat  barbiturate  intoxication. 

We  haven’t  used  Librium  to  any  extent. 

Now  what  about  the  patient  who  is  agitated 
and  restless,  who  may  not  be  suffering  from 
anxiety  at  all,  as  his  primary  condition?  He  may 
be  a depressed  patient,  and  therefore  the  treat- 
ment perhaps  should  be  an  anti-depressant  medi- 
cation. We  have  the  monoamine  oxidase  inhibitors 
that  you  are  all  familiar  with,  I am  sure — Nardil, 
Niamid  and  Marplan.  We  don’t  use  many  of  those, 
for  they  should  be  followed  in  a laboratory  setting. 
But  we  do  use  some  that  are  not  monoamine  oxi- 
dase inhibitors,  and  the  ones  that  we  use  mostly 
are  Tofranil,  and  Elavil.  Tofranil  seems  to  be  a 
good  drug  for  the  patient  who  has  little  agitation, 
and  Elavil  has  a soporific  quality,  so  we  use  it  for 
patients  who  have  a great  deal  of  agitation.  They 
come  in  25  mg.  tablets,  and  we  use  three  to  six 
tablets  a day,  usually  for  periods  of  four  to  six 
weeks,  and  then  we  maintain  the  patient  on  one 
to  three  tablets  per  day  after  that. 

For  Parkinsonian  symptoms,  I think  the  best 
drug  to  use  is  Artane.  It  is  the  cheapest  and  it  is 
just  as  effective  as  any  of  the  newer,  more  esoteric 
compounds  that  have  been  marketed.  One  milli- 
gram per  day  or  b.i.d.  seems  to  work  pretty  well. 

Now  there  are  some  conditions  that  perhaps 
should  be  referred  to  a psychiatrist.  The  patient 
who  has  been  given  reassurance  repeatedly  but 
still  doesn’t  respond  is  probably  suffering  from 
some  conflicts  that  should  be  explored  by  some- 
one who  has  specialized  in  this  area.  The  obsessive 
compulsive  probably  should  be  referred  to  a psy- 
chiatrist. What  about  the  anxiety  that  is  sec- 
ondary to  an  impending  psychosis?  Incidentally, 
the  most  severe  anxiety  that  you  are  likely  to  see 
is  in  a patient  of  this  sort — the  person  who  feels 
himself  slipping.  He  is  having  a horribly  frighten- 
ing experience,  and  he  will  present  with  more 
panic,  I think,  than  does  a neurotic.  He  should  be 
referred  to  a psychiatrist,  especially  if  he  has  a 
depressive  psychosis  in  which  suicide  is  a very 
good  possibility.  If  there  is  any  doubt  that  the 
anxiety  may  be  symtomatic  of  a psychotic  condi- 
tion, the  patient  should  be  referred. 

We  have  left  a little  time  for  questions,  so  I am 
going  to  have  Dr.  Pepernik  resume  his  role  as 
master  of  ceremonies. 

DRUG  COMBINATIONS 

Dr.  Pepernik:  The  first  question  from  the  audi- 
ence relates  to  the  efficiency  of  combinations  of 
drugs  such  as  Deprol. 
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Dr.  Ward:  In  a sense,  a lot  of  these  drugs  are 
combination  drugs,  like  Elavil.  Elavil  has  anti- 
depressive  and  tranquilizing  qualities.  As  an  anti- 
depressive  I should  prefer  Elavil  to  Deprol.  A lot 
of  Dexamyl  has  been  used,  which  is  the  old  stand- 
by among  combinations.  I don’t  really  think  com- 
binations are  a good  idea,  for  I think  that  in  many 
instances  physiologic  systems  are  competing  with 
these  drugs,  so  I would  prefer  to  treat  what  I 
consider  the  primary  problem  in  the  patient.  If 
it  is  depression,  I would  use  exclusively  an  anti- 
depressive  drug,  and  if  it  is  anxiety,  I would  use 
an  anti-anxiety  drug.  We  don’t  use  very  many  of 
the  combination  drugs  in  the  Outpatient  Depart- 
ment. We  use  just  the  drugs  that  are  designed  spe- 
cifically for  anxiety  or  for  depression. 

Dr.  Pepernik:  I think  there  is  another  comment 
that  all  of  us  should  be  aware  of,  with  all  of  the 
publicity  about  the  new  drug  regulations  that  are 
coming  out  of  Washington.  Certainly  the  tendency 
has  been  to  frown  upon  drug  combinations  and  I 
know  of  a certain  number  of  preparations  that  are 
already  off  the  market  because  they  are  drug 
combinations.  Also  a number  of  such  drugs  that 
firms  have  attempted  to  put  on  the  market  are 
destined  never  to  get  there. 

The  next  question  from  the  audience  has  to  do 
with  the  usefulness  of  Librium. 

Dr.  Ward:  As  we  all  know  from  the  information 
we  have  been  getting,  Librium  is  designed  for  a 
wide  range  of  activities.  Librium  doesn’t  seem  to 
have  as  good  an  anti-anxiety  effect  as  the  other 
drugs  that  I have  mentioned.  Incidentally,  Librium 
is  being  used  a great  deal  for  acutely  agitated 
states.  Maybe  it  can  be  used  in  the  alcoholic  who 
comes  in  badly  disturbed.  I am  sure  that  just  a 
year  ago  many  of  us  might  have  considered  giving 
100  mg.  of  Librium,  intramuscularly — a really 
whopping  dose.  This  is  what  we  give  the  severely 
agitated  inebriate  today.  This  is  about  the  only 
type  of  patient  on  whom  we  have  used  it  recently. 
We  instead  have  stuck  pretty  much  to  the  pheno- 
thiazines.  Stelazine,  I think,  is  a really  good  one. 

HABITUATING  DRUGS 

Question:  Which  of  these  drugs  are  habituating? 

Dr.  Pepernik:  At  any  given  time,  we  usually 
have  one  or  two  patients  in  the  hospital  being 
withdrawn  from  either  a meprobamate,  a bromide 
or  a barbiturate.  In  our  experience,  those  are  the 
common  addicting  or  habituating  drugs,  certainly 
on  the  female  service. 

Dr.  Ward:  By  definition,  of  course,  an  addicting 
drug  is  one  that  patients  are  impelled  to  continue 
taking,  is  also  one  that  patients  tend  to  take  in 
increasing  quantities,  and  thirdly  is  one  from 
which  patients  experience  disagreeable  physio- 
logic symptoms  on  withdrawal.  The  withdrawal 
symptoms  in  meprobamate  cases  are  certainly 
less  than  those  in  cases  of  people  who  have  been 
taking  cortical  depressants  such  as  the  barbitu- 


rates. The  intoxication  syndromes  are  quite  fre- 
quent. The  dependent  person  is  going  to  get 
anxious  when  you  take  away  his  meprobamate, 
but  as  a rule  he  won’t  have  the  degree  of  physical 
withdrawal  symptoms  that  he  would  have  in  giv- 
ing up  barbiturates.  I have  seen  convulsions  in 
people  who  had  been  withdrawn  from  Doriden, 
and  I am  sure  there  have  been  convulsions  in 
some  on  being  withdrawn  from  heroic  dosages  of 
meprobamates. 

Dr.  Pepernik:  I'd  like  to  quibble  with  Dr.  Ward 
on  this  point.  We  have  seen  a number  of  patients 
who  have  been  on  400  mg.  of  meprobamate  four 
times  a day  for  a year’s  time  or  more.  I think  this 
time  factor  is  important.  When  such  patients  have 
been  withdrawn  abruptly,  we  have  seen  the  clas- 
sic syndrome  that  we  associate  with  withdrawal 
from  any  other  addictive  drug.  They  have  had 
the  EEG  findings  of  very  rapid  rates  in  the  frontal 
area.  They  have  had  the  usual  nausea,  trembling 
and  sweating.  They  have  had  convulsions  during 
the  first  couple  of  days.  Psychoses  have  developed 
within  four,  five,  or  six  days,  and  have  lasted  for 
several  weeks. 

Question:  Is  a sleep  disturbance  more  common 
in  depression  or  in  anxiety? 

Dr.  Huston:  I assume  that  you  are  asking  that 
question  from  a diagnostic  viewpoint.  In  the  char- 
acteristic late  disturbance  of  a depressed  patient, 
the  most  pathognomonic  sign  is  early-morning 
awakening,  which  as  you  know  tends  to  occur  at 
around  two,  three  or  four  o’clock.  The  patient 
can’t  get  back  to  sleep,  and  it  is  at  that  time  that 
he  takes  drugs  in  an  effort  to  get  back  to  sleep, 
and  feels  most  depressed.  It  is  then  that  suicide  is 
most  often  attempted. 

It  is  also  true  that  some  depressed  patients  have 
difficulty  in  going  to  sleep.  The  anxiety  patient, 
however,  is  more  likely  to  have  difficulty  in  going 
to  sleep,  and  he  may  wake  up,  but  if  he  wakes  up 
it  is  frequently  in  response  to  a dream.  He  may 
have  had  a nightmare,  and  he  may  wake  up 
trembling  and  sweating,  but  he  doesn’t  have  de- 
pression. So  the  sleep  sign  is  of  considerable  help. 
If  it  is  solely  early-morning  awakening,  the  diag- 
nosis is  almost  certainly  depression.  If  it  is  diffi- 
culty in  going  to  sleep,  it  may  be  either  one,  and 
if  it  is  broken  sleep,  it  is  more  apt  to  be  anxiety. 

SHOULD  DRUGS  BE  USED  IN  TREATING  CHILDREN? 

Question:  What  about  the  use  of  drugs  with 
nervous  children? 

Dr.  Jenkins:  Personally,  I rarely  use  drugs  in 
treating  the  nervous  child.  The  most  widespread 
use  of  drugs  in  child  psychiatry  at  the  present 
time  is  in  the  use  of  cerebral  stimulants  in  treating 
brain-damaged  children.  You  get  a paradoxical 
effect.  You  give  Dexedrine  or  Ritalin  to  the  over- 
active,  distractable  child,  and  he  quiets  down. 
Now  this  is  a highly  valuable  use  for  drugs  in 
child  psychiatry.  I certainly  think  it  proper  to  use 
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anxiety-reducing  drugs  in  children,  and  though  I 
don’t  use  them  often,  my  favorite  is  meprobamate. 
I am  more  hesitant  about  barbiturates  because  in 
numerous  cases  there  is  a little  cerebral  damage, 
and  in  such  instances  patients  are  likely  to  re- 
spond badly  to  a barbiturate. 

Question:  How  do  you  manage  children  with 
disturbed  parents? 

Dr.  Jenkins:  In  our  situation,  the  patients  fre- 
quently live  at  a considerable  distance,  and  despite 
our  space  limitations  we  are  likely  to  bring  such 
a child  into  the  hospital.  But  in  that  kind  of  situ- 
ation your  main  dependence  has  to  be  on  changing 
the  mother’s  management  of  the  child,  the  mother’s 
way  of  reacting  to  the  child,  and  sometimes  you 
can’t  do  this  in  the  home.  Usually  the  child  is 
making  the  mother  anxious,  and  the  mother  is 
making  the  child  anxious,  and  only  if  you  break 
that  vicious  circle  will  you  begin  to  get  somewhere. 
I wouldn’t  hesitate  to  make  use  of  a medication  in 
such  a case.  Indeed,  I am  sure  I would  use  it,  un- 
less the  child  were  hospitalized. 

Question:  When  is  separation  indicated? 

Dr.  Jenkins:  You  are  treating  the  child  through 
the  mother,  and  sometimes  the  mother  has  to  be 
taken  out  of  the  picture.  It  depends  upon  how 
wide  or  deeply  involved  her  problems  are.  If  she 
is  just  worried  about  the  child,  you  can  usually 
use  her  as  a means  of  affecting  the  child. 

ENURESIS 

Dr.  Pepernik:  Will  you  comment  on  enuresis, 
Dr.  Jenkins? 

Dr.  Jenkins:  I think  that  the  first  question 
about  nocturnal  enuresis — which  is  the  usual 
variety — should  be,  “Was  the  child  ever  dry?”  I 
think  this  is  a very  important,  determining  ques- 
tion. I’ll  pass  over  those  few  cases  where  there  is 
organic  involvement,  for  I don’t  want  to  get  into 
them  here.  If  the  child  has  never  been  dry,  then 
he  has  never  been  effectively  trained.  Typically, 
the  background  is  one  of  irregular  sleep  habits,  of 
parents  who  have  never  taken  the  responsibility 
of  getting  the  child  up,  regularly,  and  very  com- 
monly a child  who  doesn’t  feel  very  well  accepted, 
and  a child  who  is  hostile  because  nobody  takes 
care  of  him  in  a way  that  persuades  him  that 
somebody  really  cares  about  him.  You  have  a 
problem  of  domestication — a child  who  hasn’t  yet 
been  housebroken.  This  is  a matter  of  training 
that  should  have  been  instituted  at  an  early  age. 

Now  if  the  child  has  been  dry  for  a period,  then 
enuresis  at  night  is  usually  occasioned  by  anxiety 
in  response  to  an  additional  stress.  Here  your 
method  of  treatment  should  focus  upon  this  cause, 
with  encouragement.  When  the  child  gets  to  the 
point  of  wanting  to  stay  dry,  and  in  a situation 
where  there  isn’t  a lot  disturbing  him,  the  problem 
ordinarily  disappears  or  is  managed.  He  learns 
how  to  care  for  himself. 

The  matter  of  motivation  is  terribly  important  in 


the  first  group,  and  anxiety  is  usually  the  element 
to  be  corrected  in  the  second  group. 

DIAGNOSIS  OF  BRAIN  DAMAGE 

Question:  How  do  you  differentiate  brain  dam- 
age in  children? 

Dr.  Jenkins:  I think  we  are  coming  to  recognize 
that  mild  brain  damage  is  far  commoner  than  was 
recognized  a professional  generation  ago.  We  see 
reflections  of  this  in  many  areas.  The  history 
often  gives  you  a clue.  You  often  get  definite  but 
minimal  neurologic  signs,  although  you  get  a 
“normal”  neurologic  examination.  But  after  all, 
when  an  individual  can  have  a prefrontal  lobotomy 
and  about  20  to  25  per  cent  of  the  long  fibers  of 
the  brain  are  cut,  and  yet  give  a “normal”  neuro- 
logic examination  after  he  has  had  a chance  to 
recover,  this  is  not  too  surprising. 

The  findings  which  psychologists  in  our  clinic 
give  us  regarding  capacity  for  space  perception, 
for  reproduction  from  memory  of  geometrical  de- 
signs, are  helpful.  And  some  of  the  projective 
tests  give  indications  in  this  regard.  Piotrowski 
developed  a method  of  scoring  a Rorschach  that  is 
valuable  in  this  connection.  The  general  picture 
of  hyperactivity,  short  attention  span  and  dis- 
tractibility  is  characteristic.  These  children  have 
been  described  as  stimulus-bound. 

And  the  electroencephalogram  is  a very  useful 
method,  I believe,  for  differentiating  these  two, 
but  I think  we  must  recognize  that  we  get  a good 
many  false  positives  on  the  electroencephalogram 
in  people  who  are  normal,  in  so  far  as  we  can  tell, 
but  who  have  somewhat  abnormal  tracings.  On 
the  other  hand,  we  get  a great  many  false  nega- 
tives on  the  neurologic  examination.  In  some  chil- 
dren who  have  had  some  brain  damage,  we  can’t 
find  a thing  on  neurologic  examination.  So  bearing 
in  mind  that  you  may  run  into  a false  positive,  I 
think  the  electroencephalogram  is  quite  useful. 

Question:  Can  children  tell  you  what  bothers 
them? 

Dr.  Jenkins:  I think  that  if  you  can  develop  a 
relationship  with  a child  that  permits  him  to  talk 
to  you  freely,  he’ll  usually  tell  you  what  is  bother- 
ing him.  The  younger  the  child,  the  more  difficult 
is  communication  by  verbal  means,  and  that’s  the 
reason  why  we  have  a play  room  with  toys  in  it. 
In  such  a place,  a youngster  often  will  reveal  what 
he  is  worried  about  by  what  he  does.  But  for  the 
most  part,  in  children  age  five  and  older,  the  de- 
velopment of  an  easy  relationship — a situation 
where  the  patient  feels  comfortable  with  you — 
will  encourage  him  to  tell  you  what  worries  him, 
very  often  without  any  previous  preparation,  if 
you  just  ask  him. 

I usually  don’t  have  the  parents  present.  Of 
course,  an  anxious  child  may  be  more  anxious 
when  separated  from  his  parents.  One  tries  to 
avoid  pressuring  him  into  anything,  and  tries  in- 
stead to  get  him  to  move  into  it  willingly.  If  the 
parent  is  there,  the  parent  can  probably  tell  you 
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what  the  child  has  told  him  or  her.  But  if  the 
child  hasn’t  been  able  to  tell  the  parent,  he  isn’t 
likely  to  tell  you  with  the  parent  present.  He 
might,  but  chances  are  that  he  won’t. 

Question:  What  about  the  use  of  barbiturates  in 
disturbed  children? 

Dr.  Jenkins:  I feel  that  phenobarbital  is  contra- 
indicated, that  it  tends  to  make  them  worse  if  they 
have  brain  damage.  Where  there  is  overactivity 
as  a result  of  the  reduction  in  higher  controls,  as 
I believe  is  commonly  true  in  the  brain-damaged 
child,  then  the  drug  still  further  reduces  those 
higher  controls.  But  if  the  picture  is  more  strictly 
one  of  anxiety,  without  any  underlying  brain  dam- 
age, I think  you  can  find  it  useful. 

DURATION  OF  DEPRESSION 

Dr.  Pepernik:  Let’s  come  back  to  the  questions 
“How  long  does  a depression  last?,”  “How  long 
does  an  anxiety  state  last?”  and  “How  long  should 
we  treat  them?”  I’d  like  Dr.  Huston  to  answer 
them  for  us. 

Dr.  Huston:  Some  years  ago,  just  after  the  in- 
troduction of  electrotherapy,  we  were  interested  in 
comparing  the  results  of  this  treatment  with  un- 
treated cases,  and  we  had  an  opportunity  to  study 
nearly  150  depression  patients  who  had  never  re- 
ceived any  electrotherapy.  Generally  speaking, 
those  suffering  from  what  we  call  involutional  de- 
pression had  depressions  which  lasted  a very  long 
time.  In  this  condition  the  depression  is  very  se- 
rious, for  when  untreated,  nearly  a quarter  of  the 
patients  committed  suicide.  But  those  who  did  not 
commit  suicide  or  die  from  some  other  cause  had 
depressions  that  lasted,  on  the  average,  from  two 
to  four  years,  and  there  were  some  cases  that 
went  on  for  8,  9,  10,  12  or  15  years.  So  these  are 
likely  to  be  long-drawn-out  and  very  distressing 
affairs. 

On  the  other  hand,  if  the  depression  occurs  in 
a younger  person— younger  than  45,  generally 
speaking — the  depression  doesn’t  last  so  long.  On 
the  average  these  depressions  tend  to  last  8,  9,  10 
or  maybe  12  months.  The  younger  the  patient,  the 
shorter  the  duration.  For  people  in  the  20’s,  the 
average  is  from  two  to  four  months,  though  in 
them  the  depression  also  may  last  a considerable 
length  of  time. 

Anxiety  states  are  much  less  predictable.  There 
are  many  transient  kinds  of  anxiety  states  that 
may  last  only  a few  hours  or  a day  or  two.  These 
are  in  relationship  to  some  fairly  acute  kinds  of 
uncertainty.  There  are  those  that  recur — that 
come  in  attacks  of  fairly  short  duration.  And  then 
there  are  individuals  who  have  a kind  of  chronic 
anxiety  that  goes  on  for  days  or  weeks,  in  the 
presence  of  a certain  kind  of  situation.  It  may  sub- 
side or  continue  as  a low-level  state  of  anxiety.  A 
patient,  for  example,  may  become  convinced  that 
he  is  going  to  die  from  a heart  attack,  and  he  has 
this  fear  so  strongly  impressed  upon  him  that  he 
goes  about  in  a constant  state  of  turmoil,  day  and 


night.  It  seems  that  no  amount  of  examination  or 
reassurance  will  relieve  his  mind.  This  is  a chronic, 
lasting  type  of  anxiety. 

ELECTROTHERAPy 

Question:  Does  electrotherapy  cause  brain  dam- 
age? 

Dr.  Huston:  No,  we  tried  to  look  very  carefully 
into  that,  too,  in  the  late  1940’s.  At  that  time 
electrotherapy  was  a new  treatment,  and  we  were 
quite  concerned  about  it.  It  was  very  effective.  It 
was  a way  of  terminating  depressions.  There  were 
a number  of  studies,  and  we  did  one  here  our- 
selves. Sixty-odd  patients  who  had  been  treated 
were  brought  back  at  varying  intervals  for  re- 
study, and  we  could  find  no  evidence  that  any 
permanent  damage  had  been  incurred.  It  is  true 
that  there  is  a memory  loss  immediately  following 
treatment,  but  it  is  usually  minor  and  clears  up  in 
three  weeks.  It  is  a memory  loss  regarding  recent 
events,  primarily.  Of  course,  more  marked  mem- 
ory losses  can  be  produced  if  treatments  are  given 
in  rapid  succession,  such  as  every  day  or  twice  a 
day.  But  that  isn’t  the  way  they  should  be  given 
for  depression.  Thus  we  feel,  generally,  that  there 
is  no  permanent  brain  damage. 

Question:  Is  electrotherapy  preferable  to  drugs? 

Dr.  Huston:  If  the  patient  is  suicidal  and  can’t 
be  protected,  and  if  he  is  in  deep  depression, 
electrotherapy  may  be  the  treatment  of  choice. 
Usually  we  begin  treatment  with  drugs  much  more 
often  now  than  formerly.  Quite  often  a patient 
who  is  quite  depressed  will  respond  very  nicely 
to  a drug.  If  this  doesn’t  work,  then  we  have  elec- 
trotherapy to  fall  back  on.  As  a generalization,  I 
think  one  can  say  that  since  the  introduction  of 
the  anti-depressant  drugs,  electrotherapy  is  not 
used  so  much.  On  the  other  hand,  in  some  cases 
there  is  no  point  in  temporizing.  It  is  better  to 
go  ahead  and  give  the  treatment,  which  requires 
two  or  three  weeks.  Electrotherapy  is  effective  in 
about  85  per  cent  of  cases. 

RAUWOLFIA 

Question:  Does  Rauwolfia  cause  depression? 

Dr.  Huston:  Well,  I have  my  fingers  crossed;  I 
don’t  know.  Rauwolfia  is  in  disrepute  just  now 
because  of  this  fear.  I have  seen  several  patients 
on  Rauwolfia  who  were  depressed,  and  who  were 
taken  off  the  drug  with  lifting  of  the  depression. 
But  I have  seen  others  who  remained  depressed. 

Now  this  is  the  reason  why  I’m  not  convinced. 
Rauwolfia  used  to  be  given  for  mild  anxiety,  and 
may  still  occasionally  be  used  for  that  purpose.  A 
depression  sometimes  begins  with  anxiety,  and 
the  patient  may  go  on  for  two  or  three  weeks  or 
a month  or  two  in  an  anxious  state.  Then  depres- 
sion becomes  more  obvious.  Now  if  the  patient 
were  put  on  Rauwolfia  during  the  period  of 
anxiety,  the  Rauwolfia  would  get  blamed  for  the 
depression.  I have  seen  cases  in  which  Rauwolfia 
possibly  may  have  been  the  culprit,  but  I have 
never  felt  that  its  guilt  was  very  firmly  established. 
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Question:  I have  a lady  who  is  anxious  and 
mildly  depressed.  Meprobamate  doesn’t  seem  to 
help  her.  What  should  I do? 

Dr.  Huston:  Well,  I’d  put  her  on  an  anti-depres- 
sant drug.  If  she  is  anxious,  meprobamate  cer- 
tainly is  a drug  that  might  be  used,  but  I would  be 
more  inclined  to  use  Tofranil  in  that  kind  of  case. 

Question:  I have  a patient  who  has  had  post- 
partum depression  twice.  She  is  pregnant  again. 
Should  I use  drugs? 

Dr.  Huston:  I’d  certainly  consider  drugs  at  the 
time  of  delivery.  And  if  I thought  the  depression 
was  going  to  be  very  long  or  dangerous,  I think 
I’d  refer  her  for  possible  electrotherapy  or  at  least 
manipulation  of  the  drug  dose  to  get  the  best  ef- 
fect. In  a case  of  depression,  you,  of  course,  must 
take  all  of  the  dangers  into  account.  This  type  of 
patient  merits  careful  psychiatric  study. 

Question:  I have  an  epileptic  patient  who  gets 
depressed.  Can  I use  amphetamines  or  Dexamyl? 

Dr.  Huston:  I think  it  is  an  extraordinarily  diffi- 
cult situation  to  handle  when  you  have  to  admin- 
ister a drug  with  an  anti-convulsive  effect  to  a pa- 
tient who  is  discouraged  and  depressed.  The  task, 
I think,  comes  down  to  a matter  of  trying  to  bal- 
ance drug  dosages,  and  if  there  is  true  depression, 
trying  to  use  an  anti-depressant  drug  different 
from  Dexamyl,  for  example,  which  is  definitely  a 
stimulant. 

Dr.  Ward,  have  you  had  any  cases  of  this  sort 
recently? 

Dr.  Ward:  Perhaps  an  easy  way  out  would  be 
to  refer  the  patient  for  psychotherapy.  Seriously, 
however,  I don’t  think  there  is  any  good  answer 
to  the  question.  One  must  first  consider  the  physi- 
cal resources  of  the  patient.  Any  time  that  a cor- 
tical depressant  is  going  to  compromise  the  sen- 
sorium  because  of  a pre-existing  lesion,  I think 
the  di’ug  is  contraindicated,  unless  it  is  a necessary 
anticonvulsant.  So  when  our  choice  is  between 
an  antidepressant  and  an  antianxiety  pill,  I think 
we  are  markedly  limited.  This  may  be  so  compli- 
cated a situation  that  hospitalization  is  advisable. 

PARNATE 

Question:  Do  you  use  much  Parnate? 

Dr.  Ward:  We  haven’t  used  much  Parnate  in 
spite  of  our  good  relations  with  the  SKF  people. 
I think  that  to  determine  whether  you  are  dealing 
with  a depression,  it  might  be  a good  idea  to  ask 
for  a consultation.  You  certainly  have  to  review 
all  symptoms — the  physiologic  ones  and  the  mood. 
The  patient  may  describe  to  you  a picture  that  is 
more  in  the  area  of  depression,  and  if  so,  I think 
you  are  safe  in  using  the  antidepressant  with  which 
you  are  most  familiar.  Sometimes  it  is  a very 
knotty  problem:  Is  it  a depression,  and  am  I going 
to  be  adding  to  the  patient’s  agitation?  If  you  have 
a lot  of  agitation,  I’d  use  an  antidepressant  that 
has  multiple  anti-agitation  properties,  such  as 
Elavil. 


Dr.  Pepernik:  On  the  inpatient  service,  we  have 
used  Parnate  to  a moderate  extent.  Generally 
speaking,  we  have  tended  to  start  most  of  our  out- 
patients on  drugs  of  the  Elavil,  Tofranil  group, 
with  one  thing  in  mind.  We  think  that  these  drugs 
are  just  about  as  effective  as  the  monoamine  oxi- 
dase inhibitors.  The  advantages  of  using  Elavil  or 
Tofranil  initially  is  that  after  giving  the  patient  a 
trial  on  the  drug,  for  three  or  four  weeks’  time, 
unless  he  has  returned  to  a normal  state  or  is 
showing  definite  improvement,  one  can  shift  over 
very  rapidly  to  one  of  the  monoamine  oxidase  in- 
hibitors such  as  Parnate.  If  you  start  out  in  the 
reverse  order — e.g.  with  Parnate  first — and  if  the 
patient  doesn’t  respond,  you  have  to  wait  approxi- 
mately two  weeks  before  starting  a drug  such  as 
Elavil  or  Tofranil.  Without  this  waiting  period, 
serious  side  effects  may  occur  and  several  deaths 
have  been  reported  when  these  two  drugs  were 
used  simultaneously  or  in  rapid  succession. 

Our  general  feeling,  I know,  has  certainly  been 
that  if  a patient  tends  to  fail  on  one  drug,  he  will 
fail  on  the  second  drug  and  on  the  third.  Thus  it’s 
hardly  worth  playing  around  with  more  than  one. 
Drs.  Clancy  and  Norris,  of  our  Department,  have 
a very  interesting  study  demonstrating  this  fact. 
Something  like  22  out  of  24  patients  continued 
to  fail  repeatedly  on  other  drugs,  once  they  had 
failed  on  the  first  one.  Those  same  patients,  when 
they  were  hospitalized  and  treated  with  electro- 
therapy, got  over  their  depressions  very  promptly 
— i.e.,  23  out  of  24  of  them  did. 

TREATMENT  FOR  THE  ELDERLY  DEPRESSED  PATIENT 

Question:  How  would  you  treat  the  aged  apa- 
thetic or  depressed  patient? 

Dr.  Pepernik:  If  I had  the  chance,  I’d  just  as 
soon  give  electrotherapy  to  such  a patient,  for  I 
feel  it  is  far  safer  than  the  antidepressant  drugs, 
particularly  in  the  aged.  If  we  use  drugs,  there  are 
smaller  dosage  forms  available  for  use  in  the  aged. 
We  start  out  such  patients  on  10  mg.  of  Elavil  or 
Tofranil.  At  this  point,  we  insist  that  the  patients 
remain  a little  bit  more  in  bed,  for  they  tend  to 
exhibit  hypotensive  phenomena.  If  they  tolerate 
the  10  mg.  dose,  we  gradually  increase  it,  in  a few 
days,  to  the  usual  therapeutic  dosage.  But  we  do 
get  a lot  of  side  effects. 

Question:  Does  electrotherapy  prevent  depres- 
sion? 

Dr.  Huston:  Electrotherapy  is  no  guarantee 
against  a recurrence  of  depression,  and  the  only 
statistics  we  have  are  general  ones  which  never 
apply  to  the  individual.  The  general  rule  is  that 
about  half  of  the  people  who  experience  full-blown 
depressions  have  only  one  in  their  lives.  About 
30  per  cent  have  two;  about  15  per  cent  have 
three;  and  the  remaining  five  per  cent  have  more 
than  three.  Electrotherapy  does  not  alter  this  gen- 
eral picture. 
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INTRODUCTION 

Mendel’s  discovery  of  the  basic  laws  of  inheri- 
tance, in  1867,  is  regarded  as  one  of  the  great  scien- 
tific achievements  of  the  human  mind.  It  becomes 
even  more  outstanding  for  those  who  realize  that 
Mendel  had  no  knowledge  of  chromosomes.  Chro- 
mosomes were  described  for  the  first  time  in  the 
1870’s,  and  were  then  of  interest  mainly  to  cytolo- 
gists  and  less  to  geneticists.  Sutton  related  these 
cytologic  findings  with  genetics  almost  40  years 
later,  in  1903.  He  and  Boveri  almost  simultaneous- 
ly advanced  the  theory,  now  known  as  the  Sutton- 
Boveri  hypothesis,  that  the  hereditary  parts  (now- 
adays called  genes)  are  borne  by  the  chromo- 
somes. These  two  men  can  be  considered  among 
the  founders  of  cytogenetics.  Some  of  their  con- 
ceptions impress  us  as  modern  and  up-to-date,  but 
another  half  century  elapsed  before  human  cyto- 
genetics rose  almost  overnight  to  become  an  im- 
portant branch  of  genetics. 

Certain  cytogenetic  discoveries  are  of  impor- 
tance for  the  clinician  as  well  as  for  the  geneti- 
cist, and  the  clinician  may  feel  an  obligation  to 
become  acquainted  with  the  recent  developments 
in  this  field.  It  is  the  purpose  of  this  paper  to  pro- 
vide him  this  information  by  presenting  the  avail- 
able knowledge  in  the  form  of  an  exhibit  that  can 
be  assimilated  by  means  of  some  rapid  glances  at 
a series  of  pictures.  However,  a few  introductory 
remarks  may  facilitate  an  understanding  of  the 
subsequent  drawings. 

THE  USUAL  NUMBER  AND  CHARACTERISTICS 
OF  CHROMOSOMES 

It  is  now  definitely  established  that  the  normal 
chromosomal  complement  for  human  beings  con- 
sists of  46,  made  up  of  22  autosomal  pairs  and  two 

This  exhibit  from  the  Cytogenetic  Laboratory  of  the  De- 
partment of  Pediatrics  and  the  Medical  Illustration  Depart- 
ment of  the  State  University  of  Iowa,  was  presented  at  the 
Third  Middle  Eastern  Mediterranean  Pediatric  Conference, 
at  Beirut,  Lebanon,  in  May,  1963.  The  project  was  aided  by 
Grant  B-2543  from  the  United  States  Public  Health  Service, 
National  Institutes  of  Health. 


sex  chromosomes  (XX  for  females  and  XY  for 
males).  The  anatomical  structure  of  a chromosome 
is  shown  schematically  in  Figure  1.  The  chromo- 
some consists  of  a centromere  (which  is  the  lead- 
ing part  of  the  chromosome  during  cell  division), 
a long  and  a short  arm,  and  the  satellites.  These 
latter,  however,  are  present  only  in  chromosomes 
where  the  centromere  is  located  close  to  one  end 
of  the  chromosome — i.e.,  the  so-called  acrocentric 
chromosomes  of  Groups  D and  G (Figure  2). 

The  chromosomal  complement  of  man  has  been 
subdivided  into  seven  different  groups,  which  are 
identified  by  the  letters  A to  G in  Figure  2 and 
Table  1.  Within  a group,  the  individual  chromo- 
some pairs  (numbered  1 to  22  for  the  autosomes) 
cannot  always  be  distinguished  from  one  another. 
The  chromosomes  differ  from  each  other  in  total 
length  (1  to  10  micra),  in  the  site  of  the  centro- 
mere, and  in  the  relative  lengths  of  the  short  and 
the  long  arms. 

STRUCTURAL  ANOMALIES 

In  recent  years,  two  different  categories  of  chro- 
mosomal aberrations  have  been  discovered,  name- 
ly anomalies  of  chromosomal  structure  and  anom- 
alies of  their  number.  The  former  group  will  not 
be  included  in  this  presentation,  except  for  trans- 
locations, which  will  be  discussed  briefly. 

A translocation  consists  of  the  fusion  of  two 
chromosomes,  or  of  major  parts  of  two  chromo- 
somes, to  one  structure  (Figure  15,  arrow).  A 
translocation  is  occasionally  found  in  normal  in- 
dividuals (Figure  16).  Such  an  individual,  then, 
has  45  chromosomes  instead  of  the  normal  46.  As 
the  arrows  in  Figure  16  show,  one  of  the  No.  21 
chromosomes  is  missing;  that  is  to  say,  it  is  at- 
tached to  one  of  the  No.  15  chromosomes.  The  in- 
dividual whose  karyotype  is  presented  in  Figure 
16  is  normal.  Her  chromosomal  complement  or 
genome  is  balanced.  One  speaks,  therefore,  of  a 
balanced  translocation.  Figure  15  shows  the  karyo- 
type of  a mongoloid  who  does  not  have  47  chromo- 
somes (the  typical  number  for  mongolism),  but  has 
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only  46.  However,  one  of  the  46  chromosomes  again 
is  the  product  of  a fusion  of  two  chromosomes 
(Figure  15,  arrow).  This  individual  therefore  has 
two  regular  No.  21  chromosomes,  and  in  addition 
has  a supernumerary  partial  No.  21  chromosome 
attached  to  a No.  15  chromosome.  This  child  in 
reality  has  the  genic  content  of  three  No.  21  chro- 
mosomes, and  in  consequence  is  a mongoloid.  One 
speaks,  in  such  cases,  of  mongolism  due  to  par- 
tial trisomy  21. 

Some  translocations  occur  as  a familial  trait  and 
may  be  transmitted  to  offspring.  Some  of  these 
people  may  inherit  a balanced  translocation,  and 
others  may  inherit  a partial  trisomy  or  a normal 
chromosomal  complement.  If  more  than  one  child 
inherits  a partial  trisomy,  a familial  chromosomal 
aberration  such  as  familial  mongolism  may  result. 
The  pedigree  of  a family  with  two  mongoloid  chil- 
dren due  to  a familial  15/21  translocation  is  pre- 
sented in  Figure  17.  Familial  translocation,  how- 
ever, is  not  the  only  cause  of  familial  mongolism. 
Cases  of  familial  mongolism  have  been  observed 
with  the  usual  trisomy  21. 

NUMERICAL  ABERRATIONS 

The  second  group  of  chromosomal  aberrations, 
and  those  which  concern  us  mainly  in  this  presen- 
tation, are  the  aneuploidies  or  numerical  aberra- 
tions. Before  the  different  aneuploidies  and  their 
pathogenesis  are  discussed,  a few  definitions 
should  be  given.  One  speaks  of  euploidy  if  a nor- 
mal complement  of  46  normal  chromosomes  is 
present.  Of  course,  normal  human  ova  and  sperms 
are  euploid  also,  although  they  have  only  23  chro- 
mosomes. A euploid  cell  with  23  chromosomes  is 
called  a haploid  cell.  A euploid  cell  with  46  chro- 
somes  is  called  a diploid  cell.  Haploidy  and  dip- 
loidy  are  special  forms  of  euploidy.  For  the  sake 
of  completeness,  it  may  be  mentioned  that  cells 
with  69  chromosomes  are  called  triploid,  and  cells 
with  92  chromosomes  are  called  tetraploid.  Trip- 
loidy  and  tetraploidy  (polyploidy)  are  found  oc- 
casionally in  malignant  growths  (Figure  26). 

If  a chromosomal  complement  deviates  from 
euploidy,  one  calls  it  aneuploidy.  The  two  most 
frequent  and  hence  most  important  aneuploidies 
are  monosomies  and  trisomies.  In  a monosomic  cell, 
one  chromosome  of  a given  chromosomal  pair  is 
missing.  Monosomic  cells,  therefore,  have  only  45 
chromosomes.  So  far,  no  cases  of  monosomy  of  an 
autosomal  chromosome  have  been  observed.  Mono- 
somies of  autosomal  chromosomes  are  presuma- 
bly non-viable.  The  only  monosomy  known  in  hu- 
man pathology  is  the  monosomy  of  the  X-chromo- 
some,  the  so-called  XO  chromosomal  complement 
which  leads  to  Turner’s  syndrome  or  ovarian  dys- 
genesis (Figures  20-22  and  Table  5). 

If,  instead  of  the  usual  pair,  a cell  contains  three 
chromosomes  of  one  particular  kind,  one  speaks 
of  trisomy.  The  most  frequent  trisomy  of  an  auto- 


somal chromosome  is  trisomy  of  the  No.  21  chro- 
mosome, which  leads  to  mongolism.  The  rarer 
autosomal  trisomies  are  trisomy  of  the  13-15  or  D 
group  (Figures  11  and  12  and  Table  2),  and  tri- 
somy of  one  of  the  chromosomes  of  the  16-18  or  E 
group  (Figures  13  and  14  and  Table  3).  Other 
autosomal  trisomies  haven’t  yet  been  observed.  It 
is  most  probable  that  trisomies  of  larger  chromo- 
somes— for  instance  of  one  of  the  chromosomes  of 
Groups  A,  B or  C — lead  to  non-viable  formations. 
This  is  understandable  if  one  realizes  what  the 
chromosomes  are.  It  is  said  that  the  genotype  of 
the  human  species  is  determined  by  approximate- 
ly 20,000  genes.  These  20,000  genes  are  aligned  on 
the  46  chromosomes.  The  larger  the  chromosome, 
the  greater  the  number  of  genes  it  harbors,  though 
the  Y-chromosome  constitutes  an  exception  to  this 
rule.  Already  the  trisomy  of  the  smallest  chromo- 
some (No.  21)  leads  to  a tremendous  imbalance 
that  results  in  mongolism.  The  shorter  life  ex- 
pectancy of  mongoloids  is  well  known.  Trisomy  of 
a D or  an  E chromosome  leads  to  severe  multiple 
malformations  (Tables  2 and  3)  that  shorten  life 
expectancy  considerably.  Most  of  the  trisomy  D 
and  trisomy  E cases  die  in  infancy.  An  even  great- 
er genic  imbalance — one  that  is  incompatible  with 
life  or  at  least  with  postnatal  life — can  be  expected 
from  a trisomy  of  one  of  the  larger  chromosomes. 

At  this  point,  the  pathogenetic  mechanisms  lead- 
ing to  aneuploidy  must  be  discussed.  Figure  8 is 
a schematic  drawing  of  the  two  meiotic  or  reduc- 
tion divisions  by  which  diploid  ovogonia  and  sper- 
matogonia are  reduced  to  haploid  gametes  (ova 
and  sperms).  In  the  early  phases  of  meiosis  I,  ho- 
mologous chromosomes  align  with  each  other  and 
form  the  so-called  synapsis.  In  the  metaphase  and 
anaphase  of  the  first  meiotic  division,  the  two  syn- 
apsed  chromosomes  separate  again,  and  a whole 
chromosome  migrates  to  a daughter  cell  (primary 
ovocyte  or  spermatocyte).  By  this  division,  then, 
the  chromosomal  number  is  reduced  from  a diploid 
to  a haploid  set.  A normal  second  meiosis  is  il- 
lustrated on  the  right  side  of  Figure  8. 

Failures  may  occur  during  the  meiotic  process. 
The  most  common  of  these  is  non-disjunction.  This 
is  illustrated  in  Figures  9 and  10.  For  reasons 
which  are  not  always  fully  understood,  the  segre- 
gation of  the  two  homologous  chromosomes  does 
not  take  place,  and  both  homologous  chromosomes 
migrate  to  the  same  pregametic  cell.  The  ultimate 
result  is  a gamete  with  either  22  or  24  chromo- 
somes. The  failure  or  inability  of  the  two  homolo- 
gous chromosomes  to  separate  from  their  states  of 
synapsis  is  also  called  non-disjunction.  Fertiliza- 
tion with  a normal  gamete  of  the  opposite  sex 
leads  then  to  a zygote  with  45  chromosomes  (mo- 
nosomy), or  to  a zygote  with  47  chromosomes  (tri- 
somy). Non-disjunction  of  one  of  the  D chromo- 
somes leads  to  trisomy  Dt  (Figures  11  and  12  and 
Table  2).  Non-disjunction  of  one  of  the  chromo- 
somes of  Group  E leads  to  trisomy  E or  16-18  (Fig- 
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ures  13  and  14  and  Table  3).  Non-disjunction  of 
one  of  the  small  acrocentric  chromosomes  leads  to 
trisomy  21  or  mongolism  (Table  4).  There  are  rea- 
sons to  believe  that  non-disjunction  occurs  with 
particular  frequency  during  the  first  meiotic  divi- 
sion of  the  ovogonia,  which  remains  in  prophase 
for  a considerable  length  of  time.  Yet  non-disjunc- 
tion during  meiosis  II  may  occur  as  well  (Figure 
10). 

The  different  phases  of  the  usual  division  of 
somatic  cells,  the  so-called  mitosis,  are  illustrated 
in  Figure  3.  During  mitosis,  each  chromosome 
splits  into  two  halves  called  chromatids.  Each 
chromatid  migrates  to  a daughter  cell,  where  it 
replicates  to  a full  chromosome.  Similarly,  as 
shown  for  meiosis,  it  can  happen  that  both  chro- 
matids migrate  to  the  same  daughter  cell,  that 
both  replicate  there,  and  hence  that  the  resultant 
cell  has  47  instead  of  46  chromosomes.  This  cell 
then  contains  one  chromosome  in  triplicate  in- 
stead of  the  usual  chromosomal  pair.  The  other 
cell  which  is  the  end  result  of  this  particular  er- 
roneous mitosis  will  have  only  45  chromosomes, 
and  is  therefore  monosomic  for  one  chromosome. 
If  the  monosomy  concerns  an  autosomal  chromo- 
some, the  cell  is  presumably  non-viable.  The  re- 
sult, therefore,  is  an  individual  who  has  two  dif- 
ferent types  of  cells — cells  with  the  original  46 
chromosomes,  and  a cell  with  47  chromosomes. 
Both  of  these  undergo  further  mitotic  divisions, 
and  the  individual  resulting  will  have  two  types  or 
clones  of  cells — namely  one  clone  of  cells  with  46 
chromosomes,  and  one  clone  of  cells  with  47  chro- 
mosomes. This  is  called  mosaicism.  An  example 
of  an  autosomal  mosaicism  involving  a No.  21  chro- 
mosome is  shown  in  Figure  6.  The  child  was  a 
typical  mongoloid  about  three  years  of  age,  with 
all  the  usual  findings  for  mongolism.  The  chromo- 
somal analysis,  however,  revealed  46  chromo- 
somes in  some  cells  and  47  chromosomes  in  other 
cells  (Figure  7). 

If  the  non-disjunction  during  mitosis  concerns  a 
sex  chromosome,  the  monosomic  cell  with  only  one 
sex  chromosome  will  be  viable  if  it  is  an  X-chro- 
mosome.  This  cell  will  be  able  to  undergo  further 
divisions.  The  result  is  an  individual  with  three 
cell  clones:  one  cell  clone  with  three;  one  cell 
clone  with  two;  and  one  cell  clone  with  one  sex 
chromosome.  This  is  called  a triple  mosaicism. 

Another  mechanism  which  may  lead  to  X-chro- 
mosomal  mosaicism  is  shown  in  Figure  5.  It  may 
be  possible  that  one  of  the  chromatids  lags  behind 
during  anaphase  and  fails  to  migrate  to  the  re- 
spective daughter  cell.  Such  a lagging  chromatid 
may  never  reach  the  nucleus  of  the  daughter  cell, 
and  hence  disappears.  Such  a cell  may  originate 
a new — monosomic — cell  clone;  hence,  a 45/46  mo- 
saicism results.  This  explains  how  an  XO/XX  mo- 
saicism (Turner’s  syndrome  or  gonadal  dysgene- 
sis) can  occur. 

Various  sex  chromosomal  aneuploidies  have 


been  observed  as  a result  of  non-disjunction  dur- 
ing the  meiosis  of  the  ovogonia  or  spermatogonia. 
The  result  of  the  normal  meiosis  of  an  ovogonium 
is  an  ovum  with  one  X-chromosome;  the  result  of 
the  normal  meiosis  of  a spermatogonium  is  a sperm 
with  either  a Y-chromosome  or  an  X-chromo- 
some. The  former — after  fusion  with  a normal 
ovum — leads  to  an  XY  zygote  (male),  and  the  lat- 
ter to  an  XX  zygote  (female).  The  result  of  non- 
disjunction during  ovogenesis  is  an  ovum  with  no 
X-chromosome,  or  an  ovum  with  two  X-chromo- 
somes.  The  different  possible  zygotes,  after  fertil- 
ization of  either  one  of  these  ova  by  a normal 
sperm,  are  shown  schematically  in  Figure  18. 
Three  types  of  viable  zygotes  may  occur,  leading 
to  three  clinical  conditions:  XO  (Turner’s  syn- 
drome or  ovarian  dysgenesis),  XXY  (Klinefelter’s 
syndrome),  and  triple-X  females. 

The  result  of  non-disjunction  during  the  first 
meiotic  division  of  a spermatogonium  is  ultimate- 
ly a sperm  with  no  sex  chromosome,  or  a sperm 
with  an  XY  sex  chromosomal  complement.  A 
sperm  without  a sex  chromosome  probably  has 
poor  viability.  However,  evidence  has  been  pre- 
sented that  a sperm  without  a sex  chromosome 
can  fertilize  an  X-ovum  and  produce  an  XO  zy- 
gote, i.e.,  a Turner’s  syndrome.  The  majority  of 
cases  of  Turner’s  syndrome  result  from  the  fertili- 
zation of  an  ovum  without  an  X-chromosome  by  a 
normal  sperm  (carrying  an  X-chromosome).  The 
result  when  an  XY  sperm  fertilizes  an  X ovum  is, 
again,  an  XXY  zygote  (Klinefelter’s  svndrome). 
Hence,  sex  chromosomal  non-disjunction  during 
the  first  meiosis  of  a spermatogonium  may  be  the 
cause  of  a Turner’s  or  a Klinefelter’s  syndrome. 

Non-disjunction  during  the  second  meiotic  divi- 
sion leads  to  three  different  types  of  sperms  (ga- 
metes), namely  sperms  without  a sex  chromo- 
some; sperms  with  two  X-chromosomes;  or  sperms 
with  two  Y-chromosomes.  In  rare  instances,  the 
former  may  lead  to  a Turner’s  svndrome.  The  lat- 
ter two  result  in  XXX  and  XYY  zvgotes,  which 
correspond  respectively  to  a triple-X  female,  and 
a male  with  an  XYY  sex-chromosomal  comple- 
ment who  probably  does  not  differ  from  a normal 
male. 

It  was  mentioned  earlier  that  autosomal  tri- 
somies  involving  the  larger  chromosomes  of  Groups 
A,  B or  C are  non-viable.  The  X-chromosome  be- 
longs to  the  group  of  C chromosomes.  A number 
of  women  with  a trisomv  X have  been  observed 
who  not  only  are  perfectly  viable  but  have  pheno- 
types that  show  no,  or  only  minor  deviations. 
Some  are  more  or  less  mentally  retarded,  and 
others  are  of  normal  intelligence.  Some  are  in- 
fertile, and  others  are  able  to  bear  normal  chil- 
dren. 

Sex  chromosomal  aberrations  with  four  or  even 
five  X-chromosomes  have  been  reported.  Yet 
again,  the  phenotype  of  these  sex-chromosomal 
aberrations  does  not  show  major  differences  from 
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the  norm.  The  relatively  normal  phenotypic  ap- 
pearances of  sex  chromosomal  aneuploidies  differ 
strikingly  from  the  severe  malformations  seen  in 
the  autosomal  trisomies  D and  E.  Zygotes  with  sex 
chromosomal  aberrations  appear  to  be  less  vulner- 
able and  more  resistant  than  zygotes  with  auto- 
somal aneuploidies. 

An  explanation  for  this  puzzling  inconsistency 
has  been  proposed  recently  in  the  so-called  Lyon 
hypothesis.  Preceding  a discussion  of  that  theory, 
a few  words  need  be  said  about  the  sex  chroma- 
tin or  Barr  bodies.  Sex  chromatin  bodies  consist 
of  heterochromatic  chromatin  condensations  of 
ovaloid  shape  adjacent  to  the  nuclear  membrane. 
A sex  chromatin  or  Barr  body  in  a nucleus  of  an 
epithelial  cell  taken  from  the  buccal  mucosa  is 
reproduced  in  Figure  27,  and  Figure  28  shows 
the  equivalent  to  the  Barr  body  in  a segmented 
leukocyte  in  the  form  of  the  so-called  “drumstick.” 
It  is  well  known  that  the  sex  of  a normal  individ- 
ual can  be  recognized  in  every  somatic  cell  sys- 
tem by  the  determination  of  the  so-called  nuclear 
sex.  If  the  cells  display  a sex  chromatin  body, 
then  the  individual  is  a female  with  an  XX  sex 
chromosomal  complement.  The  nuclei  of  cells  in 
normal  males  with  an  XY  sex  chromosomal  com- 
plement do  not  contain  a sex  chromatin  or  Barr 
body.  These  individuals  are  sex  chromatin  nega- 
tive. 

The  examination  for  nuclear  sex  is  routinely 
made  from  scrapings  of  the  buccal  mucosa  by 
means  of  the  so-called  buccal  smear.  The  exami- 
nation of  the  buccal  smears  of  sex  chromosomal 
aneuploidies  reveals  that  individuals  with  Kline- 
felter’s syndrome  are  sex  chromatin  positive,  in 
spite  of  their  external  male  phenotype.  In  some 
rare  cases  of  Klinefelter’s  syndrome,  two  and  even 


three  sex  chromatin  bodies  are  found.  Patients 
with  Turner’s  syndrome,  on  the  other  hand,  are 
found  to  lack  a sex  chromatin  body  in  spite  of 
their  female  phenotypic  appearance. 

There  is  a definite  correlation  between  the  num- 
ber of  X-chromosomes  and  the  number  of  sex 
chromatin  bodies.  In  other  words,  the  number  of 
X-chromosomes  minus  one  equals  the  number  of 
sex  chromatin  bodies.  The  examination  of  the  buc- 
cal smear  represents  a simple  method  for  deter- 
mining the  number  of  X-chromosomes  in  an  in- 
dividual. After  the  establishment  of  this  correla- 
tion, the  question  arose,  “What  is  the  significance 
of  the  sex  chromatin  body?”  It  was  then  found 
that  the  sex  chromatin  bodies  represent  geneti- 
cally inactive  X-chromosomes. 

The  Lyon  hypothesis  states  that  only  one  sex 
chromosome  in  every  cell  is  genetically  active  dur- 
ing interphase.*  That  is  to  say,  just  one  transmits 
genetic  information  to  the  ribosome.  All  the  other 
X-chromosomes  that  may  be  present  in  the  cell 
are  genetically  inactive,  and  represent  the  hetero- 
chromatic chromatin  bodies  in  the  cell  nuclei. 
Many  observations  have  been  made  in  support  of 
this  hypothesis,  the  enumeration  of  which  is  be- 
yond the  scope  of  this  presentation.  It  suffices  to 
say  that  the  relatively  small  phenotypic  altera- 
tions seen  in  sex  chromosomal  aneuploidies,  as 
compared  with  the  severe  malformations  found  in 
autosomal  aneuploidies,  are  probably  the  result 
of  the  genetic  inactivity  of  all  but  one  X-chromo- 
some  in  every  cell.** 

* Interphase,  or  metabolic  phase,  is  the  phase  between  two 
mitoses.  During  this  phase,  genetic  information  is  transmitted 
to  the  ribosomes  by  means  of  RNA,  but  no  DNA  replication 
takes  place. 

**  Very  recently  genetic  activity  of  parts  of  the  hetero- 
chromatic X-chromosome  has  been  assumed. 


PATHOGENESIS  OF  ANEUPLOIDIES 

TABLE  I 

CLASSIFICATION  OF  CHROMOSOMES 

Number  of 

No.  of  Auto-  Sex  Chromo-  Characteristics  of  Chromosomes  Chromosomes 

Group  somal  Pairs  somes  Male  Female 


A 1-3  — Large  with  median  or  slightly  submedian  centromere  .6  6 

B 4-5  — Large  with  sub-median  centromere 4 4 

C 6-12  X Medium  with  sub-median  and  median  centromere  . 15  16 

D 13-15  — Medium  and  acrocentric  ...  6 6 

E 16-18  — Short  with  median  (16)  or  sub-median  centromere  6 6 

F 19-20  — Short  with  median  centromere  4 4 

G 21-22  y Very  short  acrocentric  5 4 
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CRITERIA  FOR  THE  EVALUATION  OF 
CHROMOSOMES 


} Satellites 


}■  Site  of  Centromere 
( Kinetochore  ) 


Figure  I.  Structure  of  a chromosome. 

The  following  morphologic  criteria  are  used  for 
the  evaluation  of  chromosomes: 

1.  Total  length  of  the  chromosome  (varying  in 
metaphase  between  1 to  IV2  micra  and  7 to  10 
micra. 

2.  Site  of  the  centromere  (kinetochore) — termi- 
nal, sub-terminal  (acrocentric,  telocentric),  median 
or  sub-median  position.  The  centromere  divides 
the  total  length  of  the  chromosome  into  arms 
which  are  of  equal  length  if  the  centromere  is 
metacentric.  If  the  position  of  the  centromere  is 
sub-metacentric,  a long  and  a short  arm  can  be 


distinguished.  If  the  centromere  is  in  terminal  or 
sub-terminal  position,  the  short  arm  is  very  short 
and  usually  carries  a satellite.  All  acrocentric 
chromosomes  have  satellites,  although  only  some 
of  them  are  recognizable  in  the  usual  karyogram. 
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Figure  2.  Idiogram  and  karyotype  of  a normal  male. 


NORMAL  MITOSIS 

In  normal  mitosis,  the  two  chromatids  of  each 
chromosome  segregate,  and  the  centromere  di- 
vides into  two  centromeres. 

In  the  prophase,  the  DNA  spiral  duplicates  and 
leads  to  the  formation  of  two  chromatids  that  are 
still  held  together  by  the  centromere.  In  the  late 


metaphase,  the  centromere  splits  into  halves.  In 
the  anaphase,  each  half-centromere  carrying  one 
chromatid  migrates  to  the  daughter  cell. 

Result:  The  daughter  cells  have  the  same  num- 
ber of  chromosomes  and  the  same  genome  as  the 
cell  from  which  they  originated.  In  mitosis,  dip- 
loidy  (2N)  is  preserved. 


meres. 
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NON-DISJUNCTION  DURING  MITOSIS 

In  some  instances,  for  reasons  not  fully  under- 
stood, the  centromere  of  a chromosome  may  not 
split  in  the  anaphase,  and  both  chromatids  then 
migrate  to  one  daughter  cell,  where  a delayed  di- 
vision of  the  centromere  occurs  and  subsequent 
separation  of  the  two  chromatids  takes  place. 

Residt:  Three  clones  of  cells — one  clone  result- 
ing from  a normal  mitosis  with  a normal  diploid 


(2N)  set  of  chromosomes  (Figure  3),  and  two 
aneuploid  clones,  one  with  2N  + 1 and  one  with 
2N  - 1 chromosomes.  If  there  is  non-disjunction  of 
an  autosome,  the  cells  of  the  clone  with  2N  - 1 
(i.e.,  45)  chromosomes  are  probably  not  viable. 
Mosaicism  of  two  clones,  one  with  46  and  the  other 
with  47  chromosomes,  is  ultimately  found.  XO 
monosomic  cells  are  viable.  If  there  is  non-disjunc- 
tion of  the  sex  chromosomes,  a monosomic  cell 
clone  with  45  chromosomes  may  be  found. 


INTERPHASE 

TELOPHASE 


INTERPHASE  PROPHASE 


METAPHASE 


YA 

CO  ••  <=> 


Figure  4.  Non-disjunction  during  mitosis. 


2 N - 1 


2 N + 1 


LOSS  (LAG)  OF  A CHROMATID  DURING 
MITOSIS 

During  anaphase,  one  chromatid  lags  behind 
and  is  eliminated  from  the  cytoplasm.  Therefore 
it  does  not  participate  in  the  formation  of  the  nu- 
cleus of  the  daughter  cell. 


Result:  One  clone  with  2N  - 1 and  one  clone 
with  2N  chromosomes  occur.  The  cells  of  the  for- 
mer clone  are  probably  not  viable  if  the  aneu- 
ploidy  is  due  to  the  loss  of  an  autosome.  If  the 
aneuploidy  is  due  to  the  loss  of  an  X-chromosome, 
an  XO/XX  mosaicism  may  be  found.  This  occurs 
in  certain  cases  of  Turner’s  syndrome. 


Figure  5.  Loss  (lag)  of  a chromatid  during  mitosis. 
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Example  of  Autosomal  Mosaicism:  Figure  6 is 
an  example  of  46/47  mosaicism  with  one  euploid 
and  one  aneuploid  clone,  the  latter  trisomic  for 
the  No.  21  chromosome. 

Chromosomal  analysis  revealed  that  this  pa- 


tient had  a smaller  clone  with  46  chromosomes,  a 
larger  clone  with  47  chromosomes  and  a trisomy 
21.  If  less  than  half  of  the  cells  are  trisomic,  the 
phenotype  is  presumably  normal.  If  more  than  half 
of  the  cells  are  trisomic  for  the  No.  21  chromo- 
some, mongolism  results. 


Figure  6.  Mongoloid  boy  with  mosaicism. 
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Figure  7.  Idiograms  and  karyotypes  of  patient  seen  in  Fig- 
ure 6.  Thirty-three  per  cent  of  the  cells  examined  were 
euploid  and  67  per  cent  were  aneuploid  in  a 46/47  mosaicism. 
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NORMAL  MEIOSIS 

During  the  prophase  of  meiosis  I,  the  two  ho- 
mologous chromosomes  (one  of  paternal  and  one 
of  maternal  origin)  come  into  close  contact  with 
each  other  and  form  the  so-called  bivalents.  This 
process  is  called  synapsis.  Crossing-over  or  recom- 
bination— i.e.,  an  exchange  of  allelomorphic  gene 
material  between  homologous  chromosomes — 
takes  place  during  synapsis.  In  the  metaphase,  the 
bivalents  align  in  the  equatorial  plane  and  split 
into  two  homologous  chromosomes,  each  of  which, 
with  two  chromatids,  migrates  to  a different  spin- 


dle pole.  Meiosis  I is  the  only  cell  division  in 
which  the  centromere  remains  intact  and  the  two 
chromatids  do  not  separate. 

Result  of  First  Meiosis:  Haploid  pregametic  cells 
with  23  chromosomes. 

The  processes  operating  during  the  second  mei- 
otic  division  are  the  same,  in  principle,  as  those  in 
mitosis  (Figure  3),  except  that  they  take  place 
in  haploid  cells  with  one  set  of  23  chromosomes 
instead  of  in  a diploid  set  as  in  regular  mitoses. 

Result  of  Second  Meiosis:  Haploid  gametes 
(sperms  and  ova)  and  polocytes. 


INTERPHASE 

Second  Meiosis  /■ \ 


Figure  8.  Normal  meiosis. 


NON-DISJUNCTION  IN  MEIOSIS  I 

Two  pathogenetic  mechanisms  explain  non-dis- 
junction during  meiosis  I: 

1.  A bivalent  may  fail  to  divide  into  homologous 
chromosomes  during  metaphase  and  anaphase  of 
meiosis  I.  Thus  both  chromosomes  migrate  to  the 
same  spindle  pole. 

2.  One  of  two  homologous  chromosomes  may  be 
altered  to  an  extent  that  a normal  synapsis  does 
not  take  place.  Thus  the  two  homologous  chromo- 
somes segregate  independently  from  each  other. 
Of  the  two  chromosomes,  one  is  of  maternal  and 


the  other  of  paternal  origin.  The  probability  that 
both  migrate  to  the  same  daughter  cell  is  0.25. 

Result  of  First  Meiosis:  Two  aneuploid  prega- 
metic cells,  one  with  N - 1 chromosomes  and  the 
other  with  N + 1 chromosomes. 

In  the  second  meiosis,  the  chromosomes  divide 
in  a normal  fashion  into  two  chromatids.  Since 
the  pregametic  cells  have  N + 1 or  N - 1 chromo- 
somes, aneuploid  gametes  result. 

Result  of  Second  Meiosis:  Aneuploid  gametes 
(sperms  or  ova)  and  polocytes  with  N + 1 or  N - 1 
chromosomes. 
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INTERPHASE 


Figure  9.  Non-disjunction  in  mciosis  I. 


NON-DISJUNCTION  IN  MEIOSIS  II 

The  first  meiosis  has  occurred  in  a normal  fash- 
ion, as  is  seen  in  Figure  8.  In  the  anaphase  of 
meiosis  II,  the  division  of  the  centromere,  and 
hence  the  segregation  of  the  two  chromatids,  may 
fail  to  occur  at  the  correct  time,  and  may  take 
place  after  the  cell  division  has  been  completed. 
Both  homologous  chromosomes  may  be  present  in 
the  same  gamete,  but  both  are  either  of  maternal 
or  paternal  origin. 

Result:  Two  aneuploid  gametes,  one  with  N - 1 
chromosomes  and  the  other  with  N + 1 chromo- 
somes, the  latter  carrying  one  chomosome  in  du- 
plicate. 

Second  Meiosis 


Non-disjunction  during  meiosis  II  probably  does 
not  occur  as  frequently  as  non-disjunction  during 
meiosis  I. 

Fertilization  of  a gamete  with  N - 1 chromo- 
somes by  a normal  gamete  (N  chromosomes)  of 
the  other  sex  leads  to  a zygote  with  monosomy. 
The  only  monosomy  known  is  XO  (Turner’s  syn- 
drome). Monosomy  YO  and  autosomal  mono- 
somies are  non-viable.  Fertilization  of  a gamete 
with  N + 1 chromosomes  and  a normal  gamete  (N 
chromosomes)  of  the  other  sex  leads  to  a zygote 
with  trisomy. 
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AUTOSOMAL  ANEUPLOIDIES 


TRISOMY  D OR  13-15 
TABLE  2 

CLINICAL  SIGNS  IN  17  CASES  OF  TRISOMY  13-15 
AND  3 CASES  OF  PARTIAL  TRISOMY  13-15 


1 7 Cases 

3 Cases 

Apparent  mental  retardation 

. .12/12* 

3/3 

Failure  to  thrive  

I/I 

3/3 

Convulsions  

7/12 

1/3 

Muscular  hypertonia  

. . 2/9 

I/I 

Muscular  hypotonia 

? 

3/3 

Arhinencephaly  

. 5/8 

? 

Microcephaly  

2/2 

2/3 

Sloping  forehead 

6/9 

2/3 

Facial  asymmetry  

7 

2/3 

Microphthalmia  and/or  coloboma 

14/16 

0/1 

Stenosis  of  lacrimal  ducts 

I/I 

2/3 

Malformed  ears  

16/16 

3/3 

Aplasia  of  external  auditory  canal 

? 

2/3 

Choanal  atresia 

I/I 

0 

Cleft  palate  and/or  lip  ( 1 1 ) 

12/17 

3/3 

Small  mandible  

••  7/7 

3/3 

Hemangiomata  

10/13 

0/1 

Polydactyly  

. 14/15 

0/3 

Abnormal  flexion  of  fingers  

7/13 

1/3 

Retroflexible  thumb  

. . 5/11 

0/1 

Horizontal  palmar  creases  

12/15 

0/1 

Hyperconvex  fingernails  

6/10 

o/i 

Abnormal  triradius  ( Dermatoglyph  ) 

8/8 

o/i 

Hallucal  AL$  (Dermatoglyph)  

4/7 

I/I 

Prominent  posterior  heel  

8/1  1 

0/1 

Congenital  heart  lesion  

13/15 

2/3 

Accessory  spleen  

3/4 

o/i 

Large  gall  bladder  

3/4 

7 

Umbilical  hernia  

6/10 

0/1 

Renal  anomalies  

7/10 

1/3 

Malrotation  of  intestines  

6/8 

0/1 

Anal  atresia,  recto-vaginal  fistula 

0 

1/3 

Uterine  anomalies  

5/5 

o/i 

Scrotal  anomalies,  undescended  testicles  5/5 

Sex  4 males,  14 

females 

Race  

1 2 Caucasian, 

1 Negro 

Birth  weight  Range:  1.7  to  3.4  Kg.; 

; average:  2.7  Kg. /I  1 

Duration  of  life  Range:  3.5  wk.  to  22  mos.;  average:  4.6 

mos.** 

Age  of  mother  Range:  23  to  43  years;  average:  31.3  years 

* Number  of  cases  in  which  trait  was 

found/number  of 

cases  ex- 

amined  for  trait. 

**  One  patient  with  partial  trisomy  died  at  66  months;  two  patients 
with  partial  trisomy  are  still  living  at  36  and  90  months  of  age. 


Figure  II.  This  is  a case  of  partial  trisomy  13-15.  The 
diagnosis  was  suspected  because  the  mother  had  had  several 
abortions  and  because  of  the  clinical  appearance  and  history 
of  the  patient. 
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Figure  12.  Idiogram  and  karyotype  of  patient  seen  in  Fig- 
ure II.  This  patient  had  a partial  trisomy  13-15.  The  super- 
numerary chromosome  was  smaller  than  the  other  D chromo- 
somes. This  was  probably  due  to  deletion  of  parts  of  the 
long  arm  of  a supernumerary  D chromosome. 
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TRISOMY  E OR  16-18 
TABLE  3 

CLINICAL  SIGNS  IN  49  CASES  OF  TRISOMY  18 

49  Cases* 


Apparent  mental  retardation  35/35 

Failure  to  thrive  41/41 

Muscular  hypertonia  28/32 

Limited  abduction  of  hip  17/18 

Defect  of  corpus  collosum  ...  5/9 

Prominent  occiput  24/34 

Ptosis  of  eyelids  8/26 

Corneal  opacities  4/13 

Congenital  glaucoma  and  optic  atrophy  I/I 

Low  set  ears 48/49 

High  arched  palate  14/16 

Small  mandible  47/47 

Abnormal  flexion  of  fingers  46/47 

Dactylograph:  8-10  digital  arches  . ...  7/7 

Syndactyly  14/32 

Horizontal  palmar  crease 5/6 

Dorsiflexion  of  great  toe  21/26 

Rockerbottom  feet  15/34 

Short  sternum  28/32 

Congenital  heart  defect  39/44 

Interventricular  septal  defect  32/37 

Interatrial  septal  defect  4/20 

Patent  ductus  arteriosus  14/28 

Diaphragmatic  hernia  10/25 

Inguinal  and/or  umbilical  hernia  . . 16/31 

Meckel's  diverticulum  10/21 

Malrotation  of  intestines  4/18 

Intestinal  (anal)  atresia  5/8 

Heterotopic  pancreatic  tissue  8/14 

Single  umbilical  artery  8/11 

Renal  anomalies  25/36 

Undescended  testicles  6/9 


Figure  13.  This  is  a case  of  trisomy  16-18.  The  patient  was 
the  fifth  child  in  a family  with  no  other  cases  of  congenital 
defects  or  malformations. 
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Sex  

II  males,  3 1 females 

(IA 

<1* 

A* 

Race  ....  21 

Caucasian,  1 Chinese,  1 Negro,  1 Puerto  Rican 

13 

Vi 

1 / 

Gestation  . . . 

28  to  44  weeks 

in 

K* 

*A* 

5.3 

Birth  weight 

Range:  1,275  to  3,070  Kg.;  average  2,310/25 

SK 

Duration  of  life 

Range:  8 hrs.  to  27  mos.;  average  4.2  mos./22 

20 

Age  of  mother 
Age  of  father 

Range:  1 7 to  46  years;  average  34.8  yrs./27 
Range:  21  to  49  years;  average  37.4  yrs./24 

& %* 

21 

& & 

* Number  of  cases  in  which  trait  was  found/number  of  cases  ex- 
amined for  trait. 


Figure  14.  Karyotype  and  idiogram  of  patient  seen  in  Fig- 
ure 13. 
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TRISOMY  21 

MONGOLISM  (DOWN'S  SYNDROME) 

Down’s  syndrome  is  the  most  frequent  auto- 
somal trisomy.  In  the  majority  of  cases,  the  No.  21 
chromosome  is  found  in  triplicate.  In  one  to  three 
per  cent  of  all  cases  of  Down’s  syndrome,  a super- 
numerary chromosome  No.  21  is  translocated 


(fused)  with  a No.  15,  a No.  22  or  another  No.  21 
chromosome.  In  some  instances  a similar  trans- 
location is  found  in  other  family  members  as  well, 
notably  in  one  of  the  parents.  Normal  family  mem- 
bers with  the  translocation  have  45  chromosomes 
(Figure  16).  Familial  translocation  favors  the  oc- 
currence of  more  than  one  mongoloid  in  a family 
(Figure  17).  However,  familial  translocation  is  not 
the  only  cause  of  familial  mongolism. 


TABLE  4 

SYMPTOMATOLOGY  IN  DOWN'S  SYNDROME 


Small  birth  weight 

Early  infancy:  Very  inactive  and  limp  with  poor  sucking 

and  swallowing  reflexes 

Small  size  and  underweight 

Later  infancy  Brachycephaly;  small  face;  hypoplasia  of 
and  child-  maxilla 

hood:  Delayed  closure  of  sutures 

Sunken  bridge  of  nose;  underdeveloped 
sinuses 

Small  orbitae;  epicanthus;  slanting  eyes 

Brushfield's  spots;  short,  sparse  eyelashes 

Cataracts;  blepharitis;  conjunctivitis 

Small,  overlapping,  right-angled  helix  and 
flat  tragus 

Fissured  lips;  scrotal,  protruding,  thin  tongue 

Delayed  dentition,  9 months  to  5 years 

Irregular  eruption  and  abnormal  alignment 
of  teeth 

Microdontia;  paradentosis;  gingivitis 

Raucous,  low-pitched  voice 

Short  fingers  and  toes;  clinodactyly 


Dubois  sign;  hypoplasia  of  middle  phalanx  V 
Y-line;  gap  between  toes  I and  II;  syndacty- 
ly; clubfoot 

Small  acetabular  and  iliac  angle 
Laxity  of  skin;  muscular  hypotonia 
Frequent  malformations 

Congenital  heart  defects  (especially  septal 
defects  and  tetralogy  of  Fallot) 

Intestinal  stenosis  and  atresia 

Hypoplastic  vasculature 

Low  set  umbilicus;  umbilical  hernia 

Delayed  testicular  descensus;  short  penis 

Genital  hypoplasia;  hypospadia 

Constipation 

Insufficient  thermoregulation  susceptibility  to 
infections;  tendency  to  leukemia 

Mental  retardation,  somewhat  stubborn  but 
able  to  imitate 

Good  natured  and  lovable 

Adolescence:  Decreased  secondary  sex  characteristics 

Delayed  menarche  (and  early  menopause) 
Sterility  in  males 


NONE  OF  THESE  SIGNS  AND  SYMPTOMS  IS  CONSTANT  OR  PATHOGNOMONIC 
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Figure  15.  Mongoloid  child  with  46  chromosomes  and  a 
15/21  translocation. 


Figure  16.  Mother  of  two  mongoloid  children.  Her  karyo- 
type shows  45  chromosomes  with  a 15/21  translocation. 


Bo. 


& Severe  MR  + !5yrs. 

Figure  17.  Pedigree  of  a family  with  a 15/21  translocation  in  the  mother  (Figure  16)  and  two  mongoloid  children  (Figure  15 
shows  the  karyotype  of  one  of  them). 
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SEX  CHROMOSOMAL  ANEUPLOIDY 

NON-DISJUNCTION  IN  OVOGENESIS 

Sex-chromosomal  non-disjunction  of  the  ovo- 
gonia  leads  to  ova  with  either  two  X-chromosomes 
or  none  at  at  all.  Fertilization  with  a Y-containing 
sperm  leads  either  to  a YO  zygote,  which  is  non- 
viable,  or  to  an  XXY  zygote,  resulting  in  Kline- 
felter’s syndrome  (Figure  23).  Fertilization  with 
an  X-containing  sperm  leads  either  to  an  XO 
(Turner’s  syndrome)  or  to  an  XXX  (super  or 
meta-female)  zygote. 


Sperms 

Fertilization  I 
by  Normal  Sperm 


Incidence  Lethal  0.2  0.2  0.2 


/I000 

Figure  18.  Non-disjunction  in  ovogenesis. 


NON-DISJUNCTION  IN  SPERMATOGENESIS 

Sex-chromosomal  non-disjunction  during  the 
first  reduction  division  of  spermatogenesis  leads  to 
sperms  with  no  sex  chromosomes  or  to  sperms 
with  an  XY  sex-chromosomal  complement.  Non- 
disjunction during  the  second  meiotic  division  leads 
either  to  sperms  with  no  sex  chromosome  or  to 
sperms  with  an  XX  or  YY  sex-chromosomal  com- 
plement. Fertilization  of  a normal  ovum  by  a 
sperm  without  a sex  chromosome  leads  to  an  XO 
zygote,  resulting  in  Turner’s  syndrome.  Presum- 
ably, sperms  without  sex  chromosomes  are  non- 
viable  or  unable  to  compete  with  other  sperms. 
Hence,  XO  zygotes  as  products  of  the  fusion  of 
X-ova  and  O-sperms  are  exceedingly  rare. 


Fertilization  of  a normal  ovum  by  an  XY-sperm 
leads  to  an  XXY  zygote,  resulting  in  Klinefelter’s 
syndrome.  The  total  incidence  of  Klinefelter’s  syn- 
drome is  about  1.05  per  1,000  (see  Table  8).  The 
product  of  fusion  of  an  XX-ovum  and  a Y-sperm 
occurs  0.2  times  per  1,000.  Hence,  0.85  aneuploid 
conditions  per  1,000  population  are  due  to  the  fu- 
sion of  an  aneuploid  XY-sperm  with  a normal 
ovum. 

Fertilization  of  a normal  ovum  by  an  XX-sperm 
leads  to  an  XXX  (trisomy  X)  zygote,  resulting  in 
a super-female.  The  total  incidence  of  trisomy  X is 
about  0.6  per  1,000.  If  we  assume  that  0.2  per  1,000 
are  caused  by  an  aneuploid  ovum  (Figure  18),  we 
can  conclude  that  0.4  X-trisomic  zygotes  per  1,000 
are  caused  by  aneuploid  XX-sperms.  Hence,  the 
number  of  X-trisomic  zygotes  due  to  XX-sperms  is 
about  one-half  of  the  total  of  XXY  zygotes  due  to 
XY-sperms.  This  ratio  corresponds  to  the  theoret- 
ically expected  one:  25  per  cent  XY  sperms:  12.5 
per  cent  XX  sperms. 

Fertilization  of  a normal  ovum  by  a Y Y-sperm 
leads  to  an  XYY  zygote,  resulting  in  a phenotyp- 
ically-normal  male.  Since  normal  individuals 
haven’t  usually  been  karotyped,  only  a few  XYY 
individuals  have  been  reported  thus  far.  Thus  the 
incidence  of  XYY  zygotes  is  unknown. 
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TURNER'S  SYNDROME  OR  OVARIAN 
DYSGENESIS 

Eighty  per  cent  of  all  Turner’s  have  45  chromo- 
somes with  an  XO  sex-chromosomal  complement. 
They  are  sex-chromatin  negative.  Twenty  per  cent 
of  all  Turner’s  have  46  chromosomes  with  an  XX 
sex-chromosomal  complement.  These  individuals 
are  sex-chromatin  positive.  A certain  number  of 
cases  of  Turner’s  syndrome  show  a sex-chromo- 
somal mosaicism. 

Treatment  with  estrogens  to  develop  secondary 
sex  characteristics  and  menstruation  begins  at  the 
age  of  normal  puberty,  and  must  continue  until 
the  normal  time  for  menopause. 

TABLE  5 

SYMPTOMATOLOGY  IN  TURNER'S  SYNDROME 

Short  growth  and  delay  of  bone  maturation 
Absence  or  paucity  of  secondary  sex  characteristics 
Primary  amenorrhea 

Hypoplasia  of  ovaries  and  absence  of  follicles 
Pterygium  formation  (webbing) 

Micrognathia 

Epicanthus 

Short  neck  with  deep  nuchal  hairline 

Shield  chest  with  increased  distance  of  mammillae 

Cubitus  valgus  and  nail  hypoplasia 

Intelligence  normal  or  slightly  decreased 

Coarctation  and  renal  anomalies 

Decreased  or  normal  urinary  17  ketosteroids 

Urinary  gonadotropins  increased  or  normal 


<-  II  El  i;  ii  ii  ii  it 

o It  tl  »• 


E iH 

kl  •§ 

% 

f tf 

n 

G ft* 

*# 

i * 

m | 

*## 


**  * 

! •• 


Figure  20.  Idiogram  and  karyotype  in  Turner's  syndrome. 


750 


Journal  of  Iowa  Medical  Society 


November,  1963 


Figure  22.  Feet  of  a newborn  with  Turner's  syndrome. 
Turner's  syndrome  is  suspected  in  infancy  when  edema  of 
hands  and  feet  is  present,  and  when  other  causes  of  neonatal 
edema  such  as  nephrosis,  renal  diseases,  hypocalcemia  and 
hypoproteinemia  have  been  excluded.  A sex-chromatin  deter- 
mination by  buccal  smear  is  indicated  in  such  cases. 


KLINEFELTER’S  SYNDROME  OR  TESTICULAR 
DYSGENESIS 

Karyotypes  in  Klinefelter’s  syndrome  cases 
usually  show  47  chromosomes  with  an  XXY  sex- 
chromosomal  complement.  In  rare  instances  there 
are  48  chromosomes  with  an  XXYY  or  XXXY,  or 
49  chromosomes  with  an  XXXXY  sex-chromoso- 
mal complement,  or  various  mosaics.  In  spite  of 
the  male  phenotype,  these  patients  are  sex-chro- 
matin positive.  Sex-chromatin  negative  Klinefel- 


ter’s syndrome  has  been  described,  but  it  is  not 
considered  a true  Klinefelter’s  syndrome. 

TABLE  6 

SyMPTOMATOLOGy  IN  KLINEFELTER'S  SyNDROME 

Eunuchoid  body  proportions 

Gynecomastia 

Penis  and  testes  small 

Secondary  sex  characteristics  decreased 

Mild  mental  retardation  in  less  than  20  per  cent  of  cases 

Male  phenotype,  but  a positive  sex  chromatin 

Urinary  I 7-ketosteroids  decreased 

Urinary  gonadotrophins  increased 
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Figure  24.  Idiogram  and 
ure  23. 


karyotype  of  patient  seen  in  Fig 


Figure  23.  Twenty-year-old  male  with  Klinefelter's  syndrome. 


Figure  25.  Testicular  biopsy  of  Klinefelter's  syndrome  case. 
This  shows  increased  interstitial  tissue,  partly  sclerotic  semi- 
niferous tubules  and  insufficent  spermatogenesis.  (We  are 
grateful  to  Drs.  R.  Bunge  and  J.  Bradbury,  of  the  S.U.I.  De- 
partments of  Urology  and  Obstetrics  & Gynecology,  for  sup- 
plying this  photograph.) 
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TABLE  7 

INCIDENCE  OF  ANEUPLOID  CONDITIONS 


A.  Sex  chromosomes  Per  1 000  population 

Monosomy:  XO — Turner's  syndrome 0.20 

Trisomies:  XXY— Klinefelter's  syndrome  (also  XXyy,  XXXy,  XXXXy)  1.05 

XXX — Meta — (super)  female  (also  XXXX)  . . . .0.60 


INCIDENCE  OF  SEX  CHROMOSOMAL  ANEUPLOIDy 


1.85 


B.  Autosomal  chromosomes 
Trisomy  2 I 

Trisomy  13-15  ( Dj ) 

Trisomy  16-18  (18,  E) 

C.  Mosaicism 
46/47 

46/47  and  46/47/48 
XO/XX,  XO/XX/XXX 
xxy/xxxy,  etc. 


Down's  syndrome  (mongolism)  1.60 

Multiple  malformations ? * 

( 1 7 cases  known ) 

Multiple  malformations  ? * 


(49  cases  known) 


Normal 

Down's  syndrome  (mongolism)  rare 

Turner's  syndrome rare 

Klinefelter's  syndrome  rare 


D.  Polyploidy 

Triploidy  (3N)  and  tetraploidy  ( 4 N ) are  found  in  some  cells  of  patients  suffering  from  cancer  or  leukemia. 
TOTAL  INCIDENCE  OF  ANEUPLOIDy;  One  per  200  to  300  individuals 


‘Presumably  most  of  the  zygotes  with  trisomy  13-15  and  trisomy  16-18  are  not  viable  and  are  aborted  during  early  pregnancy.  Only  a few 
resistant  cases  survive  the  total  period  of  gestation,  and  these  usually  die  in  infancy. 


POLYPLOIDY 


Figure  26.  Idiogram  and  karyotype  of  a tetraploid  cell  of  a 15-year-old  boy  with  myelogenous  leukemia. 
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NUCLEAR  SEX 

Nuclear  sex  can  be  determined  in  the  cell  nuclei 
of  all  human  tissues.  For  practical  purposes,  ep- 
ithelial cells  of  the  oral  mucosa  (buccal  smear) 
and/or  the  segmented  neutrophils  of  the  periph- 
eral blood  are  used.  Sex-chromatin  bodies  in  the 
epithelial  cells  of  the  oral  mucosa  are  character- 
ized by  a dark  chromatin  mass  adhering  to  the 
nuclear  membrane  and  measuring  about  0.8  to  1.1 
micra. 

Normal  males  with  an  XY  sex-chromosome  com- 
plement are  sex-chromatin  negative.  Normal  fe- 
males with  an  XX  sex-chromosome  complement 
are  sex-chromatin  positive.  Nuclear  sex  determina- 
tions in  sex-chromosomal  aneuploidies  revealed 
that  individuals  with  three  or  more  X-chromo- 
somes  have  two  or  more  sex-chromatin  masses, 
and  the  following  formula  was  derived:  Number 
of  sex-chromatin  masses  + 1 = Number  of  sex  chro- 
mosomes. 

Recent  research  has  presented  evidence  that  only 
one  X-chromosome  is  genetically  active  in  trans- 
mitting genic  information.  The  additional  X-chro- 
mosomes  are  genetically  inactive,  heterochromatic, 
and  later  in  DNA  replication.  It  has  thus  been  con- 
cluded that  the  sex-chromatin  masses  represent 
the  interphase  of  the  genetically  inactive  X-chro- 
mosomes. 


Figure  27.  Barr  body  in  epithelial  cells  ol  the  oral  mucosa. 
An  individual  is  sex-chromatin  positive  when  30  to  40  per  cent 
of  the  epithelial  cells  contain  the  sex-chromatin  mass  that  is 
called  a Barr  body. 


Figure  28.  Drumstick  in  a segmented  neutrophil.  This  drum- 
stick-like  appendage  is  equivalent  to  a Barr  body.  An  in- 
dividual is  sex-chromatin  positive  if  the  drumstick  is  found  in 
4 to  6 per  cent  of  all  segmented  neutrophils. 


TABLE  8 

SEX  CHROMATIN  AND  CLINICAL  CONDITION 


Sex  chromatin  negative: 

Normal  male — XY 
Testicular  feminization — XY 
Turner's  syndrome — XO 


Sex  chromatin  positive: 


One  sex-chromatin  Normal  female — XX 

mass:  Klinefelter's  syndrome — XXY  and  XXYY 


Two  sex-chromatin 
masses: 


Trisomy  X (XXX) 

Klinefelter's  syndrome — XXXY 


Three  sex-chromatin  Tetrasomy  X (XXXX) 

masses:  Klinefelter's  syndrome — XXXXY 
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CLINICAL  SUMMARY 

A 73-year-old  white  woman  had  enjoyed  excellent 
health  until  five  months  before  her  death,  when 
she  had  an  episode  of  pneumonia  and  congestive 
heart  failure.  This  illness  had  responded  readily  to 
treatment  with  antibiotics  and  digitalis.  After- 
wards, she  had  done  well  for  two  months.  Then 
she  had  suffered  from  headaches  and  malaise,  but 
had  not  sought  treatment.  Ten  days  before  ad- 
mission, she  had  noted  a scant  urinary  output,  and 
entered  a local  hospital.  At  that  time,  the  blood 
urea  nitrogen  was  80  mg./lOO  ml.  A urinalysis 
showed  red  cells,  proteinuria  and  casts.  The  oli- 
guria had  progressed,  so  that  seven  days  later  she 
had  been  totally  anuric,  and  the  BUN  had  risen 
to  102  mg.  per  cent.  A right  ureteral  catherteriza- 
tion  and  retrograde  pyelogram  had  been  normal. 
A peritoneal  dialysis  was  done  with  poor  results, 
and  she  was  transferred  to  University  Hospitals. 
There  was  no  history  of  hypertension.  She  com- 
plained of  no  pain  during  the  present  illness.  Nau- 
sea and  vomiting  occurred  during  the  period  of 
anuria. 

Physical  examination  revealed  a moderately 
obese  white  woman  who  was  tachypneic  and 
acutely  ill.  The  blood  pressure  was  170/80  mm. 
Hg;  the  pulse  rate  was  88  per  minute  and  regular. 
The  left  optic  fundus  could  not  be  seen  because  of 
a cataract,  but  the  right  fundus  appeared  normal. 
The  oral  mucosa  was  dry  and  crusted.  There  were 
scattered  crepitant  rales  in  both  bases.  The  left 
ventricle  was  1+  overactive,  and  there  was  a grade 
II  apical  systolic  murmur  which  did  not  radiate. 
The  abdomen  was  normal  except  for  obesity. 
There  was  a recent  paracentesis  scar.  Rectal  and 
pelvic  examinations  were  normal  except  for  a 
slight  cystocele-rectocele.  There  was  no  flank  ten- 
derness. 

On  admission,  the  hemoglobin  was  11  Gm./lOO 
ml.  The  white  blood  cell  count  was  12,000/cu.  mm., 
and  the  differential  blood  smear  was  interpreted 
as  normal.  The  hematocrit  was  36  per  cent.  The 
sedimentation  rate  was  117  mm. /hr.  A small 
amount  of  urine  present  in  the  bladder  showed 
a pH  of  7.3,  4+  protein,  a trace  of  sugar,  a Fantus 


test  for  chloride  of  4 Gm./L.  and  many  red  blood 
cells.  The  serum  sodium  was  120,  the  potassium 
5.9,  the  C02  11.6,  and  the  chloride  84  mEq./L., 
and  the  calcium  8.9,  the  phosphorus  7.2,  the  BUN 
75,  and  the  creatinine  15.6  mg.  per  cent.  An  elec- 
trocardiogram was  interpreted  as  normal.  Cystos- 
copy was  done  and  showed  a mild  trigonitis  at- 
tributed to  the  Foley  catheter.  A left  ureteral 
catheterization  was  done.  No  urine  returned  and 
no  obstruction  was  encountered.  Left  retrograde 
pyelography  showed  changes  interpreted  by  the 
urologist  as  being  compatible  with  chronic  pyelo- 
nephritis, with  two  small  areas  of  calcification 
which  were  thought  to  be  non-obstructive  stones. 
The  radiologist  interpreted  the  pyelogram  as  show- 
ing no  blunting  or  dilatation  of  the  collecting  sys- 
tem, but  displaying  bilateral  renal  calculi.  The 
chest  roentgenogram  showed  left  ventricular  hy- 
pertrophy and  minimal  pulmonary  venous  con- 
gestion. 

The  patient  was  placed  on  a diet  of  2,000  cal./day 
containing  less  than  30  Gm.  of  protein  and  a low 
potassium  constituent.  The  water  intake  was  lim- 
ited to  700  ml./day.  On  the  second  hospital  day 
the  BUN  was  170,  and  the  creatinine  17  mg.  per 
cent,  and  the  potassium  was  7.3  mEq./L.  Extra- 
corporeal dialysis  was  carried  out  for  six  hours 
on  the  third  hospital  day. 

She  was  placed  on  digitoxin.  The  following  day 
the  BUN  was  100  and  the  creatinine  11.5  mg.  per 
cent,  and  the  potassium  5.7  mEq./L.  She  weighed 
167  lbs. 

She  was  given  a diet  of  butter  balls  and  rock 
candy,  and  her  fluid  intake  was  limited  to  700 
ml./24  hrs.  On  the  fifth  hospital  day  the  BUN  was 
110  and  the  creatinine  14.0  mg.  per  cent,  and  the 
potassium  5.5  mEq./L.  She  weighed  163  lbs. 

She  was  given  an  ammonium-potassium  ion  ex- 
change resin.  The  potassium  fell  to  5.1  mEq./L. 
in  the  succeeding  three  days,  and  the  exchange 
resin  was  stopped.  Except  for  a small  amount  of 
fluid  present  in  the  bladder  on  admission,  she 
produced  no  urine  during  her  hospital  stay. 

On  her  eleventh  hospital  day  the  BUN  was  180 
and  the  creatinine  16.1  mg.  per  cent  and  the  potas- 
sium was  6.0,  the  sodium  133,  the  chloride  90  and 
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the  COo  16  mEq./L.  She  weighed  157  lbs.  Extra- 
corporeal dialysis  was  repeated.  After  30  minutes 
of  dialysis,  she  had  a general  tonic  convulsion  and 
dialysis  was  stopped.  However,  she  became  apneic, 
failed  to  respond,  and  died. 

Dr.  R.  F.  Sheets,  Internal  Medicine:  Mr.  Spooner 
will  discuss  this  protocol  for  the  junior  students. 

Mr.  Thomas  Spooner,  junior  ward  clerk:  We 
wondered  whether  any  record  was  made  of  blood 
pressures  during  the  patient’s  stay  in  the  hospital, 
and  what  her  temperature  record  was  during  her 
hospitalization. 

Dr.  Sheets:  She  had  a flat  temperature  curve. 
Her  blood  pressure  was  200/100  mm.  Hg. 

Mr.  Spooner:  The  electrolytes  showed  the  pro- 
file of  a patient  with  uremia.  The  sodium  was 
probably  depressed  because  of  a dilutional  hypo- 
natremia, and  probably  the  COL,  was  down  because 
of  the  metabolic  acidosis.  The  potassium  probably 
was  up  because  of  the  triad  of  acidosis,  oliguria, 
and  the  movement  of  intracellular  potassium  into 
the  vascular  compartment.  The  rise  in  BUN  and 
creatinine  certainly  was  indicative  of  kidney  dis- 
ease of  some  sort.  Also,  as  is  commonly  seen  in 
uremia,  the  potassium  was  elevated  and  the  cal- 
cium was  low.  The  explanation  could  have  been 
a rise  in  the  BUN,  causing  a decrease  in  the  ab- 
sorption of  calcium  from  the  gut.  At  the  same 


time,  the  anuria  caused  a retention  of  phosphorous. 
Then  a left  retrograde  pyelogram  showed  changes 
interpreted  by  the  urologist  as  compatible  with 
chronic  pyelonephritis,  with  two  small  areas  of 
calcification  which  were  thought  to  be  non- ob- 
structive stones. 

The  radiologist  was  apparently  more  cautious 
in  his  interpretation  of  these  films,  for  he  said 
the  pyelograms  merely  displayed  bilateral  renal 
calculi  without  blunting  or  dilatation  of  the  col- 
lecting systems.  I wonder  whether  we  could  have 
some  comment  on  the  roentgenograms. 

Dr.  Eugene  F.  Van  Epps,  Radiology:  The  pre- 
liminary roentgenogram  of  the  abdomen,  with  a 
left  ureteral  catheter  in  place  (Figure  1),  revealed 
a calcific  density  overlying  the  tip  of  the  catheter. 
On  the  right,  you  see  another  area  of  calcific  den- 
sity within  the  air  bubble.  It  was  our  impression 
that  bilateral  renal  calculi  were  present.  Follow- 
ing the  retrograde  instillation  of  contrast  material, 
there  was  visualization  of  a normal  pelvis  and 
calyceal  system.  The  mild  dilatation  of  the  upper- 
pole  calyces  was,  in  our  opinion,  due  to  the  pres- 
sure of  the  injection  and  not  due  to  pyelonephritis. 

Figure  2 is  a portable  roentgenogram  of  the 
chest.  Portable  films  leave  much  to  be  desired  be- 
cause the  patients  are  ill  and  many  times  cannot 
cooperate  satisfactorily.  In  this  obese  woman,  there 


Figure  I.  Left  retrograde  pyelogram.  Bilateral  renal  calculi  are  evident.  There  is  no  pyelonephritis  or  obstructive  uropathy. 
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was  hypoventilation  of  the  lungs  and  elevation 
of  the  leaves  of  the  diaphragm,  with  a consequent 
spurious  increase  in  the  bronchovascular  markings 
of  the  lungs.  I do  not  believe  there  was  any  con- 
gestive heart  failure  or  pleural  effusion.  The  heart 
was  increased  in  size,  with  evidence  of  left  ven- 
tricular hypertrophy,  elongation,  tortuosity  and 
calcification  in  the  aorta. 

Our  impression,  therefore,  was  bilateral  renal 
calculi,  and  hypertensive  and  arteriosclerotic  heart 
disease  without  cardiac  failure. 

Mr.  Spooner:  I proceeded  to  devise  a list  of  pos- 
sible causes  of  anuria  and  uremia.  I chose  to  di- 
vide them  into  renal  and  extra-renal  causes.  The 
extra-renal  causes  are  (1)  shock,  (2)  severe  con- 
gestive failure,  (3)  blood  transfusion  reactions, 
(4)  obstetrical  complications,  (5)  the  hepatorenal 
syndrome  in  patients  with  severe  hepatic  insuffi- 
ciency, (6)  rarely  hypercalcemia,  and  finally  (7) 
poisoning  with  drugs  such  as  tetracycline  or  the 
sulfonamides.  The  first  five  of  these  can  probably 
be  ruled  out  on  the  basis  of  the  patient’s  history. 
Hypercalcemia  is  unlikely  because  her  serum  cal- 
cium was  8.9  mEq./L.  on  admission.  However, 
since  we  don’t  know  the  serum  proteins  in  this 
patient,  we  really  can’t  tell  whether  that  was  the 
actual  value  of  her  calcium.  Of  the  extra-renal 
causes,  probably  the  most  likely  diagnosis  is  drug 
toxicity  causing  a lower  nephron  nephrosis.  The 
patient  did  give  a history  of  receiving  antibiotics 
on  her  first  hospital  admission,  and  perhaps  they 
could  have  set  up  a toxic  reaction. 

Of  the  renal  causes  of  anuria  and  uremia,  the 
first  is  chronic  glomerulonephritis.  Against  this 
appear  to  be:  (1)  Marked  cardiomegaly  is  seen  in 
most  patients  with  chronic  glomerulonephritis, 
but  is  absent  here.  (2)  The  extreme  degree  of 
hypertension  and  associated  retinal  changes  were 
absent.  (3)  In  a disease  such  as  chronic  glomerulo- 
nephritis, with  a high  degree  of  renal  insufficiency, 
one  generally  finds  a higher  degree  of  anemia  than 
was  seen  in  this  instance. 

Renal-vein  thrombosis  must  be  considered.  This 
process  is  generally  quite  acute,  and  quite  a bit 
of  pain  is  associated  with  it.  However,  no  mention 
was  made  of  pain  in  the  protocol.  There  can  also 
be  a slow  process  in  the  renal  vein  without  pain, 
but  when  this  occurs,  one  generally  sees  a mas- 
sive nephrotic  syndrome  and  considerable  leg 
edema.  These  were  not  reported  in  this  case. 

Chronic  pyelonephritis  could  be  a good  possi- 
bility in  this  patient,  for  one  third  of  all  deaths 
in  uremia  are  caused  by  this  condition.  The  pa- 
tient had  not  had  hypertension,  but  did  develop  it, 
and  so  this  could  also  favor  chronic  pyelonephritis. 
However,  there  was  no  history  of  recurrent  uri- 
nary-tract infection. 

Pyuria  is  not  mentioned,  and  there  is  no  men- 
tion of  white  blood  cells  in  the  urine.  This  is  often 
an  acute  process,  but,  of  course,  it  could  repre- 


Figure  2.  Portable  chest  film.  Left  ventricular  hypertrophy, 
arteriosclerosis  of  aorta,  without  evidence  of  failure  or 
pleural  effusions. 


sent  an  acute  exacerbation  of  chronic  pyelonephri- 
tis. 

We  must  consider  obstruction  when  an  episode 
of  oliguria  occurs  and  is  followed  by  anuria.  How- 
ever, the  retrograde  pyelograms  probably  ruled 
this  out. 

Polycystic  kidney  disease,  secondary  amyloid- 
osis, diabetic  nephropathy,  and  necrotizing  papil- 
litis should  be  considered.  However,  I chose  to 
rule  these  out  for  two  reasons:  first,  the  lack  of 
an  appropriate  history,  and  second,  the  lack  of 
appropriate  clinical  and  laboratory  findings. 

There  is  a last  possible  choice:  acute  renal  fail- 
ure and  anuria  from  acute  glomerulonephritis. 
Generally,  acute  glomerulonephritis  is  seen  in 
children,  but  it  can  occur  in  adults,  and  when  it 
does  occur  in  them,  it  is  usually  quite  severe.  This 
patient  did  have  hematuria  and  proteinuria,  which 
are  commonly  seen  in  acute  glomerulonephritis. 
Since  we  have  no  information  about  the  infecting 
organism  implicated  at  the  time  of  her  original 
hospitalization,  we  can’t  tell  whether  it  was  a 
group-A  streptococcus  or  not.  However,  she  might 
have  had  a subclinical  infection  while  at  home. 

In  summary,  we  feel  the  patient  died  of  acute 
renal  failure,  with  convulsions  probably  associated 
with  intracranial  hemorrhage  or  electrolyte  im- 
balance. My  colleagues  and  I feel  that  the  most 
likely  cause  of  the  acute  renal  failure  in  this  pa- 
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tient  was  acute  glomerulonephritis.  Other  diseases 
that  can  be  considered  are  chronic  pyelonephritis, 
a drug  reaction,  bilateral  renal-vein  thrombosis 
and  perhaps  a collagen  vascular  disease. 

Dr.  Van  Epps:  The  diagnosis  of  pyelonephritis 
is  made  earlier  by  the  clinician  than  by  the  radi- 
ologist. Stones  indicate  the  likelihood  of  structural 
changes,  but  sufficient  distortion  of  the  renal  ar- 
chitecture must  occur  before  it  can  be  demon- 
strated radiographically. 

Dr.  Sheets:  Dr.  Bean  will  present  the  discussion 
for  the  staff. 

Dr.  William  B.  Bean,  Internal  Medicine:  The 
clear  analysis  of  the  problem  by  Mr.  Spooner  sum- 
marizes what  must  have  gone  through  the  minds 
of  the  people  who  had  to  take  care  of  this  woman 
when  she  came  in  with  her  rapidly  fatal  illness 
including  uremia.  The  past  history  of  this  woman 
was  singularly  negative.  A negative  past  history 
may  mean  that  the  patient  has  been  well  all  her 
life;  it  may  mean  that  the  physician  did  not  ferret 
out  certain  relevant  parts  of  the  history  and  thus 
knows  nothing  of  them;  or  it  may  mean  that  the 
patient  was  so  ill  that  one  could  get  no  picture  of 
what  had  led  up  to  her  disease.  We  have  no  way 
of  knowing  whether  this  woman  ever  had  had 
pyelonephritis,  chills  and  fever  in  pregnancy  with 
obvious  infection,  glomerulonephritis,  acute 
Bright’s  disease  or  scarlet  fever.  In  renal  disease 
congenital  anomalies  or  malformations  are  likely 
to  trouble  the  patient  earlier  than  in  the  eighth 
decade. 

In  this  woman  of  73,  I think  we  can  exclude 
congenital  anomalies  such  as  polycystic  kidneys 
as  a cause  of  her  troubles.  In  short,  what  was 
wrong  with  this  woman’s  kidneys?  Did  it  have 
any  relationship  to  the  illness  she  had  had  five 
months  earlier?  Afterwards  she  had  felt  fairly  well 
for  two  months.  Then  she  began  to  feel  sick  again, 
and  was  admitted  to  another  hospital  with  uremia. 
One  would  very  much  like  to  know  whether  she 
had  had  any  other  diseases.  Several  conditions 
suggest  themselves  as  clues  to  renal  lesions,  but 
since  we  have  a negative  past  history,  we  have  no 
evidence  of  them.  If  we  introduce  them,  we  do  so 
at  our  own  hazard,  obviously  making  a guess. 

What  are  the  common  causes  of  fatal  uremia  in 
a woman  who  has  been  quite  well  after  an  illness 
of  either  a few  weeks  or  a few  months?  Since  we 
have  good  evidence  from  the  one  eyeground  ex- 
amination, we  can  assume,  on  a statistical  basis, 
that  she  did  not  have  longstanding  hypertension. 
Her  blood  pressure  of  200/100  mm.  Hg,  a very 
high  pulse  pressure  is  the  kind  that  we  may  see 
in  older  people  with  fairly  rigid,  medium-sized 
arteries. 

If  we  approach  the  problem  by  statistical  analy- 
sis we  can  try  to  exclude  some  diseases  and  see 
what  are  left.  She  had  had  an  attack  of  what  was 
called  pneumonia,  and  with  it  she  had  developed 


congestive  failure.  If  these  clinical  diagnoses  were 
correct,  they  were  unusual,  for  in  an  elderly 
person  who  has  never  had  heart  disease,  pneu- 
monia rarely  precipitates  congestive  failure.  She 
did  have  a systolic  murmur.  This  might  suggest 
that  she  had  a dilated  heart,  but  the  roentgeno- 
grams taken  under  unfavorable  conditions  cer- 
tainly didn’t  give  any  indication  of  congestion  of 
the  kind  we  should  expect  in  congestive  failure, 
nor  did  she  have  an  enlarged  heart.  Though  a re- 
mote possibility,  calcific  aortic  stenosis  should  be 
mentioned,  for  sometimes  the  loudest  murmur  is 
heard  at  the  apex  rather  than  at  the  base.  If  she 
had  aortic  stenosis,  it  was  totally  unrelated  to  the 
basic  problem. 

Was  there  any  connection  between  her  illness 
that  had  been  diagnosed  as  pneumonia  and  her 
heart  failure  and  the  subsequent  development  of 
her  fatal  trouble?  There  is  such  a possibility,  al- 
though I think  it  is  remote.  She  might  have  ex- 
perienced a pulmonary  infarction  rather  than 
pneumonia,  and  this  would  have  been  more  likely 
to  precipitate  congestive  failure. 

If  she  did  have  pneumonia  and  was  treated  with 
antibiotics  of  unknown  or  unspecified  kinds,  is 
there  a likelihood  that  she  had  developed  sensi- 
tivity angiitis?  That  might  easily  produce  a dif- 
fuse or  rather  gross  lesion  in  the  renal  arterial 
systems.  Its  widespread  damage  could  put  the 
kidney  into  a state  where  the  urine  contained  red 
cells  and  increasing  and  intractable  uremia. 

There  was  no  clinical  sign  of  polyarteritis.  She 
had  no  neuropathy.  She  had  no  eosinophilia.  I 
merely  mention  polyarteritis,  for  when  one  sees 
such  a sequence  of  catastrophic  developments  oc- 
curring close  together  in  a person  who  has  hither- 
to been  well,  one  needs  to  see  whether  they  may 
be  interrelated. 

Another  generalization:  The  older  the  patient, 
the  less  important  it  is  for  the  clinician  to  try  to 
explain  all  of  the  findings  on  the  basis  of  a uni- 
tary concept  or  a single  diagnosis.  In  old  people, 
you  are  likely  to  find  many  diseases  with  many 
effects,  and  you  need  try  less  diligently  to  fit  all 
problems  into  one  single  disease  pattern.  There 
was  no  indication  of  empyema,  chronic  sepsis  or 
bacterial  endocarditis  with  lesions  of  the  kidney. 

What  was  the  significance  of  the  stone  in  the 
kidney?  Stones  do  not  belong  in  the  kidney.  They 
sometimes  bring  pleasure  to  urologists,  but  any- 
thing but  pleasure  to  the  person  who  happens 
to  have  the  stones.  This  woman  did  not  even  know 
that  she  had  one,  and  apparently  it  produced  no 
symptoms  whatever.  As  I listened  to  the  interpre- 
tation of  the  films  by  Dr.  Van  Epps,  it  did  not 
seem  to  me  that  the  stones  were  causing  her  renal 
disease,  an  obstructive  uropathy  with  localized 
pyelonephritis,  or  hydronephrosis.  Therefore,  I 
can  only  say  that  I fail  to  see  how  we  can  hook 
the  stones  into  the  situation  very  well.  It  does  not 
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strike  me  that  this  was  a metabolic  problem  such 
as  we  might  get  with  disease  of  the  parathyroid 
gland  and  renal  calculi.  Therefore,  although  I 
may  come  back  to  it,  I shall  let  this  stone  lie 
where  it  is,  temporarily,  without  making  very 
much  ado  about  it. 

The  possibility  of  acute  glomerulonephritis  or  an 
acute  relapse  exacerbation  of  a chronic  glomerulo- 
nephritis in  a woman  of  this  age  strikes  me,  just 
as  it  struck  Mr.  Spooner  and  his  colleagues,  as 
the  likeliest  explanation  for  this  woman’s  diffi- 
culty. Since  we  do  not  have  many  of  the  facts 
from  her  past  history  that  we  might  want,  and  if 
we  take  at  face  value  the  statement  that  she  had 
indeed  been  well  all  of  her  life — a rather  miracu- 
lous state — this  is  still  the  best  bet.  Chronic 
glomerulonephritis  may  go  completely  unrecog- 
nized until  it  produces  the  uremia.  It  may  be 
recognized  only  in  consequence  of  an  acute  re- 
lapse, or  it  may  adopt  any  of  the  various  intro- 
ductory masquerades  under  which  uremia  can 
first  make  its  presence  known. 

The  possibility  of  pyelonephritis  is  not  so  good, 
but  it  cannot  be  excluded  on  the  basis  of  the  evi- 
dence we  possess.  A stone  would  be  more  likely 
to  be  found  in  pyelonephritis,  although  I should 
regard  that  as  inconclusive  in  itself. 

A possibility  that  one  has  to  make  out  of  whole 
cloth,  if  he  takes  the  history  at  face  value,  is  that 
perhaps  she  had  been  harboring  a peptic  ulcer, 
had  been  dosing  herself  with  soda,  milk  and 
cream,  and  had  developed  the  milk-alkali  syn- 
drome, with  renal  calculi  that  can  occupy  most  of 
the  renal  pelvis.  If  I tried  to  convince  you  that 
this  was  a likely  probability,  having  had  to  in- 
vent the  whole  story  of  a peptic  ulcer  and  its 
treatment,  you  would  say  that  I had  crept  out 
upon  a long  and  slender  limb.  I do  not  think  she 
had  it,  but  I wanted  to  get  it  into  the  record,  just 
in  case  she  did. 

I have  mentioned  glomerulonephritis.  It  is  the 
likeliest  diagnosis.  Because  of  the  fulminating 
course,  I suggest  the  possibility  that  the  patient’s 
disease  was  an  exacerbation  of  a chronic  or  a 
subacute  glomerulonephritis,  rather  than  an  initial 
attack  occurring  in  a woman  of  73,  though  such 
a thing  is  certainly  possible.  I have  mentioned 
pyelonephritis,  and  it  is  a possibility  second  only 
to  glomerulonephritis.  Sensitivity  angiitis  should 
also  be  mentioned.  There  is  a remote  possibility 
of  a Wegner’s  granulomatosis,  but  I think  it  can 
be  excluded  on  the  basis  of  the  meager  roentgen 
findings  in  the  chest. 

What  is  the  significance  of  the  sudden  death 
which  carried  this  woman  off  after  a convulsion? 
Is  there  any  possibility  that  some  accident  con- 
nected with  dialysis  could  have  produced  it?  This 
is  not  the  way  in  which  people  generally  die  with 
a cerebral  hemorrhage  or  a stroke.  Immediate 
death  may  occur  with  a massive  explosive  hemor- 


rhage and  convulsion,  but  it  is  uncommon.  Ordi- 
narily, victims  cry  out  with  a headache  or  call  at- 
tention to  intense  sudden  pain;  focal  signs  may 
occur  and  last  till  just  before  total  paralysis  and 
death.  This  is  not  the  way  one  usually  dies  with 
a myocardial  infarct.  Is  there  any  way  in  which, 
by  some  most  unhappy  error,  an  air  embolus 
could  have  occurred?  This  again  is  very  unlikely, 
because  even  if  the  catheter  were  prodded  into 
the  peritoneum,  and  air  got  into  the  mesenteric 
system,  it  would  have  to  go  through  the  liver  and 
most  of  the  bubbles  would  have  been  blocked  out 
there.  It  would  then  have  to  go  through  the  lung, 
which  would  remove  most  of  the  rest  of  them.  It 
is  most  unlikely,  then,  that  an  air  embolism  oc- 
curred. Thus  I do  not  see  how  one  can  connect 
the  dialysis  with  her  death.  I imagine  she  will 
have  some  edema  of  the  brain.  She  will  probably 
have  had  some  vascular  disease,  but  I shall  be 
surprised  if  a gross  organic  lesion  tells  us  why 
she  died  30  minutes  after  that  dialysis  began, 
rather  than  on  the  next  Tuesday. 

Dr.  Sheets:  Are  there  any  comments  or  ques- 
tions? Dr.  Flocks,  can  you  think  of  anything  else 
that  should  be  considered  in  this  patient? 

Dr.  R.  H.  Flocks,  Urology:  I believe  the  dis- 
cussions were  excellent. 

Dr.  Bean:  What  do  you  mean  by  saying  merely 
that  you  “believe”? 

Dr.  Flocks:  They  were  excellent.  I just  would 
like  to  make  one  comment  and  then  ask  Dr.  Bean 
a question.  Ordinarly,  calcification  in  the  kidney 
is  evidence  of  a past  attack  of  pyelonephritis,  with 
repair.  Therefore,  the  presence  of  the  two  areas 
of  calcification  would  mean  that  the  patient  had 
experienced  an  attack  of  pyelonephritis.  How 
often  do  you  see  renal  artery  sclerosis  with  calci- 
fied plaques  and  then,  suddenly  or  fairly  suddenly, 
bilateral  occlusion?  Could  this  have  been  a pro- 
gressive, fairly  rapid  renal  occlusion? 

Dr.  Bean:  As  for  how  often  I see  it,  I don’t 
recall  ever  having  seen  this  happen.  I can’t  recall 
that  I have  ever  seen  roentgen  shadows  of  cal- 
cium localized  in  the  renal  arteries  on  both  sides 
and  then  the  syndrome  of  bilateral  occlusion.  The 
fact  that  both  attempts  at  catheterization  failed 
to  produce  any  urine  may  indicate  that  there  was 
a thrombus  or  bilateral  thrombi  in  the  two  renal 
arteries.  On  the  other  hand,  the  simultaneous  oc- 
currence of  two  thrombi  or  the  occurrence  of 
one  very  shortly  after  the  other  would  be  ex- 
tremely unusual,  in  the  absence  of  any  gross 
aberration  in  the  circulation  of  the  lower  extrem- 
ities. Occasionally,  one  gets  a most  exotic  form  of 
dissecting  renal-artery  lesion.  I have  seen  one 
example  of  this  where  one  renal  artery  was  total- 
ly shut  down  by  a dissection  that  was  not  more 
than  two  inches  long  and  did  not  go  all  the  way 
around  the  circumference  of  the  aorta,  but  se- 
lectively pinched  off  the  one  renal  artery.  Renal- 
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vein  thrombosis  presents  an  entirely  different  pic- 
ture, in  which  the  nephrotic  syndrome  is  the 
characteristic  feature.  The  notion  that  this  might 
have  been  a bilateral  but  independent  thrombus 
of  the  renal  artery  is  a brilliant  suggestion.  I 
do  not  think  it’s  right,  but  I think  it  would  ex- 
plain everything  that  happened. 

Dr.  Flocks:  Did  we  visualize  the  other  side?  Do 
we  know  that  she  had  a right  kidney? 

Dr.  Bean:  One  was  done  here,  the  other  at 
another  hospital. 

Dr.  Van  Epps:  I would  state  categorically  that 
there  was  no  renal  artery  or  vein  thrombosis  at 
the  time  of  this  examination. 

Dr.  Walter  M.  Kirkendall,  Internal  Medicine: 
You’ve  been  missing  quite  a number  of  cases  of 
renal-vein  thrombosis. 

Dr.  Van  Epps:  I was  not  aware  we  were  miss- 
ing a lot  of  renal-vein  thromboses.  I know  that  we 
have  made  the  correct  diagnosis  in  two  or  three 
cases. 

Dr.  Henry  Hamilton,  Internal  Medicine:  This 
patient  had  a very  high  sedimentation  rate.  What 
were  the  proteins? 

Dr.  Sheets:  The  proteins  are  not  recorded  in 
the  chart. 

Dr.  Hamilton:  Was  this  a deliberate  omission? 

Dr.  Sheets:  No,  they’re  not  in  the  chart.  They 
weren’t  done. 

Dr.  Ian  Smith,  Internal  Medicine:  Was  there 
any  suggestion  of  streptococcal  infections  in  the 
family,  other  than  in  the  patient? 

Dr.  Sheets:  We  have  no  more  information  on 
that.  There  is  no  information  as  to  the  antibiotics 
or  any  more  specific  information. 

Dr.  Hamilton:  I wanted  to  know  about  the  pro- 
teins, for  multiple  myeloma  or  amyloidosis  may 
terminate  in  uremia  without  an  elevation  in  blood 
pressure. 

Student:  How  did  you  rule  out  acute  tubular 
necrosis,  Dr.  Bean? 

Dr.  Bean:  I did  not  even  think  about  it.  I think 
it  is  very  unlikely.  There  was  nothing  in  the  way 
of  the  crush  syndrome  or  anything  of  that  kind. 
The  story  seems  to  be  much  more  consistent  with 
the  other  diagnosis. 

Dr.  Carl  Anderson , Internal  Medicine:  Dialysis 
could  be  related  to  this  woman’s  sudden  death. 
In  a patient  who  has  been  digitalized  and  also  has 
a high  serum  potassium,  dialysis  will  remove  the 
potassium  from  the  serum,  but  not  the  digitalis. 
This  has  been  associated  with  a severe  sudden 
digitalis-induced  arrhythmia.  I admit  that  this  is 
not  very  likely  to  happen  in  so  short  a time,  but 
it  is  a possible  explanation. 

Dr.  Bean:  That  is  an  interesting  suggestion,  but 
I should  point  out  that  if  this  woman  died  of  digi- 
talis poisoning  in  30  minutes,  her  death  has  set  a 
new  record  for  speed.  It  seems  unlikely  to  me 
that  we  could  have  washed  away  potassium  fast 
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enough  to  ruin  her.  Digitalis  intoxication  is  cer- 
tainly a very  curious  clinical  puzzle  and  may  mas- 
querade in  many  varieties  and  situations,  but 
generally  we  are  confused  in  the  onset  of  con- 
gestive failure.  Is  there  too  much  or  too  little 
digitalis?  I don’t  deny  that  this  might  be  the  ex- 
planation. 

Dr.  Jack  M.  Layton,  Pathology:  At  necropsy, 
the  principal  findings  were  related  to  the  kidneys. 
Both  kidneys  were  enlarged,  their  combined 
weights  being  385  grams.  Each  had  a finely  granu- 
lar surface  which  bulged  when  the  capsule  was 
incised.  The  cortical  markings  were  prominent, 
and  petechiae  were  noted  through  both  cortex 
and  medulla.  The  glomeruli  were  hypercellular, 
with  proliferation  of  capsular  epithelium  that 
formed  crescents  as  well  as  endothelial  prolifera- 
tion in  the  tufts.  Considerable  fibrinoid  necrosis 
was  present  in  the  axial  framework  of  the  glomer- 
uli. The  tubules  disclosed  varying  degrees  of 
hypertrophy  and  atrophy,  with  extensive  epithelial 
cell  dissociation,  casts  of  all  types  in  the  lumina 
and  increased  fibrous  tissue  in  the  interstitium,  as 
well  as  active  inflammation  widely  distributed 
throughout  the  parenchyma.  There  was  mild  py- 
elitis, but  no  calculi  were  observed  in  the  urinary 
tract.  A 1 cm.  reddish-black  inflammatory  polyp 
was  noted  in  the  urinary  bladder  just  posterior  to 
the  trigone. 

The  heart  was  enlarged,  particularly  the  left 
ventricle.  The  pericardial  cavity  was  obliterated 
by  tough,  whitish-gray  fibrous  adhesions.  There 
was  extensive  fatty  stromal  infiltration  of  the 
heart.  A few  tiny  focal  extravasations  of  blood 
were  noted  in  the  myocardium.  The  lungs  dis- 
closed dependent  congestion  and  edema,  with 
frothy  fluid  expressed  from  the  surfaces,  par- 
ticularly in  the  bases.  There  was  intense  acute 
congestion,  with  scattered  foci  of  recent  hemor- 
rhage. In  each  pleural  cavity  there  was  450  ml.  of 
transparent  straw-colored  fluid.  The  peritoneum 
was  smooth  and  shiny,  without  evidence  of  in- 
flammation. 

The  adrenals  displayed  cortical  hyperplasia, 
especially  in  the  zona  glomerulosa.  The  thyroid 
gland  showed  evidence  of  chronic  thyroiditis  of 
the  focal  lymphoid  hyperplasia  type.  Atrophic 
polyps  involved  the  endometrium. 

There  was  intense  hyperemia  throughout  the 
digestive  tract.  Adiposity  was  extensive  in  the 
pancreas,  and  mild  patchy  dilatation  of  pancreatic 
acini  had  occurred.  This  was  a case  of  acute 
glomerulonephritis  with  renal  failure,  and  the 
immediate  cause  of  death  was  probably  related  to 
an  electrolyte  intoxication. 

There  were  no  renal  stones.  Apparently  some- 
one came  down  and  inquired  about  them  vigor- 
ously, for  the  prosector  mentioned  three  times, 
in  the  description  of  the  kidneys,  that  there  were 
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no  stones.  Dr.  Van  Epps,  do  you  have  an  alterna- 
tive explanation  for  those  shadows? 

Dr.  Van  Epps:  Can  we  look  at  Figure  1 again? 
All  I can  say  is  that  there  are  shadows  of  calcific 
density  in  the  renal  areas,  and  on  the  left  where 
the  ureteral  catheter  has  been  introduced  into  the 
pelvis — on  your  left,  that  is.  We  have  this  in  only 
one  plane,  I grant.  It  is  customary  when  one  is 
attempting  to  localize  a shadow,  particularly  in 
the  pelvis,  to  determine  whether  it  is  a phlebolith 
or  not,  and  to  rotate  the  patient  a bit.  If  this  shad- 
ow stays  in  contact  with  a catheter,  then  it  must 
be  a calculus  at  the  same  level.  We  are  always 
dealing  with  densities.  Perhaps  the  shadow  repre- 
sents an  area  of  calcific  density  in  the  pancreas. 
This  is  not  the  usual  distribution  of  pancreatic 
calculi. 

Dr.  Gillies  has  had  more  experience  in  this  area 
than  I have.  What  do  you  think,  Dr.  Gillies,  about 
the  possibility  of  those  densities? 

Dr.  Carl  Gillies,  Radiology : It  is  in  an  area  that 
could  be  pancreas.  To  me,  however,  they  look  like 
renal  calculi. 

Dr.  Van  Epps:  We’re  still  in  the  same  boat.  We 
think  it  most  likely  that  they  represent  renal  cal- 
culi, but  I have  no  explanation  for  them  because 
they  are  not  in  the  form,  size  or  density  of  vas- 
cular calcification,  and  mesenteric  calcifications 
usually  are  not  in  this  area.  They  are  much  lower 
down  and  have  a different  configuration.  I am  at 
a loss  to  explain  them. 

Dr.  Bean:  Maybe  she  passed  them  with  the 
terminal  convulsion. 

Dr.  Van  Epps:  Perhaps  the  catheter  helped 
move  one  of  them.  I don’t  know,  Dr.  Layton,  how 
to  explain  them. 

Dr.  Sheets:  Dr.  Kirkendall,  do  you  think  this 
patient  should  have  been  dialyzed? 

Dr.  Kirkendall:  Yes.  We  think  any  patient  who 
has  a chance  for  survival  should  be  dialyzed.  This 
is  an  area  where  new  technics  to  help  patients  in 
surviving  are  introduced  almost  daily.  If  we  know 
a patient  has  acute  glomerulonephritis,  we  think 
that  he  should  have  the  benefit  of  dialysis  until  we 
feel  reasonably  sure,  on  the  basis  of  his  clinical 
course  or  on  the  basis  of  histologic  evidence,  that 
he  cannot  survive,  or  until  his  death,  perhaps  from 
an  intercurrent  infection.  There  is  no  question 
that,  in  time  to  come,  patients  of  this  type  may  be 
subjected  to  a homograft.  We  certainly  try  to  carry 
them  over  the  period  of  acute  uremia  so  that  they 
can  be  adequately  prepared  for  such  a major  sur- 
gical procedure. 

Dr.  Flocks:  I want  to  make  just  one  statement. 
In  a recent  discussion  on  renal  transplantation  in 
St.  Louis,  Dr.  Harrison  made  an  interesting  com- 
ment about  two  patients  who  had  received  homo- 
grafts from  twins,  who  had  gone  several  years 
without  any  difficulties,  and  in  whom  the  initial 


transplantations  had  been  no  problem  and  the 
initial  disease  had  been  glomerulonephritis.  The 
recipient  patients  developed  glomerulonephritis  in 
the  transplanted  kidney,  although  their  respective 
twins  who  had  given  the  kidneys  never  had  had 
glomerulonephritis  and  were  still  alive  and  well. 
The  recipients  then  died  of  glomerulonephritis  in 
the  transplanted  kidney.  He  made  the  statement 
that  we  probably  need  to  learn  a lot  more  about 
glomerulonephritis. 

Dr.  Sheets:  Dr.  Mason,  would  you  like  to  com- 
ment about  this  patient? 

Dr.  E.  E.  Mason,  Surgery:  We  do  not  usually 
dialyze  patients  who  have  chronic  renal  disease, 
for  we  feel  we  are  not  prepared  to  keep  people 
alive  without  kidneys.  The  fact  that  we  dialyzed 
this  patient  suggests  that  none  of  us  were  sure 
about  the  diagnosis.  Another  indication  of  our  un- 
certainty is  that  we  waited  eight  days  between  the 
dialyses.  If  we  are  really  sure  about  the  diagnosis 
and  think  we  can  save  the  patient,  or  if  we  wish 
to  prolong  his  life  even  though  we  know  he  has 
chronic  renal  failure,  then  we  usually  dialyze 
fairly  frequently  at  first,  to  get  the  patient  really 
clean  chemically. 

About  the  convulsions:  Convulsions  do  occur  in 
uremia,  and  it  may  be  just  coincidence  that  a 
convulsion  occurred  30  minutes  after  we  started 
the  dialysis.  However,  there  is  some  evidence  that 
urea  moves  out  of  the  extracellular  fluid  and  out 
of  the  blood  much  faster  than  it  moves  out  of  the 
cells.  As  a result,  there  is  a relative  decrease  in 
osmotic  pressure  in  the  extracellular  fluid,  and 
that  decrease  exceeds  the  decrease  in  osmotic 
pressure  in  the  intracellular  fluid.  In  other  words, 
we  remove  solutes  from  outside  of  the  cells  faster 
than  we  remove  solutes  from  inside  the  cells.  The 
excessive  solute  in  the  cells  then  pulls  water  in, 
with  a resultant  acute  stretching  of  the  cells.  This 
is  probably  the  reason  why  we  see  convulsions 
occasionally  during  dialysis,  and  in  consequence 
when  the  patient  gets  a little  bit  twitchy,  we  usu- 
ally administer  barbiturates. 

I think  we  should  keep  this  explanation  in  mind 
when  we  consider  the  advantages  and  disadvan- 
tages of  extracorporeal  and  peritoneal  dialysis. 
Extracorporeal  dialysis  is  much  more  efficient; 
as  a matter  of  fact,  it  may  occasionally  be  too  ef- 
ficient. If  you  use  peritoneal  dialysis  and  do  it  a 
little  more  slowly,  the  patient  is  not  so  likely  to 
convulse.  Also  the  extracorporeal  dialysis  unit  is 
primed  with  about  800  cc.  of  blood,  and  there  can 
be  some  shift  of  blood  volume  either  into  the 
machine  or  into  the  patient,  and  if  the  patient 
was  just  barely  compensated  with  the  diseased 
myocardium,  it  is  conceivable  that  a little  shift  in 
blood  volume  may  tip  the  scales,  and  as  a result 
produce  a sudden  acute  cardiac  failui’e. 
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NECROPSY  FINDINGS 

ANATOMICAL  DIAGNOSES 

Acute  glomerulonephritis 

Pulmonary  edema,  focal  hemorrhage,  and  patchy 
fibrosis 

Cardiac  hypertrophy,  with  extensive  stromal 
fatty  infiltration 

Chronic  pericarditis,  obliterative,  old 
Congestion  of  viscera 
Cortical  hyperplasia,  adrenal  glands 
Chronic  cystitis 

Chronic  thyroiditis,  focal  lymphoid  hyperplasia 
type 

Endometrial  polyps 
Recto-sigmoid  diverticula 
Hydrothorax,  bilateral 


student’s  diagnoses 

Acute  glomerulonephritis  resulting  in  acute 
renal  failure 

Other  possible  causes  of  renal  failure: 

Chronic  pyelonephritis 
Drug  reaction 

Bilateral  renal-vein  thrombosis 
Collagen  vascular  disease 
Convulsions  due  to  intracranial  hemorrhage  or 
electrolyte  imbalance 

DR.  BEAN’S  DIAGNOSES 

Subacute  or  chronic  glomerulonephritis  with 
exacerbation 

Also  to  be  considered: 

Pyelonephritis 
Sensitivity  angiitis 
Convulsions  due  to  cerebral  edema 


At  the  luncheon  session  of  the  Fall  Conference,  Dr.  S.  P.  Leinbach,  chairman  of  the  IMS  Board  of  Trustees,  presented  Mr.  Rob- 
ert B.  Throckmorton,  former  IMS  Legal  Counsel  and  now  General  Counsel  to  the  AMA,  with  a token  expression  of  IMS  apprecia- 
tion. It  is  a marble  paperweight,  plated  with  silver,  and  inscribed  with  the  emblem  of  IMS  and  "In  grateful  appreciation  to  Rob- 
ert B.  Throckmorton,  1963."  A citation  was  also  given  to  Mr.  Throckmorton,  thanking  him  for  his  outstanding  service  and  devotion 
to  the  Society. 


THE  PHYSICIAN  AS  A 
HUMANITARIAN 

In  an  idealistic  and  thought-provoking  article 
entitled  “The  Compleat  Physician,”  A.  R.  Gilbert, 
M.D.,  a Scottish-doctor,  has  declared,  “For  both 
clinicians  and  patient,  science  will  always  have  its 
limitations.  The  doctor  must  be  demonstrably 
more  than  a dessicated  calculating  machine. 
Though  science  is  dominant  at  this  time,  the  per- 
sonal qualities  of  the  physician  count  just  as  much 
if  not  more  than  ever  before.” 

In  the  training  of  doctors,  he  goes  on  to  say, 
emphasis  is  given  to  the  acquisition  of  scientific 
knowledge,  and  the  instilling  of  attributes  which 
are  highly  regarded  by  the  educated  layman  is 
relatively  neglected.  There  is  disproportionate 
stress  on  the  acquisition  of  facts  and  figures;  and 
the  methods  of  scientific  thought,  the  value  of  rea- 
son and  relevant  experiments  do  not  receive  suf- 
ficient attention. 

In  medicine,  where  the  subject  for  study  is  man 
himself,  he  insists  that  the  student  should  pos- 
sess the  highest  ethical  standards  at  the  outset, 
and  should  be  imbued  with  a sense  of  personal 
responsibility  and  encouraged  to  show  a warm- 
hearted humanity.  The  gifted  doctor  is  one  who 
inspires  confidence  under  the  most  difficult  cir- 
cumstances. The  art  of  medicine,  this  author 
thinks,  consists  of  the  tactics  best  suited  for  the 
particular  clinical  situation.  Its  essential  ingredi- 
ents are  knowledge,  judgment,  sympathy  and  the 
ability  to  anticipate  the  reactions  of  the  patient. 

According  to  Dr.  Gilbert,  the  art  of  the  doctor 
is  something  peculiar  to  him  as  an  individual — 
as  characteristic  as  his  handwriting,  his  footstep 
or  his  spoken  word.  It  reflects  his  outlook,  his  up- 
bringing, his  training,  his  life  with  the  sick,  and 
most  of  all  his  personal  character.  The  art  of  the 
physician  can  attract,  repel,  inspire  or  discourage; 
it  can  make  or  mar.  Behavior  beyond  reproach  is 
the  ideal  he  must  set  for  himself.  Dr.  Gilbert  de- 
clares that  character  is  the  driving  force,  and 
that  it  is  guided  toward  its  objectives  by  intelli- 
gence. Together,  they  sum  up  the  human  mind 
and  are  inseparable  from  it. 

A group  of  1,400  schoolmasters,  he  reports,  were 

* Gilbert,  A.  R.:  Compleat  physician,  lancet,  2:1-4  (July 
6)  1963. 


recently  asked  what  qualities  they  considered  im- 
portant in  a young  man  intending  to  become  a 
doctor.  The  replies  to  this  inquiry  listed  loyalty, 
perseverance,  poise,  conscientiousness,  resource- 
fulness, sympathy,  patience,  compassion,  gentle- 
ness and  imagination.  Obviously  the  layman  ex- 
pects the  physician  to  be  a paragon.  Few  individ- 
uals, layman  or  physician,  are  endowed  with  such 
attributes. 

There  is  a need  for  courses  in  the  art  of  medi- 
cine, and  it  would  appear  that  the  need  is  as  great 
in  this  country  as  it  is  in  Britain.  Science  and  art 
are  not  incompatible;  indeed  they  should  be  com- 
plementary. The  practice  of  medicine  requires  not 
only  science — an  intellectual  discipline — but  also 
the  patience  and  practical  skill  of  an  art. 

CHANGING  PATTERNS  OF 
INFECTIOUS  DISEASES 

The  United  States  Public  Health  Service  pro- 
vides barriers  against  the  introduction  of  epi- 
demic infections  into  this  country,  but  it  is  never- 
theless important  that  everyone  concerned  with 
the  health  of  the  American  people  keep  in  mind 
that  serious  epidemics  have  occurred  in  the  past, 
and  that  each  of  us  has  a responsibility  in  pre- 
venting their  repetition.  Modern  transportation  is 
so  rapid  that  an  infection  can  be  carried  from 
Pakistan  or  from  Madagascar  or  from  Hong  Kong 
to  Midwestern  United  States  in  a mere  matter  of 
hours! 

In  a recent  discussion  of  this  problem,  Dr. 
Chester  S.  Keefer*  reviewed  the  influenza  pan- 
demic of  1918.  It,  he  said,  was  the  worst  epidemic 
in  the  history  of  the  world,  for  525,000,000  people 
throughout  the  earth  developed  the  disease,  and 
20,000,000  of  them  died.  In  August,  1918,  within 
six  weeks  after  the  disease  entered  this  country, 
from  20  to  40  per  cent  of  our  people  had  con- 
tracted it,  and  from  5 to  10  per  cent  developed 
pneumonia.  A total  of  500,000  Americans,  or  one 
in  every  200  in  the  population,  died. 

The  infection— the  so-called  Spanish  influenza 
— was  caused  by  a variant  or  mutant  of  what  is 
now  recognized  as  one  of  the  influenza  viruses, 
the  disease  is  cyclic,  and  it  occurs  with  regularity 
every  three  years.  From  cycle  to  cycle,  it  is  fre- 
quently due  to  different  variants  of  the  virus. 
The  complicating  pneumonia,  in  1918,  was  caused 
by  the  hemolytic  streptococcus,  the  pneumococcus 
and  the  influenza  bacillus. 

In  the  epidemics  of  1957-1958  and  of  1961-1962, 
health  authorities  were  better  prepared,  and 
through  the  World  Health  Organization  they  were 
warned  well  in  advance  of  the  spread  of  the  dis- 
ease. In  1957-1958  it  was  estimated  that  at  least 
25  per  cent  of  the  population  in  this  country  had 

* Keefer,  C.  S.:  Changing  patterns  of  infectious  diseases. 
Philadelphia  medicine,  59:571-577,  (May  17)  1963. 
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the  disease,  but  the  mortality  was  relatively  low. 
In  1961-1962  an  epidemic  of  influenza-B  occurred 
which  produced  an  increase  in  mortality  from 
respiratory  disease.  Preexisting  cardiopulmonary 
disease  contributed  to  the  mortality,  and  many 
deaths  occurred  in  the  elderly  and  the  debilitated. 

During  the  1957-1958  epidemic,  a monovalent 
vaccine  was  produced  which  proved  safe  and  ef- 
fective. The  minimum  time  required  for  the  de- 
velopment of  immunity  was  from  10  days  to  two 
weeks.  The  effectiveness  varied  from  50  to  75 
per  cent,  depending  upon  the  dosage  and  upon 
the  relationship  between  the  time  of  vaccination 
and  the  time  of  the  outbreak  of  the  disease. 

It  is  important  that  everyone  concerned  with  the 
public  health  to  be  alert  to  the  serious  possibilities 
of  periodic  epidemics  of  influenza.  Warnings  by 
WHO  and  the  USPHS  must  be  taken  seriously, 
and  susceptible  individuals  should  be  protected 
by  appropriate  vaccination.  The  pandemic  of  1918, 
during  which  there  were  20,000,000  deaths  through- 
out the  world,  must  not  be  forgotten.  Health 
authorities  in  every  nation  must  make  a serious 
cooperative  effort  if  epidemics  are  to  be  con- 
trolled and  confined. 

SPLENECTOMY 

A report  on  experience  with  nearly  1,000  sple- 
nectomies from  the  Department  of  Surgery  of  the 
Ohio  State  University  Medical  Center*  is  a valu- 
able contribution  which  should  be  of  great  inter- 
est to  the  clinician  and  surgeon.  During  the  past 
16  years,  972  splenectomies  have  been  performed 
at  University  Hospital,  Columbus,  Ohio.  The  in- 
dications for  splenectomy  in  those  patients  were 
as  follows: 


Hypersplenism  636 

Incidental  to  other  surgery  205 

Portal  hypertension  54 

Trauma  65 

Symptomatic  12 


972 

Hypersplenism  was  the  indication  in  almost 
two-thirds  of  the  cases.  This  group  included  those 
patients  in  whom  the  spleen  was  considered  par- 
tially or  wholly  responsible  for  depression  of  the 
cellular  elements  of  the  peripheral  blood.  Hyper- 
splenism denotes  an  overactivity  of  the  spleen 
in  which  one  or  more  of  the  formed  elements 
of  the  peripheral  blood  are  decreased.  The  pre- 
cise mechanisms  involved  are  controversial,  how- 

*  Williams,  R.  D.:  Surgical  indications  and  results  of 

splenectomy,  rhode  island  med.  j.,  46:420-423,  (Aug.)  1963. 


ever.  Splenic  phagocytosis  and  autoimmune  fac- 
tors due  at  least  in  part  to  the  spleen  or  to  splenic 
humoral  influences  affecting  the  bone  marrow 
may  cause  the  reduction  of  the  cellular  elements 
in  the  blood. 

Patients  with  hypersplenism  have  been  divided 
into  two  major  groups — those  with  primary  and 
those  with  secondary  hypersplenism.  Primary 
hypersplenism  includes  essential  thrombocytopenic 
purpura,  congenital  hemolytic  anemia,  primary 
splenic  neutropenia  and  pancytopenia.  Secondary 
hypersplenism  includes  cases  in  which  the  spleen 
is  thought  to  have  been  a significant  cause  of 
cytopenia  occurring  in  the  course  of  a chronic 
systemic  disease.  The  cases  of  hypersplenism  and 
secondary  hypersplenism  in  the  Ohio  State  group 
are  listed  as  follows: 

HYPERSPLENISM 

Idiopathic  thrombocytopenic  purpura  . . 206 


Congenital  hemolytic  anemia  91 

Primary  splenic  neutropenia 21 

Primary  splenic  pancytopenia  20 

Secondary  thrombocytopenic  purpura  . . 35 

Secondary  hemolytic  anemia  86 

Secondary  splenic  neutropenia  41 

Secondary  splenic  pancytopenia  59 

Acquired  hemolytic  anemia  59 

Felty’s  syndrome  18 


636 

SECONDARY  HYPERSPLENISM 


Leukemia  55 

Banff’s  disease  36 

Infections  18 

Boeck’s  sarcoid  13 

Hodgkin’s  disease  26 

Gaucher’s  disease  4 

Acquired  hemolytic  anemia 59 

Felty’s  syndrome  13 

Sarcomas  18 

Other  56 


298 

The  author,  Dr.  Roger  D.  Williams,  gives  credit 
to  the  O.S.U.  Department  of  Hematology  for  the 
proper  diagnosis  of  this  group  of  patients,  and  at- 
tributes the  fortunate  results  of  surgery  in  great 
measure  to  the  efforts  of  the  clinicians.  Among 
patients  with  primary  hypersplenism,  the  mortal- 
ity rate  was  2.3  per  cent.  Most  of  those  patients 
were  young,  the  average  age  being  in  the  low 
twenties,  they  had  few  associated  diseases,  and 
the  surgical  risks  were  small.  In  contrast  with  the 
excellent  results  of  splenectomy  in  primary  hyper- 
splenism patients,  the  mortality  rate  in  the  sec- 
ondary hypersplenism  group  was  11.7  per  cent. 
Over  90  per  cent  of  these  latter  had  a debilitating 
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disease,  two-thirds  had  a severe  anemia,  and  they 
were  considered  poor  surgical  risks. 

There  were  no  deaths  in  the  group  of  91  pa- 
tients operated  upon  for  congenital  hemolytic 
anemia.  The  hemolytic  process  invariably  ceased 
following  splenectomy.  The  results  were  not  so 
good  in  patients  in  whom  the  hemolytic  anemia 
was  secondary  and  in  those  with  acquired  hemo- 
lytic anemia.  In  only  53  per  cent  of  these  were 
the  results  considered  satisfactory,  and  there  was 
a mortality  rate  of  5.5  per  cent.  According  to  the 
Ohio  surgeons,  despite  moderate  to  severe  anemia 
and  with  limited  transfusions,  surgery  can  be 
safely  performed  on  this  group  of  patients  if  a 
high-oxygen  anesthetic  mixture  is  used  and  if 
transfusions  are  done  immediately  after  ligation 
of  the  splenic  artery. 

Patients  with  thrombocytopenic  purpura  with 
generalized  purpura,  gingival  bleeding  and  very 
low  platelet  counts  presented  the  most  challenging 
problems  to  the  surgeon.  Better  results  were 
achieved  in  the  idiopathic  form  than  in  secondary 
thrombocytopenic  purpura.  The  hazard  of  initiat- 
ing severe  hemorrhage  from  nasogastric  or  trach- 
eal intubation  is  emphasized. 

The  use  of  steroids  and  the  transfusion  of  fresh 
whole  blood  have  been  greatly  beneficial,  but  have 
not  reduced  the  need  for  surgery.  Since  1955,  the 
use  of  steroids  has  reduced  the  numbers  of  pa- 
tients admitted  to  surgery  with  platelet  counts 
under  10,000/cu.  mm.  from  44  per  cent  to  2.8  per 
cent.  The  incidence  of  cerebral  hemorrhage  de- 
creased from  5.0  to  3.9  per  cent.  Despite  the  use 
of  steroids,  however,  the  number  of  splenectomies 
required  has  not  changed. 

Dr.  Williams  points  out  the  importance  of  dif- 
ferentiating between  primary  idiopathic  and  sec- 
ondary thrombocytopenic  purpura  when  one  is 
to  use  steroids  in  managing  the  patient.  Individ- 
uals with  secondary  thrombocytopenia  may  have 
a permanent  remission,  but  in  those  with  the 
idiopathic  form,  the  disease  is  apt  to  recur  upon 
cessation  of  steroid  therapy.  One  in  four  patients, 
in  the  Ohio  group,  responded  to  steroids  alone, 
but  four  out  of  five  responded  to  splenectomy 
alone.  When  splenectomy  was  done  after  steroid 
therapy,  nine  out  of  10  patients  had  good  plate- 
let responses.  Forty  per  cent  of  those  who  re- 
quired splenectomy  had  been  failures  on  steroid 
therapy. 

In  the  Ohio  experience  during  the  past  12  years, 
ACTH  or  steroids  have  been  used  in  approxi- 
mately 40  per  cent  of  the  patients  with  hyper- 
splenism.  The  number  of  splenectomies  required 
annually  continued  about  the  same,  despite  the 
use  of  steroids.  These  medications  increased  the 
postoperative  complications  of  infection,  and  de- 
layed wound  healing,  but  they  were  advantageous 
in  that  they  improved  the  surgical  risk  by  pro- 
ducing higher  platelet  counts  and  preventing  cen- 


tral nervous  system  hemorrhage  in  some  instances. 
Steroids  and  splenectomy,  used  together,  may 
give  results  unobtainable  with  either  one  of  them 
alone.  It  was  found  that  steroids  were  particularly 
valuable  in  those  forms  of  hemolytic  and  thrombo- 
cytopenic hypersplenism  in  which  antoimmune 
factors  play  a significant  role. 

The  part  which  the  spleen  plays  in  cases  of 
hypersplenism  with  neutropenia  and  pancytopenia 
is  difficult  to  determine.  New  studies  with  radio- 
active tracers  may  indicate  which  cases  will  re- 
spond to  splenectomy.  Those  patients  in  whom 
there  was  a good  marrow  response  and  in  whom 
the  spleen  was  considered  to  be  the  cause  of  the 
cytopenia  had  satisfactory  results  from  splenec- 
tomy. 

In  secondary  hypersplenism,  a meticulous  hema- 
tologic evaluation  is  necessary  and  may  give  some 
clue  to  the  outcome  of  splenectomy.  The  risk  in 
conditions  of  this  sort  may  be  great. 

Splenectomy  was  incidental  to  other  surgery  in 
102  patients  with  malignancy  of  the  stomach, 
pancreas  or  lower  esophagus,  and  in  86  patients 
with  benign  lesions  of  the  stomach  or  pancreas. 
In  17  patients,  the  splenic  capsule  had  been  torn 
during  the  abdominal  operation,  and  splenectomy 
was  considered  the  safest  measure  to  control 
hemorrhage.  The  mortality  rate  in  the  group  of 
patients  subjected  to  incidental  splenectomy  was 
15.1  per  cent. 

Sixty-five  patients  were  operated  upon  because 
of  traumatic  rupture  of  the  spleen.  Nearly  half 
of  them  had  one  or  more  associated  injuries,  and 
these  contributed  to  the  high  morbidity  and  mor- 
tality. This  group  had  a death  rate  of  15  per  cent. 
The  associated  injuries  were  usually  to  the  head, 
to  the  chest,  or  to  other  intra-abdominal  organs. 
Delayed  splenic  hemorrhage  occurred  in  five  pa- 
tients with  splenic  injury. 

Fifty-four  patients  with  portal  hypertension  had 
splenectomy  in  addition  to  various  types  of  ve- 
nous shunt.  Of  this  group,  78  per  cent  had  hyper- 
splenism. Two-thirds  had  thrombocytopenia,  two- 
thirds  had  neutropenia,  and  one-third  had  pancy- 
topenia. The  mortality  rate  in  this  group  was  9.2 
per  cent. 

According  to  the  author,  the  technic  of  splenec- 
tomy must  be  meticulous,  and  careful  hemostasis 
is  essential.  A carefully  planned  technic  consists 
of  early  ligation  of  the  splenic  artery,  individual 
division  and  ligation  of  the  vena  brevia,  and 
double  ligation  of  the  arteries  and  veins  of  the 
splenic  pedicle. 

Dr.  Williams  concludes  that  the  results  of  sur- 
gery depend  primarily  upon  the  accuracy  of  the 
hematologic  diagnosis.  The  mortality  varies  with 
the  indications  for  splenectomy.  Careful  attention 
to  details  in  diagnosis,  careful  preoperative  prep- 
aration and  meticulous  technic  are  essential  if 
good  results  are  to  be  obtained. 
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TETRACYCLINE  TOXICITY* 

A recent  leading  article  in  the  lancet  sums  up 
present  knowledge  concerning  the  toxicity  of  the 
tetracycline  group  of  drugs.  It  should  prompt  phy- 
sicians to  reassess  their  use  of  them  in  the  treat- 
ment of  infections,  particularly  in  infants  and  chil- 
dren and  in  pregnant  women. 

In  1957  and  1958,  it  was  demonstrated  that  the 
tetracyclines  are  deposited  in  the  long  bones  and 
in  the  deciduous  teeth  of  infants.  Except  for  dis- 
coloration of  the  enamel,  the  significance  of  these 
deposits  was  not  understood  at  that  time.  Subse- 
quent studies  have  shown  that  in  patients  receiv- 
ing tetracyclines  over  considerable  periods  of  time 
there  is  discoloration  of  fingernails  and  toenails 
in  all  cases,  and  it  has  also  been  demonstrated 
that  when  pregnant  women  have  been  given 
therapeutic  doses,  their  babies  can  be  expected  to 
have  discolored  teeth.  Inasmuch  as  the  infants 
studied  had  not  been  breast  fed,  it  was  concluded 
that  the  drug  passed  the  placental  barrier.  Studies 
in  animals  and  in  other  human  patients  have 
shown  that  the  drug  passes  the  placenta  readily, 
and  that  it  interferes  considerably  with  skeletal 
growth.  When  given  to  mothers  in  the  last  tri- 
mester of  pregnancy,  tetracyclines  were  deposited 
throughout  the  fetal  skeleton.  X-ray  examination 
showed  an  inhibition  of  fibular  growth  during 
the  time  when  the  drug  was  given  to  premature 
infants.  The  retardation  of  bone  growth  was  at- 
tributed directly  to  the  deposit  of  the  drug  and 
not  to  a suppression  of  the  intestinal  flora. 

The  lancet  article  says:  “It  has  therefore  been 
proved  beyond  any  doubt  that  any  of  the  tetra- 
cycline drugs,  given  in  therapeutic  doses,  inter- 
feres immediately  with  the  growth  and  develop- 
ment of  bones  and  teeth  in  infants.  As  to  possible 
teratogenecity,  the  evidence  is  inconclusive.” 

In  addition  to  the  toxic  effects  on  teeth  and 
bone,  attention  is  called  to  the  fact  that  tetra- 
cyclines deteriorate  on  storage  from  a yellow 
powder  to  a brown  gum.  The  degradation  products 
have  been  shown  to  cause  an  acute  condition  sim- 
ilar to  the  adult  type  of  Fanconi  syndrome.  This 
toxic  reaction  starts  within  two  or  three  days 
after  administration  begins,  but  fortunately  in  the 
six  cases  thus  far  reported,  the  toxic  effects  have 
been  reversible.  The  reaction  is  characterized  by 
nausea  and  vomiting,  proteinuria,  glycosuria,  aci- 
dosis and  amino-aciduria. 

The  article  concludes  with  the  statement  that 
though  the  tetracyclines  have  been  widely  and 
beneficially  used  for  over  10  years,  it  is  now 
necessary  to  revise  some  well-established  thera- 
peutic rules  regarding  them.  The  evidences  of 
toxicity  indicate  that  tetracyclines  should  not  be 
given  to  pregnant  women  or  to  infants  unless  no 
other  drug  can  control  the  infection.  It  is  urged 
that  the  drugs  should  not  be  given  for  trivial  in- 

*  Tetracycline  toxicity,  lancet,  2:283-284.  (Aug.  10)  1963. 


fections,  particularly  in  children.  There  have  been 
numerous  reports  of  increasing  resistance  to  this 
group  of  drugs  by  pneumococci  and  streptococci. 
Their  prolonged  use  in  chronic  infections  such  as 
chronic  bronchitis  must  be  weighed  carefully. 

WATCH  FOR  YOUR  COPY  OF 
THE  NEW  HANDBOOK 

After  numerous  and  prolonged  delays  and  post- 
ponements, the  new  edition  of  the  IMS  handbook 
OF  RESOURCES  AVAILABLE  TO  PHYSICIANS  should  reach 
you  within  a few  days,  one  way  or  the  other,  of 
the  time  when  this  issue  of  the  journal  is  dis- 
tributed. Please  tell  your  secretary  that  it  is 
something  which  both  you  and  she  should  examine 
carefully,  and  should  keep  readily  accessible. 

Like  its  predecessor,  the  first  edition  which  was 
published  in  1954,  the  new  handbook  should  help 
you  (1)  to  make  more  complete  use  of  the  private 
and  public  agencies  that  do  health  and  social 
work;  (2)  to  answer  the  questions  that  your 
patients  ask  regarding  subjects  that  are  not  strict- 
ly medical;  and  (3)  to  cooperate  fully  with  the 
State  Department  of  Health,  the  S.U.I.  College 
of  Medicine  and  other  governmental  agencies. 

For  your  secretary  and  your  office  nurse — 
regardless  of  how  long  they  may  have  worked 
with  you — it  can  serve  as  a text  for  in-service 
training.  Besides  providing  them  a great  deal  of 
essential  information  in  an  outline  form  that 
makes  data  easy  to  find,  it  will  help  them  to  a 
better  understanding  of  your  place  in  your  com- 
munity and  your  relationships  with  various 
branches  of  government. 

The  book  is  sure  to  be  useful  to  many  people 
outside  of  medicine,  and  some  of  them  may  ask 
you  how  they  can  secure  copies.  The  IMS  is  happy 
to  sell  them  at  $3  each,  but  of  course  you  receive 
your  copy  as  one  of  the  perquisites  of  IMS  mem- 
bership. 


The  day  which  is  set  aside  for  thoughtful  Amer- 
icans to  express  gratitude  for  their  many  blessings 
is  near  at  hand.  It  is  also  a time  for  organiza- 
tions to  reflect  and  to  give  recognition  to  those 
individuals  who  have  made  extraordinary  con- 
tributions in  their  interest. 

It  is  particularly  appropriate  at  this  time  to 
pay  tribute  to  Edward  W.  Hamilton,  the  manag- 
ing editor  of  this,  the  iowa  medical  journal,  and 
to  express  the  gratitude  of  the  membership  for 
his  dedicated  effort  in  behalf  of  the  Society  and 
of  the  journal.  May  he  know  that  his  unusual 
qualifications,  high  standards  and  conscientious  ef- 
fort are  appreciated  by  the  physicians  of  Iowa.  It 
is  our  hope  that  this  knowledge  may  make  this  a 
significant  Thanksgiving  Day  for  him  and  his  fam- 
ily. It  is  a privilege  and  an  inspiration  to  be  as- 
sociated with  him  on  the  staff  of  the  journal. 

Dennis  H.  Kelly,  M.D. 
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All  but  one  of  the  area  meetings  on  IMS- 
Blue  Shield  relations  and  IMS  projects  have 
now  been  held.  At  some  of  them  the  attend- 
ance was  excellent,  and  the  exchanges  of  in- 
formation and  ideas  were  altogether  satisfac- 
tory. At  some  of  the  others,  however,  too  few 
doctors  were  present,  and  the  apathy  about 
which  I have  frequently  protested  was  quite 
obvious. 

If  for  any  reason  you  are  one  of  the  doctors 
who  didn’t  attend  one  of  those  meetings,  and 
particularly  if  no  representative  from  your 
county  medical  society  was  present,  I want 
to  urge  you  to  study  the  copy  of  the  Supplemental  Report  of  the  Policy 
Evaluation  Committee  which  was  sent  to  you  with  your  invitation  to 
your  area  meeting.  (You  can  find  it  in  the  April  issue  of  the  journal 
or,  along  with  Supplementary  Report  “D”  of  the  Board  of  Trustees 
and  the  Report  of  the  Reference  Committee  on  Insurance  and  Medical 
Service,  among  the  committee  reports  in  the  July  issue,  if  you  no  longer 
can  locate  the  reprint.)  It  still  isn’t  too  late  for  yon  to  convey  your  atti- 
tude and/or  that  of  your  county  society  to  the  Policy  Evaluation  Com- 
mittee for  its  consideration  when  it  formulates  specific  proposals  for  the 
House  of  Delegates. 

Recommendations  from  the  Policy  Evaluation  Committee  to  the  1964 
meeting  of  the  House  of  Delegates,  concerning  the  '‘Blue  Chip”  policy 
and  the  income  limits  in  other  Blue  Shield  policies,  are  scheduled  to 
appear  in  the  March,  1964,  issue  of  the  journal.  Your  county  medical 
society  will  want  to  study  those  recommendations  carefully,  and  quite 
possibly  it  will  want  to  submit  a resolution  concerning  them.  In  any 
event,  you  and  your  colleagues  will  want  to  tell  your  delegate  or  dele- 
gates how  you  want  them  to  vote  on  them. 


President 


Coming  Meetings 


IN  STATE 


Nov. 

6-7 

Nursing  Institute  on  Labor  and  Delivery  Room 
Problems.  S.U.I.,  Iowa  City. 

Nov. 

7 

Iowa  Dietetic  Association,  Y.M.C.A.,  Des 
Moines. 

Dec. 

1-3 

Association  for  Research  in  Ophthalmology, 

Iowa  City. 

Dec. 

3-4 

Surgery,  S.U.I.  College  of  Medicine,  Iowa  City. 

Dec. 

6 

Cardiac  and  Respiratory  Disease  Conference, 
S.U.I.  College  of  Medicine,  Iowa  City. 

CONTINENTAL  U.  S. 

Nov. 

1-2 

Central  Society  of  Clinical  Research,  Drake 
Hotel,  Chicago. 

Nov. 

2-3 

14th  National  County  Medical  Societies  Con- 
ference on  Disaster  Medical  Care,  Pick-Con- 
gress Hotel,  Chicago. 

Nov. 

2-6 

American  Ortliotics  and  Prosthetics  Associa- 
tion, Jung  Hotel,  New  Orleans. 

Nov. 

2-6 

American  Society  of  Anesthesiologists,  Pal- 
mer House,  Chicago. 

Nov. 

5-8 

American  Association  of  Blood  Banks,  Statler- 
Hilton  Hotel,  Detroit 

Nov. 

6-7 

A.  Morris  Ginsberg  Memorial  Seminar  in 
Neurology  (University  of  Kansas  School  of 
Medicine).  Menorah  Medical  Center,  Kansas 
City,  Missouri. 

Nov. 

7-9 

American  Society  of  Cytology,  Neil  House, 
Columbus,  Ohio. 

Nov. 

7-10 

Gerontological  Society,  Sheraton  Plaza  Hotel, 
Boston. 

Nov. 

10-15 

American  Fracture  Association,  Americana  Ho- 
tel, Bal  Harbour,  Florida. 

Nov. 

11-14 

Internal  Medicine,  University  of  Kansas  Med- 
ical Center,  Kansas  City,  Kansas. 

Nov. 

11-15 

American  College  of  Preventive  Medicine, 
Continental  Hotel  and  Municipal  Auditorium, 
Kansas  City,  Missouri. 

Nov. 

11-15 

American  Public  Health  Association,  Munici- 
pal Auditorium,  Kansas  City,  Missouri. 

Nov. 

11-15 

Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Diseases  of  the  Heart  and  Lungs 
(American  College  of  Chest  Physicians), 
Barbizon  Plaza  Hotel,  New  York  City. 

Nov. 

13-16 

American  Medical  Women’s  Association,  St. 
Anthony  Hotel,  San  Antonio. 

Nov. 

14-16 

Southwestern  Medical  Association,  Holiday 
Inn,  El  Paso. 

Nov. 

15 

Seventh  Annual  Symposium  on  Diabetes, 

Presbyterian-St.  Lukes  Hospital,  Chicago. 

Nov. 

17-22 

Radiological  Society  of  North  America,  Palmer 

House,  Chicago. 

Nov. 

18-20 

Aging  of  the  Lung:  Perspectives,  Tenth  Hahn- 
emann Symposium,  Hahnemann  Medical  Col- 
lege and  Hospital,  Sheraton  Hotel,  Philadel- 
phia. 

Nov. 

18-21 

Southern  Medical  Association,  New  Orleans. 

Nov. 

20-23 

American  College  of  Obstetricians  and  Gyne- 
cologists (District  6),  Schroeder  Hotel,  Mil- 
waukee. 

Nov. 

21-22 

American  College  of  Physicians  (first  midwest 
sectional),  Detroit. 

Nov. 

21-23 

Western  Surgical  Association,  Galvez  Hotel, 
Galveston,  Texas. 

Nov. 

21-23 

Sectional  Meeting  of  the  American  College 
of  Physicians,  Detroit. 

Nov. 

24-27 

American  Academy  for  Cerebral  Palsy,  Dallas- 
Sheraton  Hotel,  Dallas. 

Nov. 

30-Dec. 

1 Interim  Session,  American  College  of  Chest 
Physicians,  Portland. 

Nov. 

30-Dec. 

5 American  Academy  of  Dermatology,  Palmer 
House,  Chicago. 

Dec.  1-4  American  Medical  Association  (Clinical  Meet- 

ing), Portland  Hilton  Hotel  and  Memorial 
Coliseum,  Portland. 

Dec.  2-6  Advances  in  the  Medical  Aspects  of  Cancer, 

Francis  Delafield  Hospital,  New  York,  New 
York. 

Dec.  2-6  Psychiatry  for  the  Internist,  Los  Angeles 

County  General  Hospital,  Los  Angeles. 

Dec.  2-6  Recent  Advances  in  the  Diagnosis  and  Treat- 

ment of  Diseases  of  the  Heart  and  Lungs,  Am- 
bassador Hotel,  Los  Angeles. 

Dec.  6-7  Association  for  Research  in  Nervous  and 

Mental  Diseases,  Roosevelt  Hotel,  New  York 
City. 

Dec.  6-7  American  Rheumatism  Association  (interim 

session),  Boston. 

Dec.  6-7  Progress  in  Cancer  Detection  and  Treatment, 

University  of  Nebraska  College  of  Medicine, 
Omaha. 

Dec.  6-8  American  Psychoanalytic  Association,  Com- 

modore Hotel,  New  York  City. 

Dec.  7-8  Internation  Symposium  on  Hemophilia,  Shera- 

ton-Park  Hotel,  Washington,  D.  C. 

Dec.  9-10  American  Society  of  Hematology,  Statler  Ho- 

tel, Washington,  D.  C. 

Dec.  9-13  Environmental  Medicine,  Massachusetts  Gen- 

eral Hospital,  Boston. 

Dec.  10-12  Southern  Surgical  Association,  Homestead,  Hot 
Springs,  Virginia. 

Dec.  14-15  Academy  of  Psychoanalysis,  Commodore  Ho- 
tel, New  York  City. 

Dec.  26-30  American  Association  for  the  Advancement 
of  Science,  Cleveland  Hotel,  Cleveland. 

Dec.  27-30  International  Convention  of  Missionary  Medi- 
cine, Wheaton,  Illinois. 


ABROAD 

Nov.  5-13  Ninth  Congress  of  the  Pan-Pacific  Surgical 
Association.  Honolulu.  Write:  F.  J.  Pinkerton, 
M.D.,  Director  General,  Pan-Pacific  Surgical 
Association,  Suite  236,  Alexander  Young  Build- 
ing, Honolulu  13,  Hawaii 

Nov.  8-10  International  Conference  on  Tetanus,  Bombay. 

Info:  J.  C.  Patel,  M.D.,  KEH  Hospital,  Parel, 
Bombay  12. 

Nov.  13-Dec.  10  First  Pan-Pacific  Mobile  Educational  Lecture 
Seminar.  New  Zealand,  Australia,  Thailand, 
the  Philippines,  Hong  Kong  and  Japan.  Write 
Dr.  F.  J.  Pinkerton,  Director  General,  Pan- 
Pacific  Surgical  Association,  Suite  236,  Alex- 
ander Young  Building,  Honolulu  13 

Nov  18-27  Conference  of  Deans  of  Medical  Schools,  Ma- 
nila. Info:  World  Health  Organization,  Re- 
gional Committee  for  the  Western  Pacific, 
Box  2932,  Manila. 

Nov  24-30  Ibero-Latin  American  Congress  of  Dermatol- 
ogy (fifth),  Buenos  Aires,  and  Mar  del  Plata, 
Argentina.  Sec.:  David  Grinspan,  Bustamante 
2659,  Buenos  Aires. 

Nov.  26-Dec.  2 Technical  Meeting  on  Cancer  Epidemiological 
Methodology,  Geneva  or  Copenhagen.  Info: 
World  Health  Organization,  Palais  des  Na- 
tions, Geneva. 

Dec.  1-7  Pan  American  Congress  of  Pharmacy  and 

Biochemistry,  Mexico.  Dir.:  George  B.  Griffen- 
hagen,  Division  of  Communications,  American 
Pharmaceutical  Association,  2215  Constitu- 
tion Ave.  NW,  Washington  7,  D.  C. 

Dec.  3-9  Meetings  on  Pathological  Studies  of  Athero- 

sclerosis, Malmo,  Sweden.  Info:  World  Health 
Organization,  Palais  des  Nations,  Geneva. 

Dec.  3-9  Seminar  on  Immunization  in  the  Control  of 

Communicable  Diseases,  Manila.  Info:  World 
Health  Organization,  Regional  Committee  for 
the  Western  Pacific,  Box  2932,  Manila. 
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BOOK  REVIEWS 

MAN  AND  HIS  FUTURE,  edited  by  Gordon  Wolstenholme 
(Boston,  Little,  Brown  and  Company,  1963.  $6.00). 

REVIEW  OF  MEDICAL  PHYSIOLOGY,  by  William  F.  Ganong, 
M.D.  (Los  Altos,  California,  Lange  Medical  Publications, 
1963.  $6.60). 


PERSONNEL  IN  WORLD  WAR  II,  by  Colonel  John  Boyd 
Coates,  Jr.,  and  Charles  M.  Witlse  (Washington,  D.C.,  Of- 
fice of  the  Surgeon  General,  Department  of  the  Army,  1963. 
$6.00). 


DISEASES  OF  THE  SKIN.  V EDITION,  by  George  Clinton 
Andrews,  M.D.  and  Anthony  N.  Domonkos,  M.D.  (Philadel- 
phia, W.  B.  Saunders  Company,  1963.  $16.50). 

STRATEGIES  OF  PSYCHOTHERAPY,  by  Jay  Haley  (New 
York,  Grune  & Stratton,  Inc.,  1963.  $7.75). 

THE  PATHOGENESIS  OF  LEPROSY,  by  Ciba  Foundation 
Study  Group  No.  15,  Edited  by  G.  E.  W.  Wolstenholme  and 
Maeve  O’Connor  (Boston,  Little,  Brown  and  Company,  1963. 
$2.95). 

BOOKS  RECEIVED 

Applied  Anatomy  of  the  Eye,  by  Alfred  Kestenbaum, 
M.D.  (New  York,  Grune  & Stratton,  1963.  $12.50). 

This  book  on  anatomy  diverges  somewhat  from  the 
customary  systematic  approach  to  the  subject.  The 
author  puts  great  stress  on  the  application  of  anatomy 
to  surgical  and  medical  management  and  draws  many 
parallels  to  the  physiology.  This  approach  makes  for 
interesting  reading  of  a dry  subject. 

The  book  can  not,  however,  take  the  place  of  other 
standard  text  books  on  anatomy  because  the  author 
does  not  go  into  as  much  detail  as  one  needs  for  a com- 
plete understanding  of  the  anatomy  of  the  eye. 

A valuable  factor,  that  even  those  well  versed  in 
anatomy  will  appreciate,  is  that  the  book  stresses  the 
importance  of  anatomy  in  clinical  practice. — Henry  H. 
Gurau,  M.D. 


Gastroenterology,  Second  Edition,  Vol.  1,  by  Henry 
L.  Bockus,  M.D.  (Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  $25.00). 

Students  of  Gastroenterology  will  welcome  the  Sec- 
ond Edition  of  Bockus’  classic  text  on  this  subject.  In 
the  20  years  following  publication  of  the  First  Edition, 
the  field  of  Gastroenterology  has  come  of  age  and 
many  of  our  present  day  concepts  and  techniques  have 
gone  far  beyond  the  brief  notations  (if  noted  at  all) 


accorded  them  in  the  First  Edition.  Its  value  as  a 
comprehensive  reference  work  had  been  greatly  ob- 
viated. 

The  Second  Edition  has  been  completely  and  reward- 
ingly  rewritten,  new  authorities  added  and  each  sec- 
tion contains  a modern  bibliography.  Volume  I covers 
the  examination  of  the  patient,  the  esophagus  and 
stomach.  The  text  is  printed  in  double  column  style 
and  the  type  is  large  and  legible.  The  work  is  pro- 
fusely illustrated  with  charts,  diagrams  and  roentgeno- 
graphic  reproductions,  all  of  which  are  clear  and  easily 
understandable.  Gastroscopic  and  esophogoscopic  re- 
productions are  in  full  color. 

The  volume  contains  detailed  coverage  of  the  dis- 
eases of  these  organ  systems.  The  discussions  of  the 
basic  physiologic  concepts  involved  in  the  pathogenesis 
of  each  disease  state,  together  with  the  research  studies 
done  to  establish  the  mechanism  behind  each  physio- 
logic concept,  are  unusually  well  handled  and  are  not 
to  be  skimmed  over.  The  clinician,  with  a more  casual 
interest  in  this  field,  will  also  find  this  work  of  valu- 
able assistance  to  him. — Samuel  J.  Zoeckler,  M.D. 


Preventive  Medicine  in  World  War  II,  Vol.  VI:  Com- 
municable Diseases — Malaria,  prepared  and  pub- 
lished under  the  direction  of  the  Surgeon  General, 
(Washington,  D.  C.,  Office  of  the  Surgeon  General, 
Department  of  the  Army,  1963.  $6.25). 

Malaria  has  always  been  the  scourge  of  armies  in 
the  field  since  the  beginning  of  time.  Even  with  all 
our  preventive  measures  we  still  had  21,482  American 
soldiers  hospitalized  for  malaria,  as  opposed  to  17,375 
from  wounds,  between  July  9 and  September  10,  1943, 
in  the  Sicilian  Campaign.  It  was  stressed  that  the  Med- 
ical Corps  alone  could  never  control  malaria  in  a 
military  operation  unless  the  line  officers  were  also 
“specifically  malaria  conscious.” 

The  studies  of  the  use  of  the  antimalarial  drugs  of 
Sulfamerazine,  Atabrine,  and  Chloroquine  were  de- 
scribed. The  first  was  discarded,  the  second  used 
throughout  the  War  and  studies  on  the  third  con- 
tinued after  the  War,  in  the  Philippines  and  in  India. 

Among  chemical  sprays  used  the  most,  DDT,  of 
course,  stands  well  out  in  front  as  the  best  known. 
Anyone  reading  this  volume  would  receive  a detailed 
knowledge  of  the  administration  and  organization  of 
the  physical  set-up  used  in  mosquito  control. 

This  treatise  gives  an  excellent  background  for  all 
present  day  studies  on  malaria  control. — C.  Harlan 
Johnston,  M.D. 
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Good  Grooming 

No  one  likes  to  think  that  she  is  offensive  to 
anybody,  but  apparently  some  of  us  are,  at  least 
occasionally,  for  it  is  by  request  that  I shall  dis- 
cuss the  subject  of  good  grooming. 

Neatness  and  cleanliness  are  not  taboo  subjects. 
Radio  and  television  commercials  constantly  re- 
mind us  of  the  many  products  available  to  help 
us  keep  attractive,  neat  and  clean.  But  like  good 
manners,  they  must  be  used  if  they  are  to  be  ef- 
fective. Just  our  knowing  about  them  doesn’t  ac- 
complish their  purpose. 

Let’s  start  our  grooming  at  the  very  beginning — 
a clean  body  from  tip  to  toe.  Obviously  we  can’t 
shampoo  daily,  but  we  can  bathe  or  shower  once 
a day,  and  brushing  the  hair  not  only  helps  keep 
it  clean  but  stimulates  the  circulation  in  the  scalp, 
and  gives  the  hair  an  “alive”  look  that  is  distressing- 
ly absent  in  some  of  the  recent  coiffures.  After 
bathing,  use  an  effective  deodorant.  Change  brands 
occasionally;  they  sometimes  lose  ther  effective- 
ness. 

Next  comes  clean  underclothing.  With  today’s 
miracle  fabrics  that  drip  dry  overnight,  it  is  simple 
and  easy  to  have  fresh  clothing  to  put  on  each 
morning.  (How  often  we  have  assisted  patients  in 
preparing  for  examination  and  noticed  their  soiled 
underclothing!)  Tattered  lace  and  dingy  straps 
do  not  contribute  to  the  wearer’s  sense  of  well- 
being.  In  contrast,  snow-white  undergarments, 
even  if  they  are  mended  rather  than  new,  bolster 
one’s  self-respect. 

If  you  wear  a uniform  in  your  work,  it  should 
always  be  fresh.  A warm  iron  applied  to  a “drip 
dry”  garment  makes  it  more  attractive,  and  a bit 
of  spray-starch  gives  it  the  added  body  that  makes 
the  difference  between  merely  a clean  appearance 
and  a fresh,  crisp  look.  White-under-white  is  a 
must!  And  if  your  uniform  is  made  of  one  of  the 
sheerer  fabrics,  one  slip  may  not  be  sufficient. 
Adding  a half-slip  or  substituting  one  with  a 
double  skirt  will  make  your  appearance  more  at- 
tractive, especially,  if  it  hangs  just  above  the  hem- 
line of  your  uniform. 

Let’s  remember  that  a uniform  represents  a 
profession,  and  that  earrings,  a necklace,  a colored 
handkerchief,  a gaudy  nail  polish,  and  an  exotic 


perfume  do  not  complement  the  crisp,  white  look. 
Neither  does  an  ultra  high-fashion  coiffure,  or 
long  finger  nails  that  may  seem  like  lethal  wea- 
pons to  a patient. 

Fashion  and  attractiveness  dictate  the  length  of 
the  skirt,  but  whatever  its  length,  the  hemline 
should  be  even.  Beneath  it  are  hose,  either  white 
or  beige,  with  straight  seams  and  without  runs. 
To  complete  the  picture,  your  cap  should  be  well 
starched,  if  you  wear  one,  and  your  white  shoes 
must  be  spotless,  and  their  laces  must  be  clean 
and  their  heels  straight. 

The  uniformed  medical  assistant,  of  course,  is 
not  the  only  person  in  your  office  who  needs  to 
be  well  groomed.  If  you  go  to  work  in  street 
clothes,  they  too  must  be  clean  and  fresh.  They 
need  not  be  severely  tailored  or  unflattering,  but 
they  must  be  in  good  taste.  The  scoop-necked 
party  dress  has  no  more  place  in  a professional 
office  than  have  a Sloppy  Joe  sweater  and  anklets. 

Before  retiring  at  night,  prepare  your  clothing 
for  the  next  day.  Be  sure  your  uniform  or  dress 
has  all  of  its  buttons  or  snaps  securely  fastened 
in  place;  that  your  belt  is  on  the  hanger  with  the 
garments;  that  your  professional  pin,  if  you  wear 
one,  is  in  its  proper  place;  and  that  your  shoes 
have  been  cleaned  or  shined,  and  are  ready  for 
wear.  A few  minutes  spent  before  bedtime  may 
save  a lot  of  rushing  around  in  the  morning. 

If  you  smoke  at  work,  wash  your  hands  and 
rinse  your  mouth  with  a disinfectant  or  deodor- 
izing solution  afterwards.  The  smell  of  tobacco 
may  be  offensive  to  some  of  the  patients  or  fel- 
low employees  with  whom  you  work.  Put  your- 
self in  their  places,  and  be  as  thoughtful  of  them 
as  you  would  like  them  to  be  of  you. 

You  want  to  be  as  attractive  as  possible,  to  be 
happy  in  your  work,  and  to  know  that  you  are 
doing  as  good  a job  as  you  are  capable  of  doing. 
What  better  way  to  be  attractive  than  to  be  well 
groomed?  A tub  or  shower  and  clean  clothing 
will  really  contribute  to  your  sense  of  well-being, 
and  a happy,  healthy  person  just  can’t  help  doing 
a good  job  and  commanding  respect. 

— Helen  G.  Hughes 
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Speakers  at  the  Iowa  Medical  Society's  Fall  Conference  Outlined 

Ways  of  Improving  Voluntary  Health 
Insurance  Programs 


The  Fall  Conference  of  County  Medical  Society 
Officers  and  Other  Representatives  that  the  Iowa 
Medical  Society  held  on  September  18  was  asked 
to  consider  a wide  variety  of  topics.  Lee  Forrest 
Hill,  M.D.,  a Des  Moines  pediatrician,  reviewed 
the  purposes  and  services  of  the  American  Medical 
Association  with  the  190  physicians  who  were 
present.  Congressman  James  Bromwell,  of  Cedar 
Rapids,  discussed  the  Washington  Scene  in  a long- 
distance telephone  call  from  the  nation’s  capital. 
John  M.  Rhodes,  M.D.,  of  Pocahontas,  reported  on 
the  progress  that  is  being  made  in  accrediting 
osteopathic  physicians  and  surgeons  for  profession- 
al cooperation  with  doctors  of  medicine;  John  G. 
Thomsen,  M.D.,  of  Des  Moines,  announced  plans 
that  the  Iowa  Interprofessional  Association  is 
making  for  a public  meeting  on  health  fads  and  fal- 
lacies; Robert  C.  Hardin,  M.D.,  dean  of  the  S.U.I. 
College  of  Medicine,  spoke  on  recent  developments 
in  medical  education;  and  F.  C.  Coleman,  M.D.,  of 
Des  Moines,  reported  the  details  of  the  agreement 
that  the  IMS  has  made  with  the  State  Board  of 
Social  Welfare,  under  which  physicians  will  be 
paid  their  regular  fees  for  the  care  of  Medical  Aid 
for  the  Aged  patients. 

PROPOSED  CHANGES  IN  BLUE  SHIELD 

Several  of  the  Fall  Conference  presentations  by 
guest  speakers  and  by  IMS  members  will  be  pub- 
lished in  full  in  subsequent  issues  of  the  journal, 
but  it  seems  worthwhile  here  to  summarize  the 
ideas  offered  by  those  of  them  who  discussed  ways 
of  strengthening  and  protecting  voluntary  health 
insurance. 


George  H.  Scanlon,  M.D.,  of  Iowa  City,  the  im- 
mediate past-president  of  IMS  and  currently  the 
board  chairman  of  Iowa  Medical  Service  (Blue 
Shield),  reminded  his  audience  that  physicians 
helped  to  pioneer  prepayment  for  hospitalization 
in  Iowa  when  they  cooperated  with  the  hospitals  in 
setting  up  Blue  Cross  and  when  they  created  Blue 
Shield  as  a means  by  which  people  might  protect 
themselves  against  catastrophic  surgical,  in-hospital 
medical  and  allied  expenses.  The  doctors  agreed 
at  the  outset  that  Blue  Shield  should  provide 
“full  service”  to  individuals  and  families  with  low 
or  moderate  incomes.  Dr.  Scanlon  enumerated  the 
policies  which  Blue  Shield  currently  offers  to 
Iowans,  under  which  people  with  incomes  and  as- 
sets no  greater  than  specified  limits  are  assured 
that  these  types  of  doctor  bills  will  be  paid  for 
them  in  full,  and  he  pointed  out  that  these  policies 
are  in  line  with  the  objective  that  was  announced 
for  Blue  Shield  by  its  founding  physicians.  In  the 
light  of  current  figures  on  personal  income,  even 
the  most  liberal  of  the  income-limit  policies  are 
coverages  for  people  of  no  more  than  average 
property  and  earnings,  he  said. 

At  this  point  it  is  opportune  to  interpolate  some 
figures  announced  at  the  Conference  by  Mr.  Wil- 
liam E.  Timmons,  the  commissioner  of  insurance 
for  the  State  of  Iowa.  As  an  indication  of  how  well 
Blue  Shield’s  717,693  members  are  satisfied,  he 
said  that  though  the  State  Insurance  Department 
receives  between  400  and  500  complaints  per 
month,  and  though  90  per  cent  of  them  relate  to 
the  settlement  of  health-insurance  claims,  it  re- 
ceived just  45  complaints  relating  to  Blue  Shield 


during  the  entire  year  1961,  just  56  during  1962, 
and  only  27  in  the  first  9%  months  of  1963. 

Dr.  Scanlon,  however,  suggested  a way  of  im- 
proving Blue  Shield  policies.  Too  many  different 
types  of  contract,  he  thinks,  are  currently  being 
offered,  and  through  the  elimination  of  as  many  as 
possible  of  them,  considerable  savings  in  admin- 
istrative costs  can  be  effected,  and  by  that  means 
the  premiums  can  be  lowered  or  additional  ben- 
efits can  be  provided  to  policyholders. 

Most  of  his  other  remarks  concerned  Blue 
Shield’s  no-income-limit  policy  which  has  been 
nicknamed  “Blue  Chip.”  In  return  for  a premium 
somewhat  higher  than  those  charged  for  income- 
limit  policies,  Blue  Shield  guarantees  that  no  mat- 
ter how  great  a Blue  Chip  policyholder’s  income 
or  assets  may  be,  he  will  receive  the  listed  benefits 
and  will  get  no  physician’s  bill.  Originally,  it  was 
understood  that  physicians  were  not  to  be  com- 
pensated according  to  a fee  schedule  for  the  care 
of  Blue  Chip  patients,  but  were  to  receive  their 
full  fees,  but  the  State  Insurance  Department  sub- 
sequently refused  to  authorize  a no-fee-schedule 
arrangement.  Since  then,  physicians  have  dis- 
agreed about  whether  or  not  to  continue  letting 
Blue  Shield  offer  the  policy  for  sale. 

Dr.  Scanlon  said  that  physicians  have  three  al- 
ternatives among  which  to  choose,  as  regards  Blue 
Chip:  1.  They  can  permit  Blue  Shield  to  continue 
paying  physicians’  claims  on  the  basis  of  the  Iowa 
Unit  Fee  Index  and  a $5  coefficient,  as  it  has  done 
ever  since  the  Insurance  Department’s  ruling.  2. 
They  can  authorize  the  sale  of  a very  high  income- 
limit  policy,  with  claims  to  be  settled  on  the  basis 
of  a higher  coefficient.  3.  They  can  arrange  to  have 
Blue  Shield  settle  physicians’  claims  on  the  basis 
of  county  averages  of  usual  and  reasonable  fees. 

He  said  his  own  preference  is  for  the  third  of 
these,  for  the  reason  that  it  provides  greatest  flex- 
ibility and  is  most  nearly  in  accord  with  the  eco- 
nomic philosophy  to  which  most  physicians  adhere. 

He  asked  all  Iowa  doctors  to  review  the  matter 
by  rereading  the  Supplementary  Report  of  the 
IMS  Policy  Evaluation  Committee,  Supplemental 
Report  “D”  of  the  Board  of  Trustees,  and  the  Re- 
port of  the  Reference  Committee  on  Insurance  and 
Medical  Service,  in  the  July,  1963,  journal,  and 
then  to  make  their  views  known  to  the  Policy 
Evaluation  Committee  prior  to  that  group’s  next 
meeting.  The  question  will  be  finally  decided  at 
the  1964  meeting  of  the  IMS  House  of  Delegates, 
next  April. 

Dr.  Scanlon  concluded  his  remarks  by  announc- 
ing that  Blue  Shield  will  shortly  offer  a “major 
medical”  policy  for  sale.  Though  conventional  poli- 
cies pay  the  “first  dollar”  in  all  instances,  they 
may  not  help  policyholders  adequately  in  meeting 
truly  catastrophic  expenses.  “Major  medical”  in- 
surance, on  the  other  hand,  requires  the  policy- 
holder to  pay  the  first  $50,  let’s  say,  of  the  ex- 
pense occasioned  by  an  illness  or  an  accident,  but 
pays  all  the  rest,  even  of  the  biggest  bills.  Experts 
regard  it  as  the  ideal  form  of  health  insurance. 


A NOTEWORTHY  STUDY  OF  HOSPITAL  UTILIZATION 

Mr.  Louis  A.  Orsini,  of  New  York  City,  vice- 
chairman  of  the  Health  Insurance  Council,  a na- 
tional organization  of  commercial  health-insurance 
underwriters,  told  the  Iowa  doctors  about  an  ex- 
perimental study  of  hospital  utilization  that  has 
been  undertaken  in  a Michigan  county.  He  said 
that  preliminary  findings  would  be  announced  at 
the  end  of  October,  and  urged  Iowans  to  watch  for 
them. 

Whether  or  not  patients  remain  in  general  hos- 
pitals longer  than  absolutely  necessary  is  highly 
important,  he  pointed  out,  not  only  because  hos- 
pitals already  take  a larger  share  of  each  consum- 
er’s health  dollar  than  do  physicians,  dentists  or 
pharmacists,  but  also  because  hospital  rates  are 
certain  to  go  on  increasing.  The  wages  currently 
being  paid  to  nurses  and  other  hospital  employees 
have  risen  considerably  in  recent  years,  but  they 
don’t  yet  equal  those  being  paid  to  people  in  com- 
parable lines  of  work. 

Five  hospitals  in  a Michigan  county — contain- 
ing about  40  per  cent  of  the  general  medical  and 
surgical  beds— have  committees  of  staff  physicians 
that  are  reviewing  the  cases  of  randomly-selected 
patients  after  their  discharge,  in  an  effort  to  dis- 
cover how  their  lengths  of  hospitalization  and  the 
types  and  amounts  of  hospital  service  provided 
them  compare  with  national  averages.  The  diagno- 
sis, the  complications  if  any,  and  the  type  of  ther- 
apy employed  are  being  taken  into  consideration 
in  each  case,  but  it  may  be  disclosed  that  there 
have  been  appreciable  disparities  among  the  lengths 
of  stay  and  the  services  provided  to  like  patients 
at  various  hospitals  or  under  the  supervision  of 
various  physicians.  If  hospitalizations  can  be 
shortened  or  if  some  services  can  be  simplified  or 
omitted  without  hazard  to  patients,  hospital-insur- 
ance premiums  can  be  kept  from  rising. 

In  many  localities,  Mr.  Orsini  reminded  his  au- 
dience, it  may  be  revealed  that  there  is  an  excess 
of  general  hospital  beds,  and  if  it  can  be  shown 
that  considerable  numbers  of  convalescents  can 
get  along  satisfactorily  in  limited-care  facilities, 
either  parts  of  hospitals  or  whole  hospitals  can 
advantageously  be  transformed  into  less  elaborate- 
ly equipped  and  less  expensively  staffed  facilities. 
He  also  suggested  the  expansion  of  home  care- 
homemaker  services  to  assist  greater  numbers  of 
chronically-ill  patients  in  their  homes. 

CONCLUSION 

The  speakers  whose  topics  have  been  mentioned 
or  whose  statements  have  been  summarized  here 
were  by  no  means  all  of  those  who  addressed  the 
IMS  Fall  Conference  of  County  Medical  Society 
Officers  and  other  Representatives.  But  those  sub- 
jects and  those  suggestions  are  typical  not  only  of 
the  ones  presented  at  that  particular  meeting.  In 
addition,  they  represent  the  very  numerous  pos- 
sibilities that  physicians  are  constantly  exploring 
in  an  effort  to  serve  and  protect  the  interests 
of  their  fellow  citizens. 


THE  DOCTORS  BUSINESS 


Income  Tax  Savings 
in  an  Estate 

HOWARD  D.  BAKER 
Waterloo 


Most  people  are  aware  of  the  high  level  of 
federal  estate  tax  that  is  levied,  once  an  estate 
exceeds  the  allowable  exemptions,  but  unfortu- 
nately, the  subsequent  effects  of  income  taxes 
upon  the  beneficiaries  and  the  ways  in  which 
those  effects  can  be  minimized  are  not  so  well  un- 
derstood. Actually,  the  lowering  of  future  income 
taxes  may  be  of  greater  importance  than  the 
lowering  of  estate  taxes. 

We  all  recognize  that  income  taxes  will  be  re- 
duced if  any  given  amount  of  income  has  been  di- 
vided among  two  or  more  persons.  Thus,  when- 
ever practical,  it  is  a good  idea  to  include  such 
an  arrangement  in  a will.  For  example,  Dr.  X has 
a wife  and  two  children,  and  it  is  estimated  that 
his  estate  will  produce  an  annual  income  of 
$12,000.  If  that  entire  income  were  to  be  paid  to 
Mrs.  X,  her  annual  federal  income  tax  would  be 
about  $2,370.  Even  though  she  would  have  to 
spend  a large  portion  of  that  income  for  the  sup- 
port of  the  children,  it  would  be  taxed  entirely  to 
her. 

Now,  instead  of  leaving  his  wife  the  total  in- 
come from  his  estate,  suppose  that  it  is  practical 
for  Dr.  X to  arrange  annual  payments  of  $1,000 
each  to  his  two  children  outright,  and  to  have 
$750  per  child  per  year  accumulate  in  trusts.  In 
this  case,  Mrs.  X’s  income  would  be  reduced  to 
$8,500  and  her  tax  to  $1,450  per  year.  Each  child 
would  pay  $62  per  year  of  tax,  and  the  trusts 
would  pay  $130  of  tax  per  child  per  year.  The 
total  tax  bill  on  the  $12,000  of  income  would  thus 
be  $1,834,  for  an  annual  tax  saving  of  $536. 

Practicality  is  of  greater  importance  than  tax 
economy,  but  if  a man’s  estate  is  expected  to 
produce  more  income  than  his  widow  is  likely 

Mr.  Baker  is  a partner  in  Professional  Management  Mid- 
west, and  manager  of  its  Retirement  Planning  Department. 
He  majored  in  accounting  and  business  administration  at 
S.U.I.,  and  was  an  agent  of  the  U.  S.  Bureau  of  Internal 
Revenue  for  3 V2  years  before  forming  his  present  association 
in  1953. 


to  need,  it  is  logical  that  the  surplus  income 
should  be  taxed  to  other  beneficiaries  in  lower 
brackets. 

PLANNED  USE  OF  PRINCIPAL 

In  some  specific  cases,  planned  use  of  principal 
can  save  income  taxes.  The  anticipated  annual 
income  from  Dr.  A’s  estate  is  $40,000.  If  he  were 
to  die,  he  would  like  his  wife  to  have  the  benefit 
of  the  entire  income,  but  he  would  also  like  to 
minimize  her  income-tax  burden.  Under  his  will, 
he  divides  his  estate  into  two  equal  parts.  One  of 
these  is  left  in  trust  to  his  wife,  and  the  other  is 
divided  into  separate  trusts  for  his  children.  The 
income  from  Mrs.  A’s  trust  ($20,000  per  year)  is  to 
be  paid  to  her,  and  an  equal  amount  of  income  is 
to  be  retained  in  separate  trusts  for  the  minor 
children.  But  the  will  further  provides  that,  be- 
sides taking  the  earnings,  Mrs.  A may  withdraw 
a specified  part  of  the  principal  from  her  trust 
each  year,  and  the  trustee  is  given  discretionary 
power  to  pay  additional  parts  of  it  to  her  in  the 
event  of  need. 

In  this  case,  Mrs.  A will  be  taxed  only  on 
$20,000  of  the  income  produced  by  her  husband’s 
estate,  and  since  no  income  tax  is  due  upon  what- 
ever amounts  she  withdraws  from  principal,  she 
will  have  just  as  much  money  to  spend  as  if  he 
had  bequeathed  her  the  entire  income  of  $40,000 
per  year.  On  the  other  hand,  the  income  kept  in 
the  trusts  for  her  children  will  be  taxed  at  much 
lower  rates,  and  considerably  more  income  will 
be  retained.  Thus,  though  the  widow’s  trust  will 
shrink,  the  trusts  for  the  children  will  grow,  and 
in  the  end  there  may  be  more  capital  for  the  use 
of  the  family  as  a whole. 

As  in  other  estate  matters,  one  should  take  such 
actions  as  these  only  after  a thorough  study  of 
the  purposes  that  he  wishes  his  estate  to  accom- 
plish, and  only  under  the  guidance  and  counsel 
of  his  estate  attorney. 
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Annual  Scientific  Assembly 

The  Iowa  Chapter  of  the  AAGP  has  just  com- 
pleted its  fifteenth  Annual  Meeting  and  Scientific 
Assembly.  The  scientific  program  was  excellent 
and  was  well  received  by  those  in  attendance. 
The  scientific  exhibits,  new  this  year,  were  inter- 
esting and  received  considerable  attention.  The 
technical  exhibits  afforded  an  opportunity  for  the 
members  to  visit  with  the  various  representatives 
about  their  company  products. 

The  annual  banquet  was  highlighted  by  the  en- 
tertainment of  Ford  and  Hines,  an  act  of  TV  and 
nightclub  fame.  An  evening  of  dancing  followed 
the  entertainment. 

The  following  are  the  officers  of  the  Iowa  Chap- 
ter for  the  ensuing  year: 


President 

President-elect 

Vice  President 
Secretary-Treasurer 

Board  of  Directors 


Delegate  to  AAGP 
Alternate 

Delegate  to  AAGP 
Alternate 


Wm.  A.  Castles,  M.D.,  Dallas 
Center 

C.  H.  Stark,  M.D.,  Cedar 
Rapids 

Raymond  Freeh,  M.D.,  Newton 

Arnold  T.  Nielsen,  M.D., 
Ankeny 

Eugene  Smith,  M.D.,  Waterloo 

John  R.  Jaquis,  M.D.,  Reinbeck 

George  A.  Paschal,  M.D., 
Webster  City 

Clyde  J.  Smith,  M.D.,  Gilmore 
City 

Keith  Wilcox,  M.D.,  Muscatine 

Howard  Rudersdorf,  M.D., 
Sioux  City 

John  M.  Hennessey,  M.D., 
Manilla 

Elmer  M.  Smith,  M.D.,  Des 
Moines 

Charles  V.  Edwards,  Jr.,  M.D., 
Council  Bluffs 

C.  H.  Stark,  M.D.,  Cedar 
Rapids 

H.  W.  Mathiasen,  M.D., 
Council  Bluffs 


STATE  OFFICERS'  CONFERENCE 


During  September  the  Annual  State  Officers 
Conference  of  the  AAGP  was  held  in  Kansas  City. 
This  meeting  is  not  scientific  in  character  but  is 
devoted  to  the  discussion  of  organization  and  ad- 
ministration of  Academy  activities  within  the  state 


chapters  by  the  respective  chapter  officers.  The 
Iowa  Chapter  is  very  fortunate  in  having  an  ef- 
ficient chapter  office  and  has  very  few  administra- 
tive problems.  However,  attendance  at  an  SOC 
usually  results  in  the  gathering  of  some  pearls. 


Two  Half-Day  Conferences  on 
Respiratory  and  Cardiac  Problems 

On  Friday,  December  6,  there  will  be  two  half- 
day short  courses  in  the  Medical  Amphitheater  at 
University  Hospitals,  Iowa  City.  The  SUI  Depart- 
ment of  Internal  Medicine,  the  Iowa  Thoracic  So- 
ciety and  the  Iowa  TB  and  Health  Association 
are  cosponsoring  the  morning  program  on  respira- 
tory diseases,  and  the  cardiac  conference  in  the 
afternoon  will  be  cosponsored  by  the  Department 
of  Internal  Medicine,  the  Iowa  Heart  Association 
and  the  Iowa  State  Department  of  Health.  There 
will  be  no  registration  fee,  and  the  AAGP  has  ap- 
proved each  program  for  three  hours  of  postgradu- 
ate study  credit. 

Morning 

9: 00  a.m.  “Surgical  Treatment  for  Bronchogenic  Car- 
cinoma”— Johann  L.  Ehrenhaft,  M.D. 

9: 40  “Diagnosis  and  Treatment  of  Pulmonary  In- 
fections”— Chien  Liu,  M.D.,  professor  of 
medicine  and  of  pediatrics,  University  of 
Kansas 

10:50  “Facts  and  Fallacies  in  Chest  Roentgenog- 
raphy”— William  J.  Tuddenham,  M.D., 
professor  of  radiology,  University  of  Penn- 
sylvania 

11: 35  Panel  Discussion  of  Illustrative  Cases 
Presentation  by  Harry  W.  Fischer,  M.D. 
Panel  consisting  of  the  speakers  of  the 
morning,  with  R.  E.  Smiley,  M.D.  as  mod- 
erator 

Afternoon 

1:40  p.m.  “Cardiac  Syncope” — William  B.  Bean,  M.D. 
1: 50  “Cine  Coronary  Arteriography” — F.  Mason 
Sones,  M.D.,  Cleveland  Clinic 
2: 20  “Emergency  Cardiac  and  Respiratory  Re- 
suscitation”— Wm.  K.  Hamilton,  M.D. 

3: 20  “New  Dimensions  of  an  Old  Disease — Bac- 
terial Endocarditis”— Ian  Maclean  Smith, 
M.D.  , 
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3: 40  “Recent  Advances  in  Cardiac  Laboratory 
Diagnosis” — Donald  L.  Warkentin,  M.D., 
associate  in  internal  medicine 

4:10  “Cine  Cardioangiography  in  the  Study  of 
Acquired  Valve  Lesions” — Dr.  Sones 

4:40  Questions  from  the  Audience. 


Peptic  Ulcer  1964— A Postgraduate 
Course  for  Surgeons 

The  Department  of  Surgery  at  the  SUI  College 
of  Medicine  will  present  a postgraduate  short 
course  for  surgeons  on  the  subject  of  peptic  ulcer, 
on  Tuesday  evening  and  all  day  Wednesday,  De- 
cember 3 and  4.  The  registration  fee  is  $10,  and 
the  program  is  acceptable  to  the  American  Acad- 
emy of  General  Practice  for  eight  hours  of  credit. 

TUESDAY,  DECEMBER  3,  1963 

Carousel  Supper  Club,  Coralville 
(1.3  miles  west  of  University  Hospitals  on  Highway 
No.  6) 

6:30  p.m.  Social  Hour  and  Dinner 

8:00  “Pathogenesis  of  Peptic  Ulcer  and  Surgical 
Implications” — E.  R.  Woodward,  M.D., 
head  of  surgery,  University  of  Florida, 
Gainesville 

9: 00  Schedule  Conference  for  Next  Day’s  Opera- 
tions— Lawrence  DenBesten,  M.D.,  res- 
ident in  surgery 

WEDNESDAY,  DECEMBER  4,  1963 

Medical  Ampitheater,  Room  E-331  University  Hospitals 

7:30  a.m.  Televised  Operative  Clinic— Operations  by 
surgical  staff;  discussion  by  panel  and 
registrants 

R.  T.  Tidrick,  M.D. 

J.  A.  Weinberg,  M.D.,  chief  of  surgery,  Long 
Beach  VA  Hospital 

E.  R.  Woodward,  M.D. 

J.  A.  Gius,  M.D. 

9:30  Exhibit:  Vascular  Lesions  in  Patients  With 
Duodenal  Ulcer — Dr.  Gius 

Conference  Room  E-405  University  Hospitals 

10: 15  Definition  of  the  Surgical  Ulcer  Patient 

“The  Role  of  the  Radiologist”— H.  W.  Fis- 
cher, M.D. 

“Laboratory  and  Endoscopic  Aids  — J.  A. 
Buckwalter,  M.D. 

“Review  of  S.U.I.  Patients’  — L.  Raterman, 
M.D.,  resident  in  surgery 


11:15  Problem  Patients:  Discussion  of  Manage- 
ment 

E.  S.  Brintnall,  M.D.,  moderator 

J.  A.  Weinberg,  M.D. 

E.  R.  Woodward,  M.D. 

H.  W.  Fischer,  M.D. 

R.  D.  Liechty,  M.D. 

R.  T.  Soper,  M.D. 

1:45  p.m.  “The  Problem  of  Upper  Gastrointestinal 
Hemorrhage” — Dr.  Weinberg 

2: 30  “Stress  Ulcers  and  the  Neurosurgeon” — 
G.  E.  Perret,  M.D. 

2:45  “Gastric  Cooling  and  Freezing” — Edward  E. 
Mason,  M.D. 

3:30  Controversial  and  Unsettled  Issues:  Re- 
section in  Perforated  Ulcer;  Gastrostomy 
for  Suction;  Duodenal  Leak;  Marginal 
Ulcer;  Postgastrectomy  Syndrome;  High 
Gastric  Ulcer;  Acute  Gastric  Ulcers;  etc. 
(Physicians  are  invited  to  send  abstracts 
and  x-rays  of  patients  whom  they  wish 
the  panel  to  discuss.) 

R.  T.  Tidrick,  M.D.,  moderator 

J.  A.  Weinberg,  M.D. 

E.  R.  Woodward,  M.D. 

L.  T.  Palumbo,  M.D. 

F.  D.  Staab,  M.D. 

S.  E.  Ziffren,  M.D. 


AMA  Tests  Prove  Point  on  Smoking 

In  a September  17  statement,  the  AMA’s  Com- 
mittee on  Medical  Aspects  of  Sports  stated  that 
scientific  evidence  shows  smoking  really  does  “cut 
the  wind”  of  athletes  and  that  there’s  no  longer 
any  room  for  doubt  that  athletes  should  not 
smoke.  It  said  ten  inhalations  of  cigarette  smoke 
may  reduce  the  ability  of  the  lungs  to  take  in 
and  utilize  oxygen  by  as  much  as  50  per  cent, 
thus  in  any  close  finish  between  well-matched 
athletes,  the  non-smoker  has  the  edge. 

The  committee  also  found  that  tobacco  smoke 
may  slow  down  the  rate  at  which  stale  air  can 
be  expelled  from  the  lungs  so  that  the  heavy 
smoker  has  trouble  in  breathing  quickly  and 
easily  under  heavy  exertion.  There  are  times  in 
most  sports  when  a maximum  effort  is  required 
for  a brief  moment.  It  may  be  a hard  sprint  in 
football  or  a leap  for  a rebound  in  basketball.  The 
smoker,  even  though  a fine  natural  athlete,  highly 
trained  and  skilled,  may  find  that  his  capacity  for 
that  all-important  sprint  or  leap  is  slightly  less 
than  it  might  have  been  if  he  abstained  from 
tobacco. 
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Influenza  Immunizations — 1 963- 1 964 

The  U.  S.  Department  of  Health,  Education  & 
Welfare  Influenza  Surveillance  Report  of  June  14, 
1963,  reports: 

Influenza  A — Widespread  outbreaks  of  influenza  A2 
occurred  in  1962-1963  in  most  areas  of  the  United 
States  except  for  the  West  Coast.  Considering  that  in- 
fluenza A commonly  occurs  in  two  to  three  year  cycles, 
widespread  outbreaks  of  influenza  A2  are  not  antici- 
pated this  year.  However,  as  in  other  inter-epidemic 
years,  sporadic  focal  outbreaks  may  be  anticipated; 
the  West  Coast  spared  in  1962-63,  has  a somewhat 
greater  likelihood  of  experiencing  influenza  A out- 
breaks during  the  1963-64  season. 

Influenza  B — A nationwide  epidemic  of  influenza  B 
was  observed  during  1961-62.  Influenza  B occurs  in 
cycles  of  not  less  than  four  to  six  years  and  thus  epi- 
demic outbreaks  of  this  strain  are  not  anticipated  for 
the  coming  fall  and  winter. 

Even  though  large-scale  epidemic  outbreaks  of 
influenza  are  not  now  anticipated  for  the  coming 
winter,  immunization  of  special  groups  against 
influenza  is  still  strongly  advised.  Patients  in  the 
following  disease  categories  have  experienced  the 
highest  influenza  mortality  rates,  and  therefore 
should  have  specific  protection  as  a routine  prac- 
tice: 

A.  Persons  at  all  ages  who  suffer  from  chronic  debili- 
tating disease,  e.g.,  chronic  cardiovascular,  pul- 
monary, renal  or  metabolic  disorders,  and  in  par- 
ticular: 

1.  Patients  with  rheumatic  heart  disease,  especially 
those  with  mitral  stenosis. 

2.  Patients  with  other  cardiovascular  disorders 
such  as  arteriosclerotic  heart  disease  and  hyper- 
tension, especially  those  with  evidence  of  frank 
or  incipient  cardiac  insufficiency. 

3.  Patients  with  chronic  bronchopulmonary  dis- 
ease; for  example,  chronic  asthma,  chronic 
bronchitis,  bronchiectasis,  pulmonary  fibrosis, 
pulmonary  emphysema,  pulmonary  tuberculosis. 

4.  Patients  with  diabetes  mellitus  and  Addison’s 
disease. 

B.  Pregnant  women. 

C.  Persons  in  the  older  age  groups — those  over  45, 
and  particularly  those  over  65  years  of  age. 

Serious  consideration  should  also  be  given  to 
immunizing  those  in  medical  and  health  services, 
public  safety,  public  utilities,  transportation,  edu- 


cation and  communications  fields.  In  industries 
and  large  institutions  where  absenteeism  is  of 
particular  concern,  large-scale  immunization  pro- 
grams are  to  be  encouraged. 

Immunization  should  begin  as  soon  as  practi- 
cable and  should  be  completed  by  mid-December. 
Since  a two-week  delay  in  the  development  of 
antibodies  may  be  expected,  it  is  important  that 
immunization  be  carried  out  before  epidemics 
occur  in  the  immediate  areas. 

Studies  made  during  the  past  year  show  that 
both  the  A and  B strains  of  influenza  demonstrate 
a continued  change  in  antigenic  structure.  For 
this  reason,  more  recently  isolated  strains  of  both 
the  A2  and  B types  have  been  added  to  the  vac- 
cine. The  antigenic  composition  of  the  vaccine  for 
the  1963-64  season  is  as  follows: 


Type 

Strain  CCA  Units  Per  cc. 

A 

PR8 

100 

At 

Ann  Arbor  1/57 

100 

A„ 

Japan  305/57 

100 

A., 

Japan  170/02 

100 

B 

Great  Lakes  1739/54 

100 

B 

Maryland  1/59 

100 

600 

The  U.  S.  Public  Health  Service  Surveillance 
Committee  suggests  the  following  immunization 
schedule: 


A.  Adults  and  Children  Over  12  Years.  Those  not 
immunnized  during  or  since  1957  should  receive  a 
1.0  cc.  (600  CCA  units)  dose  subcutaneously  as  soon 
as  practicable  after  September  1 and  a second  1.0  cc. 
dose  about  two  months  later.  The  course  of  immuniza- 
tion should  be  completed  by  mid-December.  Those 
given  at  least  one  dose  of  vaccine  since  1957  should 
receive  a single  booster  dose  of  1.0  cc.  subcutaneously. 

B.  Children  6 to  12  Years.  Those  not  immunized 
during  or  since  1957  should  receive  a 0.5  cc.  (300  CCA 
units)  dose  subcutaneously  as  soon  as  practicable 
after  September  1 and  a second  0.5  cc.  dose  about 
two  months  later.  The  course  of  immunization  should 
be  completed  by  mid-December.  Those  given  at  least 
one  dose  of  vaccine  since  1957  should  receive  a single 
booster  dose  of  0.5  cc.  subcutaneously. 

C.  Children  3 Months  Through  5 Years.  Those  not 
previously  immunized  should  receive  0.1  to  0.2  ml. 
(60  to  120  CCA  units)  of  vaccine  subcutaneously  on 
two  occasions,  separated  by  one  or  two  weeks.  A third 
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inoculation  of  the  same  strength  should  be  given 
about  two  months  later.  The  schedule  of  vaccination 
should  be  completed  by  mid-December.  Those  who 
have  received  at  least  one  dose  of  vaccine  previously 
should  receive  a single  dose  of  0.1  to  0.2  ml.  sub- 
cutaneously. Since  20  per  cent  or  more  in  this  age 
group  may  experience  a febrile  reaction  to  the  vac- 
cine, an  antipyretic  may  be  indicated. 


Morbidity  Report  for  Month  of 
September  1963 


1963  1963  1962  Most  Cases  Reported 

Diseases  Sept.  August  Sept.  From  These  Counties 

Diphtheria 

0 

0 

1 1 

Scarlet  fever 

78 

104 

116  Jefferson,  Johnson 

Typhoid  fever 

0 

0 

1 

Smallpox 

0 

0 

0 

Measles 

34 

26 

51  Clay,  Scott 

Whooping 

cough 

35 

30 

8 Des  Moines,  Polk 

Brucellosis 

10 

13 

5 Dubuque,  Scott 

Chickenpox 

17 

17 

22  Des  Moines,  Polk,  Story 

Meningococcic 

meningitis 

1 

1 

1 Woodbury 

Mumps 

173 

101 

52  Dubuque,  Polk,  Scott 

Poliomyelitis 

0 

0 

0 

Infectious 

hepatitis 

13 

22 

54  Scott,  Tama 

Rabies  in 
animals 

28 

27 

21  Clinton,  Jefferson,  Monon< 

Malaria 

0 

0 

Palo  Alto,  Polk 

0 

Psittacosis 

0 

0 

0 

Q fever 

0 

0 

0 

Tuberculosis 

28 

58 

39  For  the  state 

Syphilis 

71 

99 

80  For  the  state 

Gonorrhea 

95 

168 

117  For  the  state 

Histoplasmosis 

2 

6 

3 Davis,  Linn 

Food 

intoxication 

0 

0 

0 

Meningitis  (type 
unspecified)  4 

1 

0 Madison,  Polk,  Scott, 

Diphtheria 

carrier 

0 

0 

Wapello 

3 

Asceptic 

meningitis 

0 

0 

1 

Salmonellosis 

4 

8 

45  Black  Hawk,  Buchanan, 

Tetanus 

1 

0 

Johnson,  Linn 
0 Hardin 

Chancroid 

0 

0 

0 

Encephalitis  (type 
unspecified)  2 

0 

0 Dubuque,  Polk 

H.  influenzal 
meningitis 

0 

0 

1 

Amebiasis 

2 

1 

3 Boone 

Shigellosis 

3 

2 

0 Johnson,  Polk 

Influenza 

0 

0 

0 

Iowa  Tetanus  Deaths — 1952-1961, 
Inclusive 


Age 

Total 

Deaths 

Male 

Female 

Rural 

Urban 

Under  1 

4 

3 

1 

1 

3 

1-4 

5-9 

10-19 

1 

1 

2 

1 

1 

1 

1 

1 

1 

2 

20-29 

3 

1 

2 

3 

30-39 

5 

4 

1 

3 

2 

40-49 

6 

6 

5 

1 

50-59 

2 

1 

1 

2 

60  + 

17 

13 

4 

9 

8 

— 

— 

— 

— 

— 

TOTAL 

41 

30 

1 1 

25 

16 

Reported  Cases  of  Tetanus  in 
1952-1961 , Inclusive 

Iowa 

Year 

Cases 

Reported  Deaths 

Year 

Cases 

Reported 

Deaths 

1952 

3 2 

1957 

6 

3 

1953 

1 5 

1958 

2 

5 

1954 

3 4 

1959 

9 

5 

1955 

1 5 

I960 

1 

4 

1956 

8 2 

1961 

5 

6 

The  two  accompanying  charts,  showing  41 
deaths  from  tetanus  in  Iowa  during  the  10  years 
1952-1961,  inclusive,  are  based  upon  material 
available  from  two  sources.  The  data  relative  to 
deaths  are  derived  from  death  certificates  filed  in 
the  Division  of  Vital  Statistics  of  the  State  De- 
partment of  Health.  The  information  on  the  39 
reported  cases  of  tetanus,  for  the  same  period,  is 
from  the  case  reports  of  the  Division  of  Prevent- 
able Diseases  of  the  State  Department  of  Health. 

Tetanus  has  been  a reportable  disease  for  many 
years,  in  Iowa,  but  physicians  fail  to  report  many 
cases  of  it  because  it  is  not  a communicable  dis- 
ease. For  that  reason,  almost  always,  the  number 
of  reported  cases  fails  to  equal,  let  alone  to  exceed, 
the  number  of  deaths.  Usually,  the  Department 
first  learns  of  tetanus  cases  by  way  of  news- 
paper clippings.  It  then  attempts  to  trace  each 
case,  and  in  so  doing  it  obtains  the  name  of  the 
attending  physician  and  gets  him  to  verify  the 
diagnosis. 

In  1958,  the  S.U.I.  Institute  of  Agricultural  Medi- 
cine conducted  a survey  of  tetanus  cases  in  Iowa 
hospitals  for  the  five-year  period  ending  June  30, 
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1956,  and  revealed  that  there  had  been  114  hos- 
pitalized cases  with  20  deaths,  or  one  death  for 
each  5.7  cases.*  That  death  rate  was  a lower  one 
than  studies  by  other  workers  had  indicated.  In  a 
national  review  of  tetanus  made  in  1957,  Arnick 
and  Alexander  had  reached  the  conclusion  that 
even  with  good  medical  care,  every  third  case  of 
tetanus  results  in  death.**  Using  the  case-death 
ratio  that  the  Institute  of  Agricultural  Medicine 
found,  Iowa  would  have  had  well  over  200  cases 
of  tetanus  during  the  10-year  period  ending  De- 
cember 31,  1861. 

The  chart  showing  ages  and  places  of  residence 
is  interesting.  It  may  be  a bit  surprising  to  notice 
that  four  deaths  occurred  in  persons  under  one 
year  of  age,  and  17  in  persons  60  years  of  age  or 
over.  In  other  words,  half  of  the  deaths  were  in 
the  very  young  and  in  group  of  definitely  ad- 
vanced age.  As  between  urban  and  rural,  the  ratio 
of  cases  was  about  2 to  3. 

From  the  case  report  cards  containing  informa- 
tion as  to  the  nature  of  the  accidents  associated 
with  the  infections,  it  is  apparent  that  many 
tetanus  cases  were  the  results  of  minor  accidents. 
The  reported  accidents  included:  splinter  beneath 
fingernail;  puncture  wound  of  foot;  nail  in  foot; 
nail  puncture  in  hand  (incurred  while  patient  was 
cleaning  chickenhouse) ; knee  laceration;  hand 
laceration  (while  patient  was  siding  a barn); 
sickle  injury  (while  patient  was  cutting  weeds); 
puncture  of  eyelid;  finger  cut  in  corn  sheller; 
rusty  nail  driven  into  hand  (while  patient  was 
working  in  hog  shed);  laceration  of  palm  of  hand 
with  fish  hook;  farm  implement  accident;  and 
thumb  laceration  (in  a fall  while  patient  was 
climbing  stairs). 

Thus,  in  many  instances  the  injuries  leading  to 
cases  of  tetanus  are  minor  and  are  regarded  as 
negligible.  For  example,  it  was  five  days  before 
the  person  who  suffered  the  puncture  wound  of 
the  eyelid  felt  he  should  see  a physician.  Of  the 
31  cases  hospitalized  at  University  Hospitals,  Iowa 
City,  during  the  five-year  period  referred  to  above, 
five  had  resulted  from  wounds  so  trivial  that  the 
patients  couldn’t  remember  being  hurt! 

Treatment  for  tetanus  includes  tetanus  anti- 
toxin given  in  large  amounts.  The  injection  is  a 
painful  procedure,  and  very  frequently  it  is  fol- 
lowed by  a severe  reaction.  One  can  avoid  the 
necessity  for  the  use  of  tetanus  antitoxin  in  the 
event  of  major  injury,  and  can  avoid  the  danger 
of  fatal  infection  that  can  follow  a mere  scratch, 
by  taking  the  primary  immunization  series,  and 
then  getting  booster  injections  as  needed. 

* 1958  Study  on  Tetanus  in  Iowa,  Staff  of  the  Institute  of 
Agricultural  Medicine,  Iowa  City. 

**  Arnick,  N.  W.,  and  Alexander,  E.  R.:  Tetanus  in  the 
United  States:  review  of  problem,  am.  j.  pub.  health,  47: 
(Dec.)  1957. 


Poliomyelitis  in  the  U.  S. 

1962  and  1963 

Only  909  cases  of  poliomyelitis  were  reported 
in  the  United  States  in  1962,  and  if  present  trends 
continue,  about  half  of  that  number  can  be  ex- 
pected to  have  occurred  this  year. 

In  its  bi-monthly  statistical  bulletin  progress  in 
health  services,  the  Health  Information  Founda- 
tion reported  on  the  great  advances  made  against 
polio  in  the  past  decade.  In  1952  there  were  37.2 
cases  of  polio  for  every  100,000  people  in  this  coun- 
try. By  last  year,  the  rate  had  dropped  to  an  amaz- 
ing 0.5  per  100,000  population,  and  this  year’s  rate 
may  drop  to  0.2  cases  for  every  100,000  Americans. 

The  estimated  paralytic  case  rate  followed  the 
pattern  for  all  cases.  From  12.0  paralytic  cases  per 
100,000  population  in  1951,  this  rate  rose  to  23.2 
paralytic  cases  per  100,000  population  in  1952,  and 
then  dropped  to  1.5  in  1957.  There  were  slight  up- 
turns in  1954,  1958  and  1959,  but  since  1959  the 
paralytic  case  rate  has  dropped  consistently.  Last 
year  this  rate  reached  a low  of  0.4.  The  bulletin 
pointed  out  that  “present  indications  are  that  the 
1963  rate  will  be  considerably  lower,  possibly 
something  like  0.1  per  100,000  population.” 

At  the  same  time  the  number  of  deaths  from 
the  disease  has  also  dropped.  In  1916,  over  7,000 
deaths  were  recorded,  and  in  1952  the  number 
was  still  in  excess  of  3,000,  but  in  1962  the  number 
was  down  to  just  47. 

A large  proportion  of  the  American  population 
is  still  unprotected  from  the  disease.  A 1962  survey 
showed  that  60  per  cent  of  those  under  age  50  had 
received  three  or  more  injections  of  the  Salk  vac- 
cine, and  37.5  per  cent  of  that  under-50  group  had 
received  four  or  more  injections.  Of  the  same 
group,  10.2  per  cent  had  received  one  or  two  doses 
of  the  oral  (Sabin)  vaccine,  and  about  4.5  per  cent 
had  received  the  full  complement  of  three  doses. 

Mass  immunization  with  the  Salk  vaccine  has 
been  one  of  the  most  effective  public  health  pro- 
grams ever  undertaken,  the  Foundation  asserted. 
In  the  short  span  of  eight  years,  the  disease  has 
been  almost  eradicated  in  this  country.  “But  when 
the  vaccine  was  first  introduced,  critics  were  nu- 
merous and  vocal,”  Dr.  Lowell  T.  Coggeshall,  asso- 
ciate director  of  the  Foundation  and  vice-president 
of  the  University  of  Chicago,  pointed  out.  “How- 
ever, claims  of  extravagance  and  claims  that  the 
disease  was  not  widespread  enough  to  warrant  all 
the  time  and  money  being  expended  did  not  delay 
necessary  action.” 

“If  the  few  cases  of  polio  that  occurred  as  the 
result  of  an  improperly  inactivated  batch  of  polio 
virus  had  resulted  in  the  delay  of  the  polio  vac- 
cination program  just  one  year,”  Dr.  Coggeshall 
continued,  “there  probably  would  have  occurred, 
based  on  the  1951-1953  averages,  over  43,000  cases 
of  polio,  with  over  26,000  of  these  paralytic  cases, 
which  were  avoided  by  the  prompt  use  of  the  vac- 
cine.” 
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Fifteenth  Annual  Health  Education 
Workshop — July  15  and  16 
Iowa  State  University,  Ames 

Theme:  Health  Problems  of  the  school  aged  child 
— bridging  the  gap  between  knowledge  and  ac- 
tion. 

Our  Auxiliary  had  three  representatives  attend- 
ing the  Health  Education  Workshop  this  year — one 
for  the  entire  session  and  the  other  two  part  of 
the  time.  They  were:  Mrs.  E.  B.  Dawson,  of  Fort 
Dodge,  our  Health  Careers  chairman,  Mrs.  Hazel 
Lammey,  of  our  Iowa  Medical  Society’s  staff,  and 
I. 

The  program  opened  with  an  address:  ‘ What 
Are  the  Health  Problems  of  the  School  Age  Child 
— Mental,  Emotional  and  Physical?”  by  Dr.  Evalyn 
S.  Gendel,  of  the  Division  of  Maternal  and  Child 
Health,  Kansas  State  Board  of  Health.  Dr.  Gendel 
is  a most  attractive  mother  of  five — charming  and 
highly  articulate.  She  is  an  excellent  speaker,  well 
qualified  and  authoritative.  As  somewhat  of  a “vet- 
eran” of  these  workshops,  I am  glad  to  report  that 
I found  this  year’s  session  very  stimulating  for  two 
reasons:  the  outstanding  qualifications  of  Dr.  Gen- 
del and  the  general  interest  in  the  topic  of  School 
Health  shown  by  the  delegates  of  the  many  groups 
represented  there. 

Dr.  Gendel  listed  the  leading  health  problems 
for  children  in  two  age  groups.  First,  for  school 
children  from  5-14  they  are:  1.  Accidents,  2.  Can- 
cer, 3.  Upper  respiratory  infections,  4.  Rheumatic 
fever  and  heart  conditions,  5.  Congenital  malfor- 
mations. For  youngsters  of  the  second  group,  from 
15-20  years  of  age,  the  major  health  problems  are: 

1.  Accidents,  2.  Cancer,  3.  Homicide,  4.  Suicide. 
(These  last  two,  we  found  most  startling.) 

Formerly,  Dr.  Gendel  pointed  out,  infectious  dis- 
eases were  the  leading  cause  of  illness  for  school 
age  children,  but  this  is  no  longer  true,  for  im- 
munization programs  have  become  increasingly 
effective.  Acute  illnesses  and  other  conditions  that 
are  frequently  encountered  in  schools  include:  1. 
Upper  respiratory  infections — a major  cause  of 
absenteeism,  2.  Gastrointestinal  upsets,  3.  Child- 
hood contagious  diseases,  4.  Dental  problems,  5.  Ac- 
cidents, and  6.  Eye  and  ear  infections. 

Mental  illness  is  a growing  problem  in  the 
schools  today.  It  is  increasingly  necessary,  we 


were  told,  that  both  teachers  and  parents  be 
taught  to  recognize  the  early  symptoms  of  mental 
illness  or  emotional  disturbance  so  that  the  child 
can  benefit  from  prompt  treatment.  Because  men- 
tal illness  in  the  school  age  group  has  only  re- 
cently begun  to  attract  attention,  it  undoubtedly 
is  the  most  frustrating  area  of  all  school  health 
problems. 

Some  schools  are  setting  up  special  classrooms 
for  the  mentally  retarded  childem  in  their  school 
districts.  Dr.  Gendel  cautioned  us  that  this  should 
be  done  only  when  the  most  expert  advisors  and 
personnel  are  available. 

She  also  mentioned  the  health  handicap  of  obe- 
sity in  the  school  child.  It  frequently  leads  to  men- 
tal and  emotional  problems,  also. 

Additional,  areas  of  concern  in  school  health  in- 
volved: nutritional  deficiencies,  youthful  preg- 

nancies, use  of  alcohol  and  stimulants,  smoking, 
the  seeking  of  hallucinatory  experiences  by  sniffing 
airplane  glue,  holding  the  breath,  etc.,  and  the 
overuse  of  “pep”  pills. 

Another  topic  introduced  into  the  discussion  was 
how  much  of  a physical  fitness  program  should  be 
implemented  in  the  schools.  Dr.  Gendel  felt  a mini- 
mum of  15  minutes  should  be  offered  daily.  The 
need  for  better  physical-check-up  programs  for  the 
school  age  child  and  also  for  teaching  personnel, 
food  handlers,  school  custodians,  etc.  was  also 
stressed. 

Those  in  attendance  at  the  conference  were  di- 
vided into  four  discussion  groups  to  exchange 
ideas  on  these  topics.  We  were  asked  to  choose 
the  three  biggest  problems  in  school  health,  and 
then  to  devise  six  courses  of  action  concerning 
the  health  of  the  school  age  child  that  we  should 
explore,  study,  and  work  on  in  our  own  communi- 
ties. My  group’s  conclusions  on  the  latter  of  these 
assignments  were  pretty  typical  of  the  final  con- 
sensus: They  were:  1.  To  work  for  fluoridation  of 
water  supplies  where  the  fluoride  content  is  low. 

2.  To  advocate  better  immunization  requirements. 

3.  To  advocate  health  examinations  for  school  per- 
sonnel, custodians  and  food  handlers,  annual  tu- 
berculin tests  and  perhaps  physical  examinations 
every  three  years.  4.  To  arouse  more  concern  for 
the  children’s  “emotional”  health.  5.  To  initiate  bet- 
ter pre-school  and  school-child  checkups.  (A  good 
plan  would  be  to  have  three  such  examinations — 
pre-school,  again  at  the  age  of  ten  and  the  last  one 
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at  about  the  age  of  15.)  6.  To  make  sure  that  the 
physical  fitness  programs  in  our  schools  are  ade- 
quate and  to  secure  the  deemphasis  of  inter-school 
competition  at  the  junior-high  level,  and  to  advo- 
cate intramural  programs  instead. 

Under  the  topic  of  physical  checkups,  Dr.  Gen- 
del  recommended  better  eye  and  ear  testing  pro- 
grams. Eye  testing  should  be  done  annually  or  at 
least  biennially.  Auditory  testing  could  be  done  at 
the  same  age  levels  recommended  for  the  physical 
checkup. 

Some  time  was  also  given  to  the  topic  of  the 
development  of  school  health  councils.  Some  states 
have  this  on  a state  level— others  handle  it  locally. 
It  was  felt  that  a council  would  afford  a better 
opportunity  for  a concentrated  attack  on  school 
health  problems  than  would  scattered  groups  and 
individuals. 

Thanks  to  Dr.  Gendel,  to  excellent  pre-program 
planning,  and  to  an  unusually  receptive  and  vocal 
workshop  group,  our  days  at  the  Health  Education 
Workshop  this  year  were  well  spent.  We  hope 
that  some  definite  results  will  be  seen  in  many  of 
our  Iowa  schools. 

TO  ALL  AUXILIARIES:  IF  YOU  ARE  STILL 
LOOKING  FOR  A REWARDING  PROJECT  TO 
“GET  TO  WORK  ON”  THIS  YEAR,  WHAT 
COULD  BE  A BETTER  ONE  THAN  THE 
HEALTH  PROBLEMS  OF  THE  SCHOOL  AGE 
CHILD?  HOW  ARE  OUR  SCHOOLS  MEASUR- 
ING UP? 

— Mildred  Leinbach 

Rural  Health  Chairman 


Physicians'  Wives  Join  IPPL 

Under  the  recently  created  Woman’s  Division, 
physicians’  wives  have  been  accorded  the  privilege 
of  full  memberships  in  IPPL,  the  Iowa  Physicians 
Political  League.  As  members,  they  will  have  the 
opportunity  to  participate  in  political  education 
programs  and  to  contribute,  through  their  dollars 
and  know-how,  to  candidate-support  activities. 

IPPL,  an  affiliate  of  AMPAC,  the  American 
Medical  Political  Action  Committee,  provides  phy- 
sicians, their  wives,  and  their  families  an  oppor- 
tunity for  a better  understanding  of  political  issues 
and  voter  responsibility.  By  working  together,  the 
medical  family  can  form  an  intelligent  and  effec- 
tive force  for  good  government. 

In  the  area  of  political  education,  physicians’ 
wives  have  been  assigned  a stimulating  and  re- 
sponsible role.  As  an  aid  to  achieving  maximum 
effectiveness,  AMPAC’s  course  in  political  educa- 
tion, the  “Barnstormer,”  will  be  available  soon  to 
Iowa  physicians  and  their  wives. 

Candidate  support  is  bi-partisan.  Neither 
AMPAC  nor  IPPL  is  affiliated  with  either  politi- 
cal party,  and  both  of  them  support  candidates  on 
the  basis  of  their  individual  merit  and  their  posi- 
tions on  pertinent  issues. 


Support  for  Iowa’s  worthy  political  candidates, 
both  in  money  and  in  manpower  is  the  best  in- 
vestment any  of  us  can  make  in  the  future  of  the 
free  enterprise  system  and  constitutional  govern- 
ment. Success  depends  on  preparation.  The  1964 
election  results  will  be  determined  by  the  effort 
and  help  we  provide  before  the  election.  Member- 
ship dollars  contributed  now  will  be  available  to 
support  worthy  candidates  in  the  coming  Iowa 
primary  and  general  elections. 

Memberships  in  the  Woman’s  Division  of  IPPL 
begin  at  ten  dollars.  A joint  membership  in  both 
IPPL  and  AMPAC  is  twenty-five  dollars,  and  en- 
titles the  member  to  receive  the  educational  news- 
letter “Political  Stethoscope.” 

Additional  information  on  IPPL  membership  is 
available  through  county  IPPL  chairwomen,  or 
by  writing  to  Iowa  Physicians’  Political  League, 
Woman’s  Division,  529-36th  Street,  Des  Moines  12, 
Iowa. 

Our  goal  is  100  per  cent  participation  by  the 
physicians’  wives  of  Iowa.  As  a member  of  the 
IPPL  team,  each  physician’s  wife  will  be  a full 
partner  and  valued  ally  in  the  battle  for  good 
government  and  the  preservation  of  the  free  en- 
terprise system. 


WASAMA 

A get-acquainted  tea  was  sponsored  by  the 
Woman’s  Auxiliary  to  the  Student  American  Med- 
ical Association  recently  at  the  University  Ath- 
letic Club  in  Iowa  City.  Mrs.  Wayne  J.  Tegler,  ad- 
visor, was  the  guest  speaker.  Her  topic  was  “The 
Responsibility  of  a Doctor’s  Wife.” 

The  University  of  Iowa  chapter  is  one  of  51 
located  at  medical  schools  throughout  the  United 
States.  The  purposes  of  the  organization  are  to 
establish  a closer  relationship  between  the  wives 
of  medical  students  and  to  educate  the  medical 
wife  to  the  problems  and  responsibilities  of  the 
profession. 

Mrs.  Eldon  Reed  is  president  for  the  1963-1964 
year.  Other  officers  are  Mrs.  John  Hasbrook,  first 
vice-president;  Mrs.  Albert  Bryan,  second  vice- 
president;  Mrs.  James  Hill,  secretary,  and  Mrs. 
Wendell  Petty,  treasurer.  The  chapter  meets  regu- 
larly and  has  an  exceedingly  interesting  program 
planned  for  the  current  year. 


Ccrro  Gordo  Auxiliary 

In  October,  the  Cerro  Gordo  County  Medical 
Auxiliary  opened  its  program  for  the  coming  year 
with  a progressive  dinner  which  started  at  the 
home  of  Mrs.  Robert  Powell  and  concluded  at  the 
home  of  Mrs.  George  West.  Mrs.  Paul  Potter,  pres- 
ident, was  in  charge  of  the  meeting.  Plans  for  the 
monthly  meetings  were  finalized. 

The  November  meeting  will  honor  future  nurses 
at  the  home  of  Mrs.  S.  H.  Vegors.  Velma  Shearer, 
Park  Hospital,  will  be  the  speaker.  Other  pro- 
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grams  planned  for  the  year  include  “Mental 
Health  Facilities  in  the  Community,”  Rural  Health, 
Doctor’s  Day,  a guest  day,  and  one  social  meeting. 

Officers,  in  addition  to  Mrs.  Potter,  the  presi- 
dent, are  Mrs.  C.  O.  Adams,  vice-president;  Mrs. 
T.  E.  Davidson,  secretary;  and  Mrs.  A.  E.  Hale, 
treasurer. 


Sixteenth  AMA  National  Rural  Health 
Conference 

ARLINGTON  HOTEL,  HOT  SPRINGS,  ARKANSAS 
SEPTEMBER  20-21,  1963 

With  this  meeting  the  AMA  went  back  to  call- 
ing its  Rural  Health  gatherings  National  rather 
than  Regional  Rural  Health  Conferences.  Regard- 
less of  the  title  given  them,  these  meetings  tend  to 
attract,  principally,  an  audience  from  the  imme- 
diate vicinity  of  the  conference  city.  A few  rep- 
resentatives of  state  medical  societies  and  other 
organizations  at  considerable  distances  send  rep- 
resentatives, but  they  make  up  only  a small  mi- 
nority. It  seems,  however,  that  it  is  somewhat 
easier  to  engage  top-notch  speakers  for  a meeting 
that  is  billed  as  “National”  rather  than  “Regional,” 
and  that  the  change  in  terminology  had  been  made 
for  that  reason. 

In  view  of  the  rather  small  population  of  Hot 
Springs  and  vicinity,  the  attendance  was  quite 
large,  about  500  persons  being  present  for  each  of 
the  sessions.  One  of  the  local  physicians  remarked 
that  Hot  Springs  people  had  turned  out  for  the 
meeting  because  “Arkansans  just  like  to  attend 
meetings,”  but  it  was  obvious  that  most  everyone 
in  attendance  was  vitally  interested  in  the  prob- 
lems being  discussed.  The  Iowans  in  attendance 
were  Dr.  and  Mrs.  S.  P.  Leinbach  of  Belmond,  Dr. 
and  Mrs.  J.  W.  Gauger,  of  Early,  and  Mr.  E.  W. 
Hamilton,  of  the  IMS  staff. 

COSTS  OF  HEALTH  CARE 

The  principal  feature  of  the  Friday  morning  pro- 
gram was  a panel  discussion  on  the  topic  “Who 
Shares  Your  Health  Dollar?”  It  was  an  extraor- 
dinarily effective  series  of  presentations.  Robert 
J.  Benford,  M.D.,  director  of  medical  relations  for 
the  Pharmaceutical  Manufacturers  Association, 
Washington,  made  two  significant  statements  re- 
garding the  dollars-and-cents  aspect  of  drug  com- 
pany practices.  He  asserted  that,  on  the  average, 
generic-name  prescriptions  would  save  the  cus- 
tomer no  more  than  20  cents  each,  and  that  divid- 
ing up  all  of  the  profits  of  pharmaceutical  com- 
panies and  returning  them  to  prescription  pur- 
chasers would  lower  costs  to  patients  by  no  more 
than  24  cents  per  prescription. 

He  emphasized  that  drugs  cost  no  more  of  the 
health  care  dollar  in  1963  than  they  did  in  1930. 

He  urged  the  audience  to  oppose  the  bill  to  re- 


quire licensing  of  drug  patents  to  firms  other  than 
those  that  had  developed  the  patented  products, 
saying  that  such  a measure  might  discourage  the 
research  activities  being  conducted  under  private 
auspices. 

R.  B.  Robins,  M.D.,  a member  of  the  AMA  Board 
of  Trustees  and  a former  president  of  AAGP,  from 
Camden,  Arkansas,  documented  the  contention 
that  “the  American  people  never  had  it  so  good” 
by  pointing  out  that  the  shares  of  the  consumer 
dollar  that  go  for  clothing,  housing  and  food  have 
decreased  over  the  last  20  years,  and  that  although 
medical  care’s  share  of  the  consumer  dollar  has 
increased  from  four  to  six  cents  during  that  period 
of  time,  a larger  increase  has  gone  to  expenditures 
for  liquor  and  tobacco — from  two  to  five  cents. 
He  defended  increases  in  physicians’  and  hospitals’ 
charges — particularly  the  latter — by  calling  atten- 
tion to  the  fact  that  during  a six-hour  period,  in 
caring  for  an  automobile  accident  victim,  21  peo- 
ple put  in  26 Vz  man  hours  saving  one  life. 

Harold  M.  Flickinger,  D.D.S.,  chairman  of  the 
Council  on  Insurance  of  the  American  Dental  As- 
sociation, from  Siloam  Springs,  Arkansas,  said  that 
although  dentists  are  busy  and  are  providing  two 
billion  dollars  worth  of  dental  care  per  year,  they 
are  serving  just  45  per  cent  of  the  American  peo- 
ple during  any  year.  Thus,  55  per  cent  of  people 
are  denying  themselves  dentistry.  He  called  atten- 
tion to  the  fact  that  preventive  services  in  dentis- 
try are  a relative  bargain  financially  as  well  as 
from  the  point  of  view  of  comfort.  A filling  costs 
less  than  the  antibiotics  and  extraction  which  be- 
come necessary  when  prophylactic  dental  care  has 
been  neglected. 

The  Oklahoma  and  Arkansas  Dental  Societies, 
among  others,  have  post-payment  plans  for  the  fi- 
nancing of  dentistry,  he  pointed  out.  Private  in- 
surers are  just  beginning  to  enter  the  dental  in- 
surance field,  and  he  invited  groups  of  75  or  more 
persons  to  apply  to  him  for  the  names  of  private 
firms  that  offer  such  insurance. 

Mr.  Frank  S.  Groner,  administrator  of  the  Bap- 
tist Memorial  Hospital,  Memphis,  was  the  next 
speaker.  He  is  an  enthusiastic  defender  of  the 
present  system  for  financing  hospital  care.  Among 
other  things,  he  said  that  we  in  the  United  States 
could  have  a system  like  the  British  National 
Health  Service  merely  by  tripling  our  income  tax. 
To  dramatize  the  reasonableness  of  physicians 
charges  in  this  country  he  told  of  an  incident  in 
which  a man  in  Hollywood  persuaded  a physician 
to  drive  him  to  his  home  in  a distant  part  of  town, 
on  the  pretext  that  is  wife  needed  emergency  med- 
ical care.  When  they  arrived,  the  man  admitted 
that  his  wife  was  not  ill,  but  explained  that  the 
physician’s  fee  for  the  call  would  be  less  than  taxi 
fare  from  downtown  Hollywood  to  his  home. 

Mr.  Groner  objected  to  the  fact  that  the  Bureau 
of  Labor  Statistics  computes  the  hospitals’  share 
of  the  health  dollar  on  the  basis  of  hospital  costs, 
rather  than  actual  hospital  charges.  He  asserted 
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that  institutions  such  as  his  own  don’t  raise  their 
charges  nearly  so  fast  as  their  costs  go  up.  He 
urged  opposition  to  a proposal,  currently  in  Con- 
gress, to  add  either  one  dollar  or  two  dollars  per 
patient  day  to  taxes  levied  on  hospitals. 

THE  GP'S  ROLE  IN  TREATING  MENTAL  ILLNESS 

Robert  Felix,  M.D.,  director  of  the  National  In- 
stitute of  Mental  Health,  Bethesda,  talked  prin- 
cipally about  the  need  for  family  doctors  to  prac- 
tice good  preventive  and  therapeutic  psychiatry, 
and  he  asserted  that  medicine  must  help  them  in 
preparing  themselves  for  those  activities.  MHI,  he 
said,  offers  stipends  for  three-year  psychiatric  res- 
idencies, but  more  importantly  it  helps  to  finance 
postgraduate  education  (short  courses)  for  GPs, 
internists  and  pediatricians  in  the  psychiatric  as- 
pects of  their  patients’  problems. 

He  asserted  that  the  problems  of  schizophrenics 
are  identified  with  the  forms  of  thinking  that 
typify  their  respective  families  in  16  out  of  18 
cases.  Because  the  general  practitioner  or  family 
doctor  is  familiar  with  the  family  situations  from 
which  schizophrenic  patients  come,  he  is  in  the 
best  position  to  remedy  the  causes  of  the  patients’ 
difficulties. 

He  encouraged  the  formation  of  community 
mental  health  centers  and  of  psychiatric  wards  in 
general  hospitals.  Further,  he  said  that  it  is  neces- 
sary for  community  organizations  to  do  more  in 
preparing  people  for  the  return  of  their  relatives 
who  have  been  in  mental  hospitals  and  must  re- 
cuperate at  home.  He  asserted  that  he  wants  to 
see  psychiatry  as  little  socialized  as  any  other 
branch  of  medicine. 

A WAY  TO  GET  JOHNNY  TO  BRUSH  HIS  TEETH 
CAREFULLY 

The  final  presentation  of  the  afternoon  session 
was  one  by  Sumter  Arnim,  D.D.S.,  director  of  the 
Postgraduate  School  of  Dentistry,  University  of 
Texas  Dental  Branch,  Houston.  He  asserted  that 
dental  health  means  about  15  years’  longer  life 
span,  and  also  that  sugar  and  flour  are  the  only 
constituents  in  the  diet  that  cause  caries.  The  Uni- 
versity of  Texas  Dental  Branch  offers  pamphlets 
on  causes  and  consequences  of  tooth  decay. 

He  exhibited  an  excellent  color  motion  picture 
designed  to  teach  children  to  care  properly  for 
their  teeth,  and  said  that  prints  of  the  film  will  be 
available  for  purchase  or  borrowing  very  shortly. 

The  most  interesting  feature  of  Dr.  Arnim’s 
presentation  concerned  what  are  called  “disclosing 
wafers,”  containing  a red  food  dye  that  permeates 
food  particles  present  on  a patient’s  teeth.  These 
wafers,  he  said,  are  available  from  Procter  & Gam- 
ble and  from  D.  Brownlee  Company,  Belair,  Texas. 
A rural  school  teacher  in  Illinois  had  pioneered 
the  idea.  She  had  had  her  pupils  brush  their  teeth 
as  usual,  and  then  put  the  dye  into  their  mouths 


to  show  the  faults  of  their  brushing.  Dr.  Arnim 
said  that  there  is  danger  in  overbrushing  one’s 
teeth,  but  that  most  people,  particularly  children, 
are  so  inefficient  in  this  process  that  they  might 
just  as  well  not  brush  them  at  all. 

The  addresses  at  the  banquet  meeting  on  Fri- 
day night  were  delivered  by  Mrs.  C.  Rodney  Stoltz, 
president  of  the  AMA  Woman’s  Auxiliary,  and 
Norman  Welch,  M.D.,  president-elect  of  the  AMA. 
Mrs.  Stoltz’s  remarks  were  confined  to  greetings, 
and  Dr.  Welch  spoke  on  the  dangers  of  socialized 
medicine. 

FIRST  AID  CAN  EASILY  BE  OVERDONE 

The  first  address  at  the  Saturday  morning  ses- 
sion, by  Norman  H.  Gardner,  M.D.,  of  East  Hamp- 
ton, Connecticut,  was  especially  effective  chiefly 
because  he  is  a master  of  dry  humor.  On  the  topic 
“What  Not  to  Do  Before  You  See  Your  Doctor,” 
he  spoke  of  the  dangers  of  self-diagnosis,  of  taking 
leftover  antibiotics,  and  of  too  much  first  aid.  He 
poked  fun  at  the  patient  who  is  sure  he  knows 
what  is  wrong  with  him  and  wants  only  a prescrip- 
tion from  the  physician,  and  he  lamented  the  atti- 
tude of  the  patient  who  tries  to  hide  a serious 
symptom  from  his  physician.  He  suggested  some 
home  remedies  for  use  until  the  doctor  arrives — 
saying  that  a rolled-up  magazine  makes  a good 
temporary  splint  (though  he  warned  against  a 
layman’s  attempting  to  reduce  the  fracture),  and 
he  suggested  that  a Kleenex  makes  a good  band- 
age, for  it  is  easier  than  cotton  to  remove  from  the 
surface  of  a wound. 

W.  Wyan  Washburn,  M.D.,  chairman  of  the  AMA 
Council  on  Rural  Health,  Boiling  Springs,  North 
Carolina,  urged  community  action  for  mass  im- 
munizations. 

PROGRESS  IN  COMBATTING  ANIMAL-BORNE  DISEASES 

James  H.  Steele,  D.V.M.,  chief  of  Veterinary 
Public  Health  at  the  USPHS  Communicable  Dis- 
ease Center,  Atlanta,  said  that  anthrax  has  been 
virtually  eradicated  from  this  country,  since  there 
were  no  more  than  nine  human  cases  and  fewer 
than  1,000  animal  cases  of  the  disease  last  year, 
and  that  brucellosis  is  near  eradication.  Eighty 
per  cent  of  the  area  of  the  United  States  is  ac- 
credited brucellosis-free.  Leptospirosis,  he  said,  is 
replacing  brucellosis  as  the  most  important  animal 
disease  transmissible  to  man. 

Dr.  Steele  said  that  salmonellosis  is  a factor  in 
the  “chicken  war”  with  Europe.  Mixed  feeds  for 
poultry  are  a factor  in  the  dissemination  of  the 
disease.  Curiously  enough,  he  mentioned  Iowa  in 
commenting  on  the  decreased  prevalence  of  trich- 
inosis in  this  country,  saying  that  is  has  decreased 
from  18  to  5 per  cent  among  Iowa  hogs.  The  dis- 
ease is  usually  caused  by  feeding  of  garbage  to 
animals. 

Dr.  Steele  remarked  that  1963  is  the  100th 
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anniversary  of  veterinary  medicine  in  the  United 
States. 

Dr.  Steele  had  just  returned  from  Russia,  where 
he  spent  six  weeks  touring  the  country.  He  showed 
some  excellent  color  slides  of  the  things  that  he  had 
seen  there,  and  commented  upon  them.  It  was  his 
impression,  among  other  things,  that  Russian  med- 
ical and  veterinary  education  is  far  inferior  to  our 
own,  being  taught  on  a technological-school,  rather 
than  a university  level. 

A STATEWIDE  COMMUNITY  HEALTH  CONTEST 

The  final  presentation  of  the  Conference  was 
made  by  a group  from  Hattieville,  Arkansas,  a 
community  of  just  30  families.  Hattieville  had 
been  declared  the  winner  of  an  Arkansas  Medical 
Society  public  health  competition  this  year.  (1) 
Everyone  in  town  had  been  persuaded  to  get  the 
immunizations  suggested  by  the  state  medical 
society.  (2)  One  member  of  each  family  had  taken 
the  course  in  medical  self-help.  (3)  The  TB  x-ray 
mobile  unit  had  examined  all  persons  over  18  in 
the  community,  and  transportation  had  been  pro- 
vided from  Hattieville  to  the  center  where  the 
mobile  unit  stopped.  (4)  Every  resident  had  se- 
cured a dental-health  check  up.  (5)  Following  a 
campaign  to  get  everyone  to  install  indoor  plumb- 
ing, only  two  homes  remain  without  it.  (6)  A sani- 
tary-fill garbage-disposal  project  had  been  started. 
(7)  A campaign  had  been  conducted  to  encourage 
people  to  screen  their  windows.  (8)  All  of  the 
dogs  in  town  had  been  vaccinated  against  rabies. 
(9)  A distribution  of  rat  poison  had  been  made, 
and  people  had  done  their  best  to  get  rid  of  rats. 

The  prize  presented  to  the  community  of  Hat- 
tieville by  the  Arkansas  Medical  Society  had  con- 
sisted of  a plaque,  which  is  displayed  in  the  town 
hall  there. 


S.  S.  Hope  to  Sail  for  Ecuador 
November  20 

The  white  hospital  ship  S.  S.  Hope  will  begin  its 
third  voyage  on  or  about  November  20  when  the 
vessel  leaves  New  York  City  to  begin  a medical 
mission  to  Guayaquil,  Ecuador,  Dr.  William  B. 
Walsh,  president  of  Project  HOPE  has  announced. 

The  announcement  followed  an  intensive  survey 
made  by  this  non-profit  organization  formed  in 
1958  by  the  American  people  to  bring  better 
health  knowledge  to  the  people  of  newly  emerg- 
ing nations.  Previously,  the  former  United  States 


Navy  hospital  ship  has  visited  Indonesia  and 
South  Viet  Nam,  and  Peru. 

Invitations  to  Project  HOPE  were  extended 
from  three  continents  but  Ecuador  was  chosen 
because,  said  Dr.  Walsh,  “there  was  an  intense 
desire  on  the  part  of  their  physicians  for  a HOPE 
visitation.”  This  was  expressed  primarily  through 
the  Ecuadorian  HOPE  Committee  which  has  as 
its  chairman  former  Dean  of  the  Medical  School 
at  Guayaquil,  Dr.  Francisco  Rizzo- Velasco.  Dr. 
Rizzo  has  expressed  the  need  for  medical  trainees 
in  his  country  to  have  the  opportunity  of  working 
in  the  atmosphere  of  an  American  hospital.  As 
on  previous  missions  American  professionals  will 
be  working  closely  with  their  local  counterparts 
who  will  eventually  be  teaching  others,  resulting 
in  a multiplication  of  HOPE’s  services. 

Objectives  of  the  mission  to  Ecuador,  as  set 
down  jointly  by  the  local  Committee  and  Project 
leaders  in  the  recent  survey,  include: 

(1)  An  upgrading  of  medical  education  in  Ecuador, 
concentrating  on  the  three  medical  centers  of  Guaya- 
quil, Quito  and  Cuenca,  with  a stress  on  the  training 
of  laboratory  and  X-ray  technicians,  physical  thera- 
pists and  administrators. 

(2)  A strong  dental  program  involving  the  areas 
of  oral  surgery,  pedodontics,  periodontics,  oral  pathol- 
ogy and  diagnosis,  restorative  dentistry,  prosthodon- 
tics,  endodontics,  orthodontics  and  general  practice. 

(3)  A “rotating”  system  for  local  medical  students 
through  HOPE’s  various  services,  offering  experience 
in  the  medical  team  concept. 

(4)  A program  to  give  further  training  to  graduate 
and  auxiliary  nurses. 

(5)  A public  health  program  in  the  suburbios  (un- 
derprivileged areas)  highlighting  preventive  medicine, 
immunization  and  public  health  technics. 

(6)  A supplementary  program  for  the  already  suc- 
cessful Servicio  Cooperative  Interamericano  de  Salud 
Publica  Program. 

(7)  An  over  all  demonstration  of  the  willingness  of 
the  people  of  the  United  States  to  teach  “the  self- 
help  concept”  to  those  who  demonstrate  the  willing- 
ness to  help  themselves. 

(8)  A demonstration  of  the  “multiplier  effect”  which 
should  result  in  changes  in  hospital  organization,  ad- 
ministration and  teaching  technics,  resulting  eventu- 
ally in  better  health  and  economy  for  Ecuador. 

HOPE’s  medical  staff  of  volunteer  physicians, 
dentists,  nurses  and  paramedical  personnel  have 
trained  some  1,700  local  doctors  and  nurses  in  the 
three  nations  visited  to  date,  performed  over  4,000 
major  operations,  and  examined  and  immunized 
nearly  half  a million  people. 
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Parkinsonism  Is  Unlikely  to 
Disappear 

Parkinsonism  is  not  dying  out,  and  will  prob- 
ably continue  to  be  a major  neurologic  problem  in 
the  future,  a Columbia  University  group  has  re- 
ported in  the  September  issue  of  archives  of  neu- 
rology. Earlier,  it  had  been  predicted  that  the 
disease  would  die  out  by  1980,  on  the  basis  of 
figures  indicating  that  the  average  age  of  patients 
at  the  onset  of  the  disease  gradually  advanced 
from  32  to  59  years  between  1920  and  the  1950’s. 

The  authors,  Drs.  R.  C.  Duvoisin,  M.  D.  Yahr, 
M.  D.  Schweitzer  and  H.  H.  Merritt,  say  that  the 
relationship  of  Parkinsonism  to  an  epidemic  of 
sleeping  sickness  between  1917  and  1926  has  never 
been  fully  documented.  Studies  prior  to  the  epi- 
demic indicated  that  the  mean  age  at  onset  was 
between  51  and  53  years,  and  that  the  disease  was 
extremely  rare  in  persons  under  40.  Then  an- 
other study  indicated  that  the  mean  age  at  onset 
dropped  to  36  years  during  the  1920’s  because  a 
large  number  of  young  persons  developed  Parkin- 
son-like  symptoms  as  an  aftermath  of  the  sleeping- 
sickness  epidemic.  These  cases  comprised  about 
two-thirds  of  all  cases  of  Parkinsonism  at  that 
time.  The  new  syndrome  apparently  continued, 


representing  about  half  of  all  such  patients  be- 
tween 1930  and  1942. 

The  Columbia  group  reviewed  case  records  of 
all  patients  with  Parkinsonism  at  Columbia-Pres- 
byterian  Medical  Center  during  1962,  and  found 
the  mean  age  at  onset  for  166  patients  whose  ill- 
nesses began  between  1950  and  1962  was  56  years. 

These  findings  indicate  that  Parkinsonism  had 
its  usual  onset  in  middle  life  from  the  time  it  was 
first  recognized  by  James  Parkinson  in  1817  until 
the  epidemic  100  years  later.  The  epidemic  then  left 
in  its  wake  enough  people  with  Parkinson-like 
syndromes  to  depress  the  mean  age  at  onset  for 
several  decades.  The  study  of  the  1962  patients 
indicates  that  few  if  any  new  cases  of  the  disease 
are  the  consequences  of  sleeping  sickness,  and  that 
all,  or  nearly  all,  Parkinsonism  of  recent  onset 
represents  the  original  form  of  the  disease.  As  a 
result,  the  mean  age  at  onset  has  now  returned  to 
the  range  that  was  recognized  prior  to  the  epi- 
demic. 

Although  present  knowledge  does  not  permit  an 
estimate  of  the  net  effect  of  the  disappearance  of 
the  epidemic-caused  form  of  the  disease  and  of  the 
increasing  longevity  of  the  population  as  a whole, 
the  investigators  said  it  seems  likely  that  Parkin- 
sonism will  continue  as  a major  neurologic  prob- 
lem in  the  future. 


The  Iowa  Medical  Society's  Fall  Conference,  held  on  September  18  at  the  Savery  Hotel  in  Des  Moines,  was  attended  by  190 
doctors.  General  topics  of  the  Conference  included  IMS  Blue  Shield  relations,  the  AMA,  "usual  and  customary  fees"  for  MAA 
patients,  and  reapportionment  of  the  legislature.  Mr.  James  Bromwell,  member  of  the  House  of  Representatives  in  the  U.  S.  Con- 
gress, was  not  able  to  be  present,  but  he  discussed  the  "Washington  Scene"  by  means  of  a long  distance  telephone  call. 
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• Carcinoma  of  the  Colon:  A Review  of 
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Helps  to  make  the  epileptic’s  life  more  meaningful 
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With  modern,  intelligent  therapy,  epilepsy  has  an  excellent  prognosis.  “Well  over 
90  per  cent  of  the  patients  can  be  adequately  controlled  so  that  they  can  lead  a 
normal  life  and  take  a useful  and  respectable  position  in  society.”1 
Diphenylhydantoin  sodium  is  generally  regarded  as  the  standard  in  anticonvulsant 
medication  because  of  its  effectiveness  in  controlling  grand  mal  and  psychomotor 
seizures.210  It  possesses  a wide  margin  of  safety,  and  the  incidence  of  side  effects 
is  minimal.4  With  this  agent,  oversedation  is  not  a problem.3  Moreover,  its  use  is 
often  accompanied  by  improvement  in  the  patient’s  memory,  intellectual  per- 
formance, and  emotional  stability.11 


Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions: 
Toxic  effects  are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  generalized  morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with  hepatitis,  and  further  dosage 
is  contraindicated.  Eruptions  then  usually  subside.  Though  mild  and  rarely  an 
indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents, 
and  young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling 
of  unsteadiness.  All  usually  subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  agranulocytopenia,  and  pancytopenia  have  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combination  with  diplopia  and 
ataxia  indicates  dosage  should  be  reduced.  Periodic  examination  of  the  blood 
is  advisable. 


DILANTIN  (diphenylhydantoin  sodium)  is  available  in  Kapseals  of  0.03  Gm.  and 
0.1  Gm.,  bottles  of  100  and  1000. 

REFERENCES:  (1)  Maltby,  G.  L.:  J.  Maine  M.A.  48:257,  1957.  (2)  Roseman,  E.:  Neurology  11:912, 
1961.  (3)  Bray,  P.  F.:  Pediatrics  23:151,  1959.  (4)  Chao,  D.  H.;  Druckman,  R.,  & Kellaway,  P.:  Con- 
vulsive Disorders  of  Children,  Philadelphia,  W.  B.  Saunders  Company,  1958,  p.  120.  (5)  Crawley, 
J.  W.:  M.  Clin.  North  America  42:317,  1958.  (6)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Con- 
vulsive Disorders  in  Children,  Springfield,  III.,  Charles  C Thomas,  1954,  p.  190.  (7)  Ibid.:  Postgrad. 
Med.  20:584,  1956.  (8)  Merritt,  H.  H.:  Brit.  M.  J.  1:666,  1958.  (9)  Carter,  C.  H.:  Arch.  Neurol.  & Psy- 
chiat.  79:136,  1958.  (10)  Thomas,  M.  H.,  in  Green,  J.  R.,  & Steelman,  H.  F.:  Epileptic  Seizures, 
Baltimore,  The  Williams  & Wilkins  Company,  1956,  pp.  37-48. 

(11)  Goodman,  L.  S.,  & Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  2,  New  York,  The  Macmillan  Company,  1955,  p.  187. 
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STOP-LISTEN-LOOK 


GEORGE  H.  SCANLON,  M.D. 
Iowa  City 


During  the  next  few  minutes,  I want  you.  . . 

...  to  stop  and  reflect  on  the  years  that  Blue 
Shield  has  been  in  existence; 

...  to  listen  to  Blue  Shield  proposals  developed 
for  your  consideration  by  the  Iowa  Medical 
Society’s  Policy-Evaluation  Committee  and 
House  of  Delegates,  and  Blue  Shield; 

...  to  take  a look  at  what  the  future  may  hold 
for  Blue  Shield. 

November  1,  1964,  will  be  the  20th  anniversary  of 
the  date  on  which  the  House  of  Delegates  of  the 
Iowa  State  Medical  Society  authorized  the  creation 
of  Iowa  Medical  Service  (Blue  Shield). 

Let  us  consider  for  a moment  the  impressions 
and  attitudes  of  physicians  who  were  responsible 
for  the  formation  of  Blue  Shield.  This  is  best 
summed  up  in  a paragraph  which  appeared  in  the 

JOURNAL  OF  THE  IOWA  STATE  MEDICAL  SOCIETY,  pub- 
lished in  October,  1944,  one  month  prior  to  the 
Society’s  approval  of  the  plan: 

“Shortly  the  House  of  Delegates  will  be  called  to 
a special  session  to  consider  [a  prepayment,  non- 
profit medical  service  plan  for  Iowa]  and  to 
place  its  official  stamp  of  approval  upon  a final 
draft.  This  is  perhaps  the  most  important  mat- 
ter that  has  ever  confronted  Iowa  physicians  as 
a group.  It  is  medicine’s  answer  to  the  demands 
of  the  people  for  security  against  disaster  from 
catastrophic  and  unexpected  illness.  The  govern- 
ment proposes  to  meet  the  same  demand  through 
compulsory  insurance.  There  is  no  question  but 
that  medicine’s  voluntary  non-profit  insurance 
plan  is  vastly  superior  to  any  governmental, 
politically  dominated,  compulsory  insurance  pro- 
gram, both  from  the  point  of  view  of  the  phy- 
sicians who  render  the  service  and  of  the  people 
who  receive  the  service.  But,  and  there  should 
be  no  dodging  of  this  issue,  the  people  are  going 
to  have  one  plan  or  the  other.  If  we  as  phy- 
sicians wish  to  avoid  state  medicine,  the  op- 

Dr.  Scanlon  made  this  presentation  at  the  Fall  Conference 
of  Medical  Society  Officers  and  other  Representatives  which 
the  Iowa  Medical  Society  held  in  Des  Moines  on  September 
18,  1963. 


portunity  lies  immediately  before  us.  The  task 
that  confronts  us  is  not  an  easy  one.  Hard  work 
and  clear  thinking  beyond  the  ends  of  our  noses 
are  essential  if  we  are  to  make  the  Iowa  medical 
service  plan  a success.  That  it  can  be  made  a 
success,  and  a growing  success,  we  have  no 
doubt,  for  there  is  affirmative  precedent  from 
many  other  states.  But  the  wholehearted,  har- 
monious cooperation  of  every  Iowa  physician 
must  be  forthcoming  in  order  to  demonstrate 
conclusively  that  private  enterprise  can  be  or- 
ganized to  meet  the  demands  of  changing  socio- 
economic conditions  among  our  people.  Let  us 
not  permit  the  forest  to  be  obscured  by  the  trees 
in  our  deliberation,  and  let  us  not  wreck  the 
ship  at  its  launching.” 

This  tells  us  in  few  words  what  motivated  the  IMS 
to  establish  Blue  Shield,  the  two  principal  reasons 
being  political  and  economic. 

Let  us  quickly  review  the  history  and  phenom- 
enal progress  of  Blue  Shield,  and  determine,  at 
least  to  date,  the  extent  to  which  this  plan,  has 
fulfilled  its  intended  purpose. 

No  one  can  debate  the  fact  that  Blue  Shield 
was  truly  a pioneer  in  the  field  of  prepayment 
medical  care.  Coupled  with  Blue  Cross,  it  cleared 
the  way  for  the  private  insurance  carriers,  and 
has  provided  incentive  and  competition  which 
have  encouraged  them  to  develop  high-quality 
policies. 

What  has  the  growth  of  voluntary  health  insur- 
ance meant  to  medicine  politically?  It  has  been  a 
major  factor  in  the  defeat  of: 

. . . the  Murray-Wagner-Dingell  Bill 
. . . the  Forand  Bill 
. . . and  the  King-Anderson  Bill. 

A watered-down  version  of  the  last  two  of  these 
bills  is  having  tough  sledding. 

Blue  Shield  and  a few  insurance  carriers,  through 
their  programs  especially  designed  for  those  over 
65,  have  done  much  to  assist  organized  medicine 
and  its  allies  in  blocking  federal  legislation  that 
would  not  be  in  the  public  interest.  Medicine 
should  be  encouraged  that  Blue  Shield  and  the 
commercial  carriers  are  constantly  increasing  and 
perfecting  their  offerings. 

So  much  for  the  political  aspects. 

Now  a look  at  the  economic  ones.  Table  2 shows 
that  in  the  year  1952,  its  sixth  year  of  business  in 
Iowa,  Blue  Shield  had  a total  enrollment  of  392,703 
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TABLE  I 

IOWA  MEDICAL  SERVICE 
INCORPORATED  APRIL  18,  1945 

Original  Capital  Provided: 

$5,000  from  Iowa  State  Medical  Society — Received  March 
1945;  Repaid  April  1949 

$21,825  by  873  Participating  Physicians,  at  $25  Each. 
$13,725  Received  in  1945 — $8,100  Received  in  1946 
Physicians  Repaid  $21,825  in  July,  1948 
Enrollment,  December  31,  1946 
6,792  Contracts;  13,549  Members 
One  Plan  of  Contracts 

Surgical  Benefits — $150  Max.  Per  Procedure 
Medical  Benefits — 20  Days  Per  Year 
Income  Service  Levels 

Single  Person  $1,500  Per  Year 

Family  Income  $2,500  Per  Year 


TABLE  3 

TEN  YEARS  LATER— DEC.  31,  1962 

Enrollment:  289,065  Contracts 
717,693  Members 


2,034  Participating  Physicians 
$13,523,744  Paid  for  Members'  Care 
Payments  to  Physicians — $10,655,334 
Payments  to  Members  — $ 2,868,410 
Multiple  Plans  of  Contracts  Now  Available 
13  Basic,  with  900  Varieties  or  Combinations 
With  or  Without  Deductibles  or  Co-Insurance  or  Diag- 
nostic Benefits. 

Income  Service  Levels 

Family  $3,000-$6,000  Single  $ 1 ,800-$4,000 

Average  Benefit  of  $.918  Received  for  Each  Member  Dollar 
Invested 


members.  It  paid  in  claims  for  services  rendered 
to  its  members,  $2,847,678,  and  had  2,064  partic- 
ipating physicians. 

In  1962,  ten  years  later  (Table  3),  Blue  Shield 

TABLE  2 

SIX  YEARS  LATER— DEC.  31,  1952 

Enrollment:  156,183  Contracts 
392,703  Members 


2,064  Participating  Physicians 
$2,847,678  Paid  for  Members'  Care 
Payments  to  Physicians  $2,420,526 
Payments  to  Members  $ 427,152 
One  Plan  of  Contracts  (Revision  in  1950) 

Surgical  Benefits  $200  Max.  Per  Procedure 
Medical  Benefits  70  Days  Per  Confinement 
Income  Service  Levels 

Single  Person  $2,000  Per  Year 

Family  Income  $3,000  Per  Year 

Average  Benefit  of  $.869  Received  for  Each  Member  Dollar 
Invested 


had  a total  enrollment  of  717,693  members;  paid 
$13,523,744  in  claims  to  or  on  behalf  of  its  mem- 
bers; and  had  2,034  participating  physicians. 

In  April,  1963,  the  House  of  Delegates  of  the 
Iowa  Medical  Society  approved  a report  submitted 
by  its  highly-respected  Policy-Evaluation  Commit- 
tee. This  report  was  published  in  the  April,  1963, 

JOURNAL  OF  THE  IOWA  MEDICAL  SOCIETY,  and  thus  it 

was  available  to  all  physicians  prior  to  the  meet- 
ings of  the  House  of  Delegates,  and  it  was  pub- 
lished again  in  the  July,  1963,  journal.  As  directed 
by  the  House  of  Delegates,  this  report  has  served 
as  the  basis  for  discussing  future  Blue  Shield  plans 
at  meetings  throughout  Iowa  this  fall. 


Very  quickly,  I want  to  sum  up  this  report  by 
highlighting  the  alternatives  it  contains. 

BLUE  CHIP  PLAN 

In  reference  to  the  controversial  Blue  Chip  Plan, 
a decision  must  be  made  based  on  the  following 
considerations; 

(1)  Should  the  Blue  Chip  Plan  be  maintained 
on  its  present  basis,  i.e.,  continuing  the  use  of  a 
$5  unit  when  applied  to  the  Green  Book  as  the 
basis  for  judging  usual  and  customary  fees?  A 
“medical  community,”  as  defined  by  the  insur- 
ance commissioner,  is,  “a  community  in  that 
locale  wherein  two  or  more  physicians  or  sur- 
geons are  rendering  the  same  type  of  service.” 

TABLE  4 

BLUE  SHIELD  PAYMENTS 

Amounts  Amounts  Total  Paid 

Paid  to  Paid  to  for  Members' 

Physicians  Members  Care 


1958  $ 7,410,171  $1,037,316  $ 8,447,487 

1959  9,017,054  1,690,561  10,707,615 

1960  9,272,795  2,418,700  11,691,495 

1961  9,571,340  2,574,600  12,145,940 

1962  10,655,334  2,868,410  13,523,744 


TABLE  5 

AMOUNTS  PAID  BY  TYPE  BENEFITS,  1962 


Surgery  . . . . 

. . $5, 145,784 

38.05% 

Pathology  . . 

. . . 2,601,968 

19.24% 

Radiology 

. . . 2,374,769 

17.56% 

Medical 

1,898,734 

14.04% 

Maternity  . . 

897,977 

6.64% 

Anesthesia 

604,511 

4.47% 
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(2)  Should  efforts  be  made  to  modify  the 
Blue  Chip  contract  to  permit  the  compensation 
of  participating  physicians  on  the  basis  of  their 
own  usual  and  equitable  fees,  as  determined  by 
county  committees? 

(3)  Should  the  Blue  Chip  Plan  be  abandoned, 
and  in  its  place  should  a high-level-income,  full- 
service  plan  be  established,  with  an  appropriate 
co-efficient  applicable  to  the  latest  edition  of  the 

IOWA  RELATIVE  VALUE  INDEX? 

TABLE  6 

1962— HEALTH  INSURANCE  IN  THE  UNITED  STATES 

76%  of  the  Civilian  Population  or  Approximately 

141,151,000  Persons  With  Some  Form  of  Health  Insurance 


Hospital  Expenses:  No.  of  Persons 

Insurance  Companies  85,174,000 

Blue  Cross-Blue  Shield  60,280,000 

Other  Plans  6,993,000 

Duplications  of  Coverage  -11,296,000 


141,151,000 

Surgical  Expenses: 


Insurance  Companies  81,983,000 

Blue  Cross-Blue  Shield  51,769,000 

Other  Plans 8,241,000 

Duplications  of  Coverage  —10,808,000 


131,185,000 


Personally,  I am  very  much  in  favor  of  preserv- 
ing the  usual  and  customary  fee  approach,  if  ways 
and  means  can  be  found  to  enable  Blue  Shield  to 
live  with  it,  for  as  I see  it,  if  this  approach  is 
abandoned,  medicine  will  have  lost  its  final  op- 
portunity to  control  and  govern  itself.  But,  if  it  is 
to  control  and  govern  itself,  then  certain  sacrifices 
may  be  required.  A usual  and  equitable  fee  pro- 
gram must  include  reasonable  maximum  benefits 
to  protect  itself  from  abuse.  Therefore,  all  of  us 
may  have  to  take  a hard  look  at  our  charges  to 
ascertain  whether  or  not  they  are  realistic,  rea- 
sonable and  within  the  general  range  of  charges 
made  by  doctors  of  comparable  training  and  com- 
petence— taking  into  account,  of  course,  geograph- 
ic location,  etc. 

As  I see  it,  this  is  medicine’s  golden  opportunity 
to  make  a major  move  away  from  the  fixed-fee 
concept. 

TABLE  7 

BLUE  SHIELD  PROTECTS  PEOPLE 

MARCH  31,  1963 
United  States — 48,435,713 
Iowa— 719,220 

25.82%  of  lowans 


In  administering  the  present  Blue  Chip  Plan,  we 
have  used  a state  Blue  Shield  committee  to  assist 
in  adjudicating  difficult  claims.  It  would  seem  that 
if  we  are  diligently  to  pursue  this  course  of  usual, 
customary  fees,  we  must  rely  initially  on  a com- 
mittee of  the  Iowa  Medical  Society  to  screen  un- 
usual cases,  and  when  necessary  we  shall  have  to 
rely  on  local  medical  units  to  judge  the  reason- 
ableness of  physicians’  charges.  Members  from  the 
Blue  Shield  Board  will  have  to  acquaint  the  IMS 
committee  with  the  type  of  policy  involved  and 
the  legal  interpretation,  if  any,  of  its  provisions. 
I know  that  the  appointment  of  local  claims  com- 
mittees was  recommended  when  the  Iowa  Blue 
Chip  program  was  first  started,  and  that  the  idea 
was  discarded  because  the  mechanism  appeared  to 
be  too  cumbersome.  Whether  we  like  it  or  not,  if 
we  are  going  to  protect  and  preserve  our  basic  right 
and  privilege  to  charge  what  we  individually 
consider  a fair  fee,  we  must  tolerate  and  cooperate 
in  what  we  may  regard  as  many  cumbersome  de- 
tails, and  we  must  make  up  our  minds  to  take  the 
time  to  police  our  own  colleagues. 

Because  of  the  difficulties  with  the  Blue  Chip 
Plan,  I’ve  been  inclined  to  favor  higher  level  ser- 
vice income  programs,  but  after  carefully  con- 
sidering the  long-range  effect  of  adding  another 
fixed  fee  schedule  to  those  that  already  exist, 
I’ve  concluded  that  to  do  so  would  merely  be  to 
compound  medicine’s  present  problems.  However, 
you  doctors,  and  you  alone,  must  decide  the  course 
you  wish  to  follow,  since  whether  you  like  it  or 
not,  prepaid  medical  insurance  is  here  to  stay,  and 
rightly  so.  Enough  about  Blue  Chip. 

WITHDRAWAL  OF  SOME  TYPES  OF  CONTRACT 

In  order  to  be  competitive,  Blue  Shield  must 
be  flexible  and  must  be  able  to  offer  a variety  of 
contracts.  We  also  know  that  in  the  interest  of 
economy,  it  would  serve  a useful  purpose  to  elim- 
inate the  multiplicity  of  contracts,  in  so  far  as 
possible.  A reduction  in  the  offerings  (Table  8) 
would  make  possible  the  following: 

. . . improved  understanding  of  the  contracts 
. . . lower  administrative  costs  presently  in- 
curred both  by  doctors  and  by  Blue  Shield 
. . . eventual  reduction  of  cost  or  extension  of 
coverage,  to  the  benefit  of  the  member. 

Most  of  you  are  aware  that  Blue  Shield  now  of- 
fers special  contracts  to  federal  employees  and  na- 
tional accounts.  These  contracts  provide  high-level 
($6,000)  full  service  income  for  a family,  or  a low- 
level  ($4,000)  service  income  for  a family.  Current 
figures  on  individual  incomes  for  lowans  indicate 
that  these  family  income  levels  must  be  considered 
modest.  Thus  Blue  Shield  is  fulfilling  the  concept 
of  its  founders — that  it  should  provide  assistance 
in  the  payment  of  medical  bills  for  those  least  able 
to  pay  full  fees. 
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TABLE  8 

CURRENT  PLANS  OF  CONTRACTS  IN  EFFECT 
AUGUST,  1963 


Family  Income 

Type  Plan 

Contracts 

Members 

Service  Levels 

A-250* 

66,071 

152,952 

$3,600.00 

B-300* 

1 16,239 

294,474 

$3,600.00 

B-300G 

3,266 

9,980 

$4,000.00 

B-400* 

46,193 

1 16,910 

$5,400.00 

B-450 

9,586 

29,900 

$6,000.00 

? Blue  Chip 
XL 

14,948 

26,280 

38,706  f 
67,088 

(Service  with- 
out regard 
[ to  income 

Senior-65 

9,394 

9,394 

$3,000.00 

1 14 

$4,000.00 

Diagnostic 

Endorsement 

8,289 

23,209 

Same  as  basic 
contract 

* Proposed  for  elimination.  See  text. 


We  are  also  offering  a standard  contract  that  has 
a single  service  income  level  at  $3,600;  $4,500  for 
two  persons;  and  $5,400  for  a family.  I'd  like  the 
physicians  of  Iowa  to  give  serious  consideration  to 
abandoning  the  standard  program  at  the  lower 
levels,  and  instead  to  endorse  the  income  provi- 
sions that  are  now  applied  to  the  federal-employee 
and  national-account  plans,  with  the  understand- 
ing that  the  higher  fees  would  also  be  paid.  This 
would  make  it  possible  to  eliminate  the  present 
B400  contract  in  favor  of  the  B450;  and  the  present 
B300  contract  in  favor  of  the  B300  G. 

We  are  also  offering  two  plans  for  senior  citizens. 
One  is  the  original  Senior-65  Plan,  developed  in 
1959,  and  the  other  is  a program  designed  to  co- 
incide with  a national  program  of  more  recent 
vintage.  Under  the  original  Senior-65  Plan,  the 
service  income  levels  were  “$2, 000-single  and  $3,- 
000-two  person,  with  net  worth  limits  of  $20,000 
and  $30,000  respectively.” 

Our  counterpart  of  the  national  program  has  ser- 
vice income  levels  of  $2, 500-single  and  $4, 000-two 
person,  and  does  not  include  a net-worth  clause. 
I would  recommend  discontinuance  of  the  original 
Senior-65  Plan  in  favor  of  the  more  recent  pro- 
gram, but  including  some  provision  for  net  worth. 

CHANGES  ALREADY  UNDER  WAY 

A major  objective  of  Blue  Shield  is  to  move  all 
of  its  programs  into  the  latest  edition  of  the  rela- 
tive value  index  (Green  Book)  as  rapidly  as  is 
fiscally  possible.  Furthermore,  we  are  removing 
the  old  A250  contract  from  sale  as  rapidly  as  cir- 
cumstances will  permit. 

The  major  question  that  now  confronts  us  is 


where  would  we  like  Blue  Shield  to  be  five  or 
ten  years  hence?  We  know  that  if  Blue  Shield  is  to 
prosper,  it  must  be  progressive,  and  its  benefits 
must  keep  pace  with  advances  in  modern  med- 
icine. 

Thus  there  must  be  new  and  improved  methods 
for  insuring  a greater  segment  of  the  medical 
man’s  practice — the  general  practitioner’s,  the  in- 
ternist’s, the  pediatrician’s,  etc. — and  extension  of 
coverage  to  ambulatory  and  nursing  home  pa- 
tients. Perhaps  these  innovations  or  additions  will 
require  patient  participation  in  the  cost,  in  order 
to  establish  some  control. 

We  have  designed  a major  medical  plan  which 
is,  or  should  be,  available  very  soon. 

CONCLUSION 

In  early  1962,  I was  asked  by  the  Blue  Shield 
Board  to  assume  the  chairmanship  because  the 
other  members  felt  that  I would  be  able  to  clear 
up  some  misunderstandings  which  had  arisen  be- 
tween Blue  Shield  and  the  IMS.  I am,  therefore, 
completely  dedicated  to  the  solving  of  that  prob- 
lem. First,  I wish  to  point  out  that  if  Blue  Shield 
is  to  be  successful,  it  needs  the  support  of  every 
individual  physician  as  well  as  all  the  officers  of 
the  IMS;  and  on  the  other  hand,  the  IMS  must 
keep  Blue  Shield  informed  of  the  Policy-Evalua- 
tion Committee’s  requests,  prior  to  the  annual 
House  of  Delegates’  meeting,  so  the  two  organiza- 
tions can  have  adequate  time  to  correlate  their 
thinking  to  further  their  mutual  interests.  Without 
this  type  of  cooperation,  my  mission  will  be  a dis- 
mal failure,  and  our  thousands  of  policyholders 
are  the  ones  who  will  suffer.  This,  my  friends, 
neither  organization  can  let  happen. 

We  are  mindful  of  the  fact  that  Blue  Shield  must 
maintain  its  identity  and  its  independence  from 
Blue  Cross,  and  this  consideration  is  always  in  our 
thinking  as  we  engage  in  many  necessary  joint 
ventures.  Blue  Cross  and  Blue  Shield  need  each 
other,  but  only  as  long  as  mutual  respect  and  co- 
operation are  maintained. 

We  ask  you  to  ponder  the  significance  of  these 
many  problems  and  then  to  submit  your  views  to 
the  Society’s  Policy-Evaluation  Committee.  Send 
copies  of  your  conclusions  to  the  officers  and  Board 
of  Directors  of  Blue  Shield.  The  Policy-Evaluation 
Committee’s  report  undoubtedly  will  be  dissem- 
inated to  all  members  of  the  Society  and  sent  to 
the  Blue  Shield  Board  in  advance  of  the  1964  IMS 
Annual  Meeting.  In  the  event  you  fail  to  submit 
your  conclusions  before  the  preparation  of  the 
Committee  report,  then  please,  by  all  means,  study 
the  final  recommendations  of  the  Policy-Evaluation 
Committee,  and  inform  your  members  of  the 
House  of  Delegates  regarding  your  feelings. 

Blue  Shield  is  grateful  to  the  Iowa  Medical  Soci- 
ety for  all  of  the  assistance  it  has  provided  to  Blue 
Shield  over  the  years. 


Drugs  and  Drug  Addiction 


SIDNEY  L.  SANDS,  M.D. 
Des  Moines 


INTRODUCTION 

From  time  immemorial  man  has  chewed,  eaten, 
drunk,  smoked,  or  injected  a variety  of  substances 
into  his  body  for  purposes  which  are  neither  nutri- 
tional nor,  strictly  speaking,  medicinal.  From  the 
crude  preparations  of  primitive  man  to  the  highly 
refined  and  chemically  pure  drugs  of  today,  we 
have  available  an  enormous  inventory  of  sub- 
stances having  properties  manifestly  desired  by 
the  majority  of  people  throughout  the  world.  The 
list  includes  sedatives,  tranquillizers,  analgesics, 
intoxicants  and  hallucinogens.  These  may  be  re- 
garded with  anything  from  revulsion  to  reverence, 
depending  upon  the  culture  or  the  individual,  and 
the  uses  to  which  they  are  put  vary  from  the 
meticulously  prescribed  purposes  of  the  conscien- 
tious physician  to  the  ceremonial  practices  of  a 
church  or  tribe,  and,  from  the  innocent  self-pre- 
scription of  “little  old  ladies”  to  the  desperate  de- 
mand of  the  confirmed  addict.  The  issues  become 
further  complicated  by  capricious  and  often  cruel 
inconsistencies  in  our  attitudes  toward  both  drugs 
and  the  users  thereof.  As  physicians,  we  often  ex- 
ercise rigid  medical  and  moral  scruples  in  regard 
to  some  drugs,  and  yet  at  the  same  time  we  dis- 
pense, almost  casually,  or  condone  the  usage  of 
drugs  more  deadly  than  those  we  have  so  carefully 
judged  and  controlled.  We  have  also  been  guilty 
of  damning  those  who  use  one  drug,  and  accept- 
ing the  users  of  others  having  more  dangerous  ef- 
fects. 


Dr.  Sands  made  this  presentation  at  the  quarterly  staff 
meeting  of  the  Broadlawns  Polk  County  Hospital,  in  Des 
Moines,  on  July  11,  1963. 


Because  of  these  inconsistencies  and  an  alarming 
increase  in  the  problems  associated  with  drugs  and 
drug  addiction,  an  effort  will  be  made  in  the  body 
of  this  paper  to  provide  an  overview  which  may 
sharpen  our  perspectives  and,  perhaps,  enable  us 
to  deal  more  wisely  with  our  responsibilities  in 
this  matter. 

PSyCHOLOGICAL  FACTORS 

There  can  be  no  comprehension  of  addiction 
without  a sensitive  awareness  of  certain  universal 
characteristics  in  human  nature.  All  of  us  have  the 
capacity  to  feel  pain,  to  comprehend  danger,  to 
know  doubt,  and  sense  the  tragic  in  the  inevitable 
sequence  of  birth,  life  and  death.  Paleolithic  man 
and  the  most  sophisticated  cosmopolite  share  these. 
Even  the  newborn  infant,  out  of  the  trauma  of 
birth,  experiences  the  rudimentary  forms  of  such 
psychophysiologic  reactions.  Fear  and  anxiety 
drive  us  relentlessly  to  seek  mastery  of  our  en- 
vironment and  of  ourselves,  and  to  find  relief  from 
the  tensions  arising  in  the  course  of  the  struggle. 

Primitive  man  chewed  or  ingested  a variety  of 
roots,  berries,  or  leaves  which  he  found  to  have 
certain  “magical”  properties.  Some  increased  his 
tolerance  of  pain.  Some  intoxicated  his  senses. 
Some  lulled  him  to  sleep  or  gave  him  visions. 
Whatever  their  special  effects,  they  gave  him  a 
measure  of  relief  from  tension,  and  perhaps  some 
moments  of  courage  or  joy  in  the  face  of  a harsh 
and  stark  reality.  The  use  of  these  crude  drugs 
became  incorporated  into  the  social  and  religious 
customs  of  the  groups,  and  thus  gained  sanction 
and  “justification.” 

We  are  no  different  from  our  primitive  ances- 
tors, no  matter  how  much  we  rationalize  our  own 
motives  on  quasi-scientific  or  ritualistic  grounds. 
We  all  want  to  be  free  of  painful  tensions  and  the 
cares  of  the  day.  We  all  want  to  be  able  to  abandon 
our  concern  for  tomorrow  and  to  free  ourselves 
from  the  restrictions  of  social  and  personal  con- 
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science.  We  want  to  enjoy  life  and  to  evade  aware- 
ness of  the  caprices  of  fate  and  fortune  which  at 
any  moment  can  injure  or  destroy  us.  The  bright 
promise  of  relief  is  offered  us  by  a wide  variety 
of  liquids,  tablets,  powders  and  vapors,  and  all  of 
us,  at  some  time  or  other,  have  employed  them. 
Some  among  us  cannot  easily  disengage  ourselves 
from  the  arms  of  our  special  temptress,  and  ad- 
diction results.  Suffice  it  for  the  moment  that  we 
take  cognizance  of  that  which  in  our  nature  can 
make  cowards  of  us  all  and  which,  through  the 
generations  of  man,  has  found  relief  in  drugs. 

THE  DRUGS 

In  the  minds  of  most  of  us,  drug  addiction  is  au- 
tomatically associated  with  the  so-called  narcotics. 
However,  there  are  other  drugs  which  also  possess 
addictive  potentials,  and  some  of  them  are  credited 
with  effects  they  do  not  in  truth  produce.  A few 
will  be  discussed  briefly,  and  they  should  be 
understood  because  of  the  growing  likelihood  that 
we  may  see  more  and  more  “addicts”  of  various 
types  in  our  practices. 

According  to  most  authorities,  the  term  narcotic 
should  be  restricted  to  only  two  classes  of  drugs: 
1)  opium  and  opium  derivatives,  and  2)  synthetic 
preparations  related  to  the  opium  derivatives.  The 
narcotic  qualities  of  opium  were  known  to  the 
ancients,  and  we  today  are  familiar  with  the  pow- 
dered opium,  laudanum  and  paregoric,  as  well  as 
morphine,  heroin  and  codeine. 

Of  the  synthetics,  the  most  widely  used  in  this 
country  are  Demerol  and  Methadone.  These  and 
other  synthetics  are  the  results  of  efforts  to  obtain 
effective  analgesics  free  of  the  addictive  effects  of 
morphine.  Unfortunately,  the  first  enthusiastic  ac- 
ceptance of  these  products  has  had  to  be  dras- 
tically modified,  for  we  have  found  ourselves  with 
a new  group  of  addicts. 

The  narcotic  addict  may  have  his  or  her  favorite 
drug  among  these  two  groups,  but  heroin  is  the 
most  widely  used  today.  Sophisticated  addicts  pre- 
fer its  effects  to  those  of  the  other  narcotics.  The 
euphoriant  and  tension-relieving  qualities  are 
much  desired,  and  heroin  is  less  likely  to  produce 
drowsiness  and  lethargy  than  is  morphine  in  con- 
trolled dosages. 

We  must  now  consider  a series  of  drugs  which 
have  a wide  range  of  effects  and  are  at  times  con- 
fused with  the  narcotics  as  far  as  their  physiolog- 
ical or  social  consequences  are  concerned. 

1.  Hemp.  Varieties  of  this  plant  are  distributed 
widely  around  the  world.  Two  forms,  Cannibus 
Indica  and  Cannibus  Americana,  are  the  source  of 
hashish  (and  related  substances)  and  marijuana. 
Popular  as  well  as  some  scientific  literature  has 
created  a mental  picture  of  the  users  of  these 
drugs  which  obscures  our  understanding  of  the 
problems  involved.  These  preparations  are  not  ad- 
dictive and,  as  far  as  is  known,  have  no  destruc- 
tive effects  on  tissues  of  the  body.  Users  of  the 
drugs  report  a variety  of  euphoriant  states  and 
distortions  in  time-sense.  Social  misbehavior,  in- 


volving hostile-aggressive  acts  and/or  sexual  pro- 
miscuity or  deviation,  is  less  a direct  effect  of  the 
drugs  than  it  is  a facilitation  of  already  established 
character  traits.  Crimes  of  violence  may  occur 
under  the  influence  of  these  drugs,  but  not  because 
the  drugs  specifically  arouse  such  desires.  In  the 
case  of  marijuana,  the  effects  can  vary  widely,  and 
often  depend  upon  the  expectations  of  the  user  or 
the  group.  Suggestion  thus  plays  a role  in  the 
picture,  affecting  not  only  the  behavior  of  the  user 
but  also  our  “image”  of  him. 

2.  Erythroxylon  Coca.  From  this  plant,  the  prin- 
cipal alkaloid  of  interest  is  Cocaine.  Medical  use  of 
Cocaine  has  diminished  as  more  effective  topical 
and  local  anesthetic  agents  have  been  developed. 
Cocaine  addiction  itself  has  declined  because  its 
effects  are  not  easily  controlled  and  may  involve 
frightening  hallucinations.  At  one  time,  physicians 
and  nurses  comprised  a surprisingly  large  segment 
of  regular  users  of  Cocaine.  In  controlled  dosages, 
it  produces  some  measure  of  tranquility,  and  on 
withdrawal  it  causes  drowsiness  and  lethargy. 

3.  Peyote.  The  pyott  plant,  from  which  the  crude 
peyote  is  obtained,  yields  ten  alkaloids  having  a 
variety  of  intoxicant  and  hallucinogenic  effects.  Of 
these,  the  principal  ones  are  Mescaline  and  Psilo- 
cybin. The  former  is  the  most  active  and  effective 
one  known.  Its  use  in  religious  rituals  among  cer- 
tain Indian  tribes  goes  far  back  in  time  and  is 
practiced  today,  though  not  without  considerable 
controversy  in  certain  legal  and  judicial  circles. 
Related  to  Mescaline  is  d-Lysergic  Acid  Diethyla- 
mide Tartrate  (LSD-25),  a psychotomimetic  drug 
being  used  in  the  study  of  certain  psychiatric 
phenomena.  Both  Mescaline  and  LSD-25  are  re- 
garded by  some  as  capable  of  enlarging  and  inten- 
sifying man’s  vision  of  himself  and  his  universe. 
Others  regard  the  use  of  these  drugs  as  dangerous 
if  not  immoral.  Much  remains  to  be  learned  about 
these  exotic  drugs,  and  fortunately  they  have  not 
achieved  “popularity”  as  yet.  However,  because  of 
publicity  given  to  these  substances,  they  are  bound 
to  be  “discovered”  by  people  who,  in  response  to 
their  own  needs,  will  “try  them  out”  and  add  both 
confusion  and  new  problems  for  which  we  must 
be  prepared. 

4.  Mescal.  This  plant  yields  Mescaline,  already 
mentioned. 

5.  Mushrooms.  Many  varieties  of  mushroom  con- 
tain alkaloids  having  intoxicant  and  hallucinogenic 
properties.  These  are  not  widely  known  in  this 
country,  but  in  certain  areas  of  the  world  varieties 
have  been  grown  which  are  utilized  in  the  conduct 
of  religious  and  quasi-religious  ceremonials. 

The  above  do  not  exhaust  the  list  of  drugs  or 
plants  possessing  properties  of  the  kind  described, 
but  those  mentioned  are  the  ones  which  arouse 
not  only  interest  but  controversy,  over  the  world. 
The  users  of  these  substances,  along  with  the  users 
of  the  narcotic  drugs,  tend  to  be  viewed  as  evil, 
depraved,  or,  at  the  very  least,  barbaric.  The 
cream  of  the  ironic  jest  is  the  bitter  fact  that  two 
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substances  are  excluded  from  this  list,  as  if  by 
common  consent,  which  in  their  chemical,  psycho- 
logical and  social  effects  must  be  ranked  among 
the  most  dangerous  drugs  available  to  man.  These 
are  alcohol  and  the  barbiturates.  In  contrast  to 
the  substances  listed  above,  these  are  true  tis- 
sue toxins.  The  evidence  is  well  known  to  every 
physician,  yet  it  is  strangely  necessary  that  we  re- 
mind ourselves  that  in  many  people  the  indiscrim- 
inate use  of  alcohol  or  barbiturates  produces  or- 
ganic brain  disease,  causes  deterioration  of  social 
values  and  behavior,  contributes  heavily  to  the 
crime  and  accident  rates  of  this  nation,  and  con- 
stitutes a public  health  problem  of  staggering  pro- 
portions. It  may  therefore  come  as  a surprise  to 
many  to  discover  certain  now-established  facts 
about  narcotics  and  associated  drugs  as  they  con- 
trast with  those  so  widely  and  freely  dispensed  and 
so  socially  acceptable  as  the  two  just  mentioned. 

NARCOTIC  ADDICTION 

However  easily  we  employ  the  term  addiction, 
we  are  not  always  precise  in  our  usage,  and  there 
is  no  universal  agreement  regarding  the  mean- 
ing of  the  term.  In  the  United  States,  addiction 
tends  to  be  defined  as  “the  compulsive  use  of  nar- 
cotic drugs.”  Such  a definition  implies  a neurotic 
component  and  in  its  full  application  views  the  ad- 
diction in  psychosomatic  terms.  Unfortunately,  we 
tend  to  be  less  charitable  with  the  addict  than  we 
are  with  our  definition  of  his  problem.  We  have 
not  divorced  ourselves  from  emotionally-loaded  at- 
titudes which  distort  our  understanding  of  the  ad- 
dict, even  as  we  speak  learnedly  about  his  con- 
dition. In  Great  Britain,  addiction  is  defined  in 
terms  of  the  addict  himself.  An  addict  is  one  who 
“feels  normal”  when  on  narcotics.  This  simple 
definition  is  a most  uniquely  economical  statement 
of  great  significance,  for  it  takes  cognizance  not 
only  of  the  individual,  but  of  the  nature  of  man 
Of  this,  more  will  be  said  later. 

Our  understanding  of  addiction  must  concern 
itself  with  two  additional  phenomena:  1)  toler- 
ance, and  2)  the  abstinence  or  withdrawal  syn- 
drome. 

1.  Tolerance.  Typical  of  narcotic  addiction  is  the 
need  for  increasing  dosages  to  produce  the  same 
effects.  No  studies  have  yet  proved  adequately  the 
mechanism  of  such  tolerance.  Wikler’s  theory,  that 
usage  of  the  drug  lowers  the  threshold  of  excitabil- 
ity of  neurones,  thus  requiring  larger  doses  to 
raise  the  threshold  to  “normal,”  remains  the  most 
likely  explanation,  but  it  is  as  yet  a theory. 

2.  The  abstinence  or  withdrawal  syndrome.  Also 
characteristic  of  narcotic  addiction  is  the  develop- 
ment of  certain  very  disturbing  signs  and  symp- 
toms when  use  of  the  drug  is  abruptly  interrupted. 
Typically,  there  is  dilatation  of  the  pupils,  twitch- 
ing of  muscles,  goose-flesh,  thirst,  lacrimation,  rhi- 
norrhea,  yawning  and  sneezing.  Painful  cramps 
may  develop  and,  in  severe  reactions,  profuse 
sweating,  fever,  hypertension,  vomiting,  dehydra- 


tion and,  though  rarely,  death.  In  the  hands  of  a 
treating  physician,  there  is  no  justification  for  the 
“cold  turkey”  treatment  of  narcotic  addiction.  It  is 
medically  unnecessary  and  inhumane.  Some  phy- 
sicians, out  of  warped  morality,  will  permit  these 
people  to  suffer  great  torture,  and  yet  carefully 
nurse  the  town  drunk  with  sedatives  and  vitamins 
to  spare  him  the  misery  of  a hangover  or  delirium. 

Now  let  us  turn  our  attention  to  the  effects  of 
narcotics  on  the  addict.  For  much  of  our  knowl 
edge  we  are  indebted  to  Dr.  Lawrence  Kolb,  and 
I also  wish  to  acknowledge  the  work  of  Dr.  Marie 
Nyswander — both  of  whom  have  added  greatly  to 
this  writer’s  understanding  of  the  present  subject. 

First,  it  is  apparently  an  established  fact  that 
narcotic  addicts  suffer  no  primary  impairment  of 
physical  or  intellectual  functions  as  a direct  con- 
sequence of  the  use  of  drugs.  Long-term  users  of 
narcotics  show  no  evidence  of  organic  disease  due 
to  the  drugs  employed.  This  stands  in  striking  con- 
trast to  the  effects  of  alcohol  and  the  barbiturates. 

Second,  in  contrast  to  popular  opinion,  narcotics 
addicts  commit  fewer  crimes  of  violence  than  are 
attributed  to  them.  In  those  cities  having  high  ad- 
diction rates,  the  percentage  of  crimes  of  violence 
in  the  total  of  crimes  committed  is  strangely  less. 
Narcotic  addicts  may  often  steal  to  obtain  drugs, 
but  they  are  less  prone  to  violence  than  is  the 
general  population.  When  they  steal,  it  is  general- 
ly because  of  exploitation  by  “pushers”  and  their 
need  for  increasing  amounts  of  the  drug.  They 
steal  not  for  loot  or  kicks,  but  out  of  a desperate 
need  for  drugs. 

Third,  there  is  a popular  belief  that  the  use  of 
narcotics  is  somehow  associated  with  sexual  de- 
pravity and  perversion.  Actually,  narcotic  addicts 
have  less  sex  drive  than  the  average  person  and 
rarely  commit  sexual  offenses.  This  too,  is  in  con- 
trast to  the  users  of  other  drugs  or  alcohol. 

Finally,  a word  on  the  long-range  course  in  the 
life  of  a narcotics  addict.  Because  of  our  laws  and 
social  attitudes,  we  have  created  a complex  prob- 
lem. The  legal  restrictions  on  the  sale  and  use  of 
narcotics  have  made  the  user  a criminal  and  have 
given  to  certain  other  criminal  elements  a rich 
field  to  mine.  The  drugs  are  costly  and  are  in  the 
hands  of  procurers  who  mercilessly  exploit  their 
victims.  Thus  there  are  serious  social  as  well  as 
economic  problems  for  the  addict.  He  is  an  outcast, 
living  in  a shadowy  and  dangerous  world.  The  in- 
creasing cost  of  his  addiction  leads  to  a lowering 
of  his  standard  of  living,  social  isolation,  malnutri- 
tion, infections,  beatings  by  muggers  for  whom  he 
is  an  easy  mark,  and  frequent  hospitalization  for 
exposure  to  the  elements.  Despite  this  common 
course,  most  addicts  at  some  time  or  other  “cure” 
themselves.  That  is  to  say,  most  addicts,  sensing 
the  dangers,  break  themselves  of  their  habit.  Un- 
fortunately, many  relapse,  not  because  the  “habit” 
has  overcome  them,  but  because  of  the  same  per- 
sonality and  socio-economic  factors  which  made 
them  vulnerable  in  the  first  place.  The  fact  of 
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prior  use  of  drugs  undoubtedly  facilitates  the 
process  of  recidivism;  it  becomes  easier  to  suc- 
cumb, once  chastity  has  been  abandoned,  but  in 
the  case  of  narcotics,  it  is  not  the  tissues  which  de- 
mand the  drugs,  but  the  person. 

WHO  TAKES  NARCOTICS? 

The  effects  of  any  substance  introduced  into  the 
human  body  vary  with  the  chemical  properties  of 
the  material,  the  amount  taken,  and  the  individual 
person  involved.  Fortunately  for  us  as  physicians, 
most  medications  have  roughly  predictable  effects, 
but  we  are  not  unmindful  of  the  fact  that  different 
people  react  differently,  and  we  are  constantly 
alert  to  such  common  variants  of  response  as  are 
seen  in  allergic  and  idiosyncratic  reactions,  hyper- 
and  hyporeaction  patterns,  and  those  unpredict- 
able and  poorly  defined  reactions  which  derive 
from  the  subjects’  psychological  reaction  to  treat- 
ment. Those  drugs  which  have  their  primary  ef- 
fects upon  the  central  nervous  system  and  be- 
havior are  among  the  least  predictable,  no  matter 
how  pure  the  substances  or  how  clearly  defined 
their  chemical  properties.  The  effects  of  many  such 
substances  can  be  strongly  influenced  by  sug- 
gestion, or  by  the  expectations  and  desires  of  the 
users.  By  the  same  token,  this  is  in  part  what 
causes  non-users  to  regard  their  opposites  as  de- 
praved, licentious,  criminal  and,  at  the  very  least, 
spiritually  weak.  At  times  their  conclusions  are 
painfully  correct,  but  for  the  wrong  reasons,  and 
as  a result,  the  treatment  of  such  problems  is  too 
often  approached  from  the  wrong  direction. 

The  effects  of  drugs,  whether  they  be  narcotics, 
sedatives,  tranquilizers  or  intoxicants,  depend  in 
large  part  on  the  personality  of  the  user  and  on 
his  socioeconomic  life-situation.  Complex  stresses 
acting  on  a vulnerable  personality  who  is  exposed 
to  the  temptation  of  relief  from  tension  through 
drugs  determine  not  only  the  use  thereof,  but  the 
effects  as  well. 

Who  takes  narcotics?  The  majority  of  known 
narcotic  addicts  come  from  the  socioeconomically- 
deprived  classes.  These  are  not  merely  “poor”  peo- 
ple, but  human  beings  who  by  virtue  of  a number 
of  factors  are  second-class  citizens.  Because  of  race 
or  foreign  nationality,  plus  limited  education  and 
employable  skills,  they  are  crowded  into  the  slums 
of  large  cities  where  a corrosive  dehumanization 
process  robs  them  of  dignity  and  hope.  The  world 
as  we  know  it  is  inaccessible  to  them,  not  only 
economically,  but  psychologically.  If  this  state  of 
affairs  brings  out  the  worst  in  people,  it  also  elicits 
a great  deal  of  profoundly  arrogant  and  stupid 
judgments  about  such  people,  thus  perpetuating 
the  conditions  and  reinforcing  the  very  attitudes 
and  behavior  patterns  which  their  judges  so  an- 
grily deplore.  It  is  in  these  situations  that  many 
turn  to  crime  and  intoxicants,  and  some,  to  nar- 
cotics. For  the  latter,  the  pain  of  existence  is 
dulled  by  the  drug,  and,  the  loss  of  hope  occa- 
sioned by  their  status  is  neutralized  by  the  drug’s 
obliteration  of  desire. 

Lest  we  grow  too  comfortable  with  our  own 


image,  as  distinguished  from  that  suggested  above, 
let  us  remind  ourselves  that  among  the  more 
economically  fortunate  members  of  society,  doc- 
tors and  nurses  comprise  a high  percentage  of 
known  addicts.  Others  come  from  all  walks  of  life 
and  include  people  of  great  wealth.  The  “rich” 
can  afford  such  indulgences,  and  when  they  seek 
“cures,”  they  do  so  covertly  and  are  often  pro- 
tected from  exposure  to  the  law  and  public  opinion 
by  those  who  treat  them.  Addicts  also  come  from 
the  great  middle  class,  but  it  has  been  said,  with 
some  irony,  that  the  members  of  this  class  have 
both  middle-class  vices  and  middle-class  virtues. 
Hence  the  lower  rate  of  addiction.  As  such,  the 
members  of  this  group  eschew  excesses  of  the 
more  exotic  types,  be  they  of  the  spirit  or  of  the 
flesh,  but  along  with  others,  they  indulge  freely 
in  those  non-narcotic  drugs  which,  despite  their 
deadly  potentials,  have  gained  social  acceptance. 
Adolescents  from  all  classes,  unfortunately,  are 
vulnerable  to  many  temptations.  Commonly  they 
experiment  with  that  which  their  elders  use  freely, 
namely  alcohol.  However,  they  are  aware  of  other 
substances,  and  avail  themselves  of  amphetamines, 
marijuana  and  other  “drugs.”  They  comprise  a 
great  potential  market  for  the  narcotics  peddlers, 
and  these  pushers  are  already  working  the  street. 
This  presents  a terribly  serious  problem  and  will 
undoubtedly  enlarge  the  number  of  addicts  in  our 
great  middle  class. 

From  a strictly  psychodynamic  point  of  view, 
early  writers  were  tempted  to  believe  that  only 
certain  personality  types  became  addicts.  As  more 
and  more  work  is  being  done  in  this  area,  how- 
ever, it  is  becoming  increasingly  clear  that  no 
single  psychodynamic  constellation  is  unique  in 
the  determination  of  addiction.  Though  our  official 
nomenclature  defines  the  addictive  personality,  we 
append  the  label  post  hoc,  and  primarily  to  de- 
scribe an  effect.  Any  human  being  can  become  an 
addict,  and  a great  many  of  us  are  addicted  to 
something.  A few  are  addicted  to  narcotics. 

Everybody  wants  to  feel  “normal” — to  feel  free 
of  unpleasant  tensions,  and  to  face  life  and  death 
with  relative  equanimity.  We  want  to  feel  con- 
fident in  our  power  to  master  ourselves  and 
enough  of  our  environment  so  as  to  feel  secure 
from  any  serious  dangers.  Nobody  experiences 
freedom  from  tension  perpetually,  and  nobody  is 
truly  free  of  fear  and  frustration,  but  everybody 
has  some  means  of  dealing  with  these  feelings.  It 
may  involve  a prayer,  hard  work,  a vacation,  a 
hobby,  making  love  or  any  of  a variety  of  other 
tension-relieving  acts  acceptable  to  the  self  and  to 
society.  For  most  people  this  is  insufficient,  though 
they  may  not  realize  it.  For  some  it  may  require  a 
pre-prandial  drink  or  a sedative  at  night.  For  some 
it  requires  anti-spasmodics,  anti-acids,  tranquil- 
izers and  hypo-tensives.  Examine  the  medicine 
chest  and  liquor  cabinet  of  any  household,  and 
the  point  is  dramatically  made.  Paradoxically — 
and  the  fact  bears  repeating — many  of  these  sub- 
stances, improperly  used,  are  more  dangerous  than 
narcotics.  This  is  not  to  recommend  narcotics! — 
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but  to  face  the  facts  of  pharmacology  and  our  of- 
ten-distorted medicolegal  and  social  concepts. 

TREATMENT 

What  follows  is  by  no  means  a comprehensive 
discussion  of  the  therapy  of  drug  addiction.  A few 
brief  remarks  on  the  management  of  withdrawal 
from  various  drugs  may  be  of  some  use: 

1.  Morphine  and  Heroin.  Withdrawal  should  be 
gradual.  One  should  start  by  utilizing  the  drug  em- 
ployed by  the  addict,  then  gradually  reducing  the 
dosage,  and  finally  substituting  sedatives  and  tran- 
quilizers. Hydration  and  nutrition  should  be  main- 
tained. Four  to  ten  days  are  usually  required. 

2.  Cocaine.  This  may  be  withdrawn  abruptly, 
but  the  patient  may  require  daytime  stimulants 
and  anti-depressant  drugs  having  stimulant  prop- 
erties. 

3.  Amphetamines.  These  may  be  withdrawn 
abruptly.  Anti-depressant  drugs  are  likely  to  be 
necessary. 

4.  Marijuana.  It  may  be  withdrawn  abruptly. 
Tranquilizers  may  aid  in  controlling  tensions. 

5.  Barbiturates.  Withdrawal  must  be  done  very 
slowly  and  preferably  in  a hospital.  This  can  be  a 
very  dangerous  situation.  Four  to  six  weeks  should 
be  allowed,  with  gradual  reduction  of  dosage  and 
substitution  of  tranquilizers,  which  must  then  in 
turn  be  gradually  eliminated.  These  people  must 
be  checked  for  possible  organic  brain  damage  as 
well  as  personality  problems,  and  must  be  handled 
by  trained  professionals. 


6.  Alcohol.  The  management  of  alcohol  with- 
drawal itself  is  familiar  to  all,  but  familiarity  may 
at  times  cause  us  to  relax  our  alertness  to  the 
serious  complications  which  can  arise  in  the  course 
of  treatment.  These  may  include  psychotic  states, 
brain  hemorrhage,  liver  failure  and  other  profound 
reactions. 

Whatever  the  drugs  may  be  and  however  suc- 
cessful the  management  of  the  withdrawal  process, 
all  addicts  are  human  beings  with  serious  prob- 
lems. All  of  them  need  psychotherapy  in  some 
form,  and  they  should  be  referred  for  that  type  of 
treatment.  Not  all  of  them  will  accept  it  and  not 
all  who  do  will  be  “cured,”  but  without  it,  most 
will  eventually  succumb  to  their  tensions  and  the 
promise  of  relief  to  be  obtained  from  drugs. 

CONCLUSION 

The  proper  handling  of  narcotics  and  narcotic 
addicts  requires  a rethinking  of  our  medicolegal 
concepts  and  a revised  perspective  on  human  na- 
ture. This  further  requires  that,  as  physicians,  we 
acquire  a better  understanding  of  the  uses  and 
effects  of  all  drugs  employed  to  relieve  tension  and 
ease  the  pain  of  existence,  whether  or  not  they  are 
available  by  our  prescription. 
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Statements  Made  to  American 
Academy  of  Pediatrics 


At  the  October  6 meeting  of  the  American  Acad- 
emy of  Pediatrics  held  in  Chicago,  Dr.  Lowell 
Barr,  Jr.,  a Minnesota  pediatrician,  stated  that  a 
study  being  conducted  showed  children  suffering 
with  asthma  have  only  a 50-50  chance  of  outgrow- 
ing it.  The  followup  study  of  336  asthmatic  chil- 
dren which  he  had  made  in  conjunction  with  Dr. 
George  G.  Logan,  of  the  Mayo  Clinic,  showed  that 
48  per  cent  of  the  patients  who  had  had  asthma 
as  children  still  had  “wheezing”  at  the  time  of  the 
survey.  The  ages  of  those  surveyed  ranged  from 
20  to  42  and,  all  had  been  seen  at  Mayo  Clinic 
between  1935  and  1944.  The  investigators  found 
a general  tendency  for  males  to  have  less  asthma 
as  they  get  older,  but  this  did  not  appear  to  be 
true  for  females.  However,  there  were  twice  as 
many  males  as  females  in  their  series.  The  physi- 
cian said  age  at  the  onset  of  asthma  often  has 
been  considered  a factor  in  the  eventual  disap- 
pearance of  the  ailment,  but  the  study  showed 
that  the  age  of  onset  (before  or  after  five  years 
of  age)  makes  no  difference  in  the  eventual  out- 
come. 


Dr.  Frank  H.  Douglass,  president  of  the  Ameri- 
can Academy  of  Pediatrics,  declared  that  too 
many  women  are  demanding  Caesarean  deliveries 
just  to  suit  their  own  convenience.  Though  most 
Caesareans  are  justifiable  only  as  emergency  sur- 
gery, Douglass  said  that  women  like  the  idea  of 
timing  their  delivery — deciding  where  and  when. 
Some  are  afraid  of  delivery,  but  have  no  fear  of 
surgery.  These  women  are  not  aware  that  the 
higher  incidence  of  infant  mortality  is  related  to 
the  delivery  of  underweight  and  premature  babies. 

Dr.  Harold  F.  Flanagan,  president-elect,  stated 
that  the  pediatrician’s  major  challenge  today  is  in 
dealing  with  problems  facing  adolescents,  such  as 
learning  difficulties,  school  drop-outs  and  behavior 
problems.  The  pediatrician  views  the  whole  child 
in  relation  to  his  entire  history  from  the  time  of 
birth,  and  not  as  an  isolated  adolescent  situation. 
He  knows  details  of  the  steady  growth  that  has 
resulted  in  the  multi-faceted  personality  of  this 
13-  to  18-year-old. 


Practical  Cervical  Cytology 


DAVID  BARIDON,  JR.,  M.D. 
Des  Moines 


Many  physicians  are  weary  of  papers  in  the  field 
of  cellular  pathology  or  exfoliative  cytology.  How- 
ever, questions  frequently  asked  of  pathologists 
indicate  that  there  are  yet  a few  misconceptions 
about  the  practical  aspects  of  the  subject.  Accord- 
ingly, the  first  part  of  this  paper  will  answer  a 
number  of  questions  posed  to  us  by  our  colleagues. 

QUESTIONS  AND  ANSWERS 

1.  Are  both  vaginal-pool  and  cervical  specimens 
necessary?  No,  they  are  not.  At  our  laboratory,  we 
examine  all  slides  submitted  to  us,  but  have  yet  to 
find  suspicious  cells  in  vaginal-pool  specimens  that 
failed  to  appear  in  cervical  material  from  the  same 
patient.  Others  who  have  examined  smears  from 
tens  of  thousands  of  patients  have  had  the  same 
experience.1  A single  cervical  smear  is  all  that  is 
really  necessary.  Cells  in  the  vaginal  pool  exhibit 
more  degenerative  changes,  for  they  have  been 
longer  dissociated  from  the  parent  tissue. 

2.  What  is  the  proper  technic  for  obtaining  an 
adequate  cervical  smear?  Since  squamous  cancer 
of  the  cervix  begins  at  the  junction  of  the  squamous 
epithelium  of  the  ectocervix  and  the  columnar 
epithelium  of  the  endocervix,  that  is  obviously  the 
area  from  which  the  specimen  should  be  obtained. 
The  junction  usually  occurs  at  the  external  cer- 
vical os,  but  it  may  be  a short  distance  proximal 
or  distal  to  it.  Lugol’s  solution,  as  used  in  the 
Schiller  test,  will  stain  glycogen-containing  squa- 
mous epithelial  cells  brown,  and  will  leave  endo- 
cervical  cells  unstained,  if  one  desires  to  utilize 
this  technic.  As  you  know,  however,  the  junction 
can  usually  be  identified  easily  without  this  added 
step. 

To  obtain  an  adequate  cervical  specimen,  cir- 
cumferential scraping  of  the  external  os  or  squa- 
mocolumnar  junction  is  essential.  The  familiar 
Ayre  spatula  is  often  used  for  this  purpose.  A 
broken  tongue  blade  is  perfectly  adequate.  Some 
physicians  get  quite  satisfactory  specimens  with  an 
intact  tongue  blade.  Others  cut  a tongue  blade  to 
get  a tapered  end.  Cotton-tipped  applicators  are  in- 
adequate, since  scraping  of  the  epithelium  is  im- 
possible by  this  means.  A wooden — not  plastic  or 
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metallic — item  should  be  used  for  two  reasons. 
First,  the  roughened  wooden  edge  scrapes  the 
epithelium  more  efficiently,  and  second,  the  speci- 
men clings  to  the  wood  but  slides  off  smooth-sur- 
faced objects,  and  part  is  lost  during  the  360-de- 
gree scraping  procedure. 

Next,  the  spatula  or  blade  is  placed  on  a slide, 
and  the  material  is  transferred  by  means  of  a 
linear  or  circular  motion.  Obtaining  the  specimen 
usually  occasions  a small  amount  of  bleeding.  This 
is  to  be  expected. 

Almost  everyone  uses  good  technic  up  to  this 
point.  The  most  frequent  explanation  for  a poor 
smear  is  the  failure  to  fix  the  material  immediate- 
ly. Artifacts  caused  by  drying  make  interpretation 
very  difficult. 

Ideally,  a lubricant  should  not  be  used  on  the 
speculum,  for  the  lubricating  medium  does  not  al- 
low the  best  staining  of  the  resultant  smear  prep- 
arations. Ideal  situations  must  be  compromised  in 
routine  practice,  we  recognize.  No  douching  for 
24  hours  prior  to  the  obtaining  of  a specimen  is  a 
rule  that  applies  only  if  vaginal-pool  specimens 
are  to  be  secured. 

3.  What  type  of  fixative  should  be  used?  It  is  not 
necessary  to  use  the  original  50-50  mixture  of  al- 
cohol and  ether.  Ether  fumes  are  objectionable  to 
many  persons,  and  it  has  been  determined  that  95 
per  cent  ethyl  alcohol  alone  fixes  slides  equally 
well.  We  used  to  recommend  a one-hour  immer- 
sion fixation  time,  but  most  specimens  are  fixed  in 
less  than  15  minutes.  Alcohol  is  inexpensive,  and 
over  the  years  it  has  proved  quite  adequate.  Some 
of  the  other  fixatives  on  the  market  require  one 
to  drop  the  solution  on  the  slide.  Again,  this  must 
be  done  immediately  for  adequate  fixation.  This 
adherent  substance  must  be  removed  before  stain- 
ing. Fixed  specimens  may  be  air-dried  and 
wrapped  in  smooth-surfaced  paper  such  as  wax 
paper  for  mailing.  Fewer  slides  are  broken  in  the 
mails  when  they  are  sent  in  the  familiar  cylindrical 
mailing  container  as  opposed  to  the  cytomailer. 
However,  either  container  is  adequate. 

4.  How  “bad”  must  a cervix  look  before  a Papa- 
nicolaou smear  is  justified?  This  question  is  still 
asked  occasionally.  I can  only  repeat  that  we  are 
dealing  with  a screening  procedure,  and  that  it 
should  be  done  only  on  benign-appearing  surfaces. 
One  should  biopsy  any  area  in  which  he  suspects 
malignancy.  A Pap.  smear  of  such  an  area  is  su- 
perfluous and  could  be  misleading. 

5.  On  whom  should  a smear  be  taken,  and  how 
often?  This  question  is  a corollary  to  No.  4.  Many 
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physicians  follow  the  practice  of  obtaining  a smear 
on  all  pregnant  women  at  the  time  of  their  first 
prenatal  visit,  regardless  of  age,  and  of  obtaining 
yearly  smears  on  all  women  25  years  of  age  or 
older.  Some  physicians  choose  to  begin  this  routine 
testing  program  with  women  at  age  30,  and  others 
choose  35  years  of  age  as  the  minimum.  Age  25  is 
not  an  unreasonable  minimum,  since  most  studies 
involving  any  significant  number  of  cases  show 
one  or  more  carcinomas  discovered  then,  and  an 
occasional  one  at  an  even  younger  age. 

Early  in  the  general  experience  in  cellular  pa- 
thology, a six-month  interval  was  selected  for  re- 
peating smear  examinations.  We  now  believe  year- 
ly cervical  smears  are  adequate,  in  view  of  the 
growth  pattern  of  cervical  carcinoma.  It  has  a 
pre-invasive  phase  that  varies  between  a few 
months  and  many  years,  the  average  being  about 
10  years.  It  is  in  the  pre-invasive  or  carcinoma  in- 
situ  phase  in  which  a near-100-per-cent  cure  rate 
is  effected. 

6.  Is  the  cervical  smear  reliable  in  detecting  ad- 
enocarcinoma of  the  endometrium?  Emphatically 
no!  The  cervical  smear  reliably  detects  abnormal- 
ities in  cervical  epithelium.  It  is  only  fortuitous 
when  cells  of  a uterine  body  cancer  have  been 
trapped  in  the  cervical  mucus  plug  and  are  seen. 
It  has  been  claimed  that  as  many  as  60  per  cent  of 
uterine  body  cancers  are  detected  by  this  means, 
but  no  one  should  expect  corporal  or  even  tubal 
or  ovarian  cancer  cells  to  show  up  in  such  speci- 
mens. Cyto  detection  of  corporal  lesions  is  difficult 
even  when  the  material  is  obtained  directly.  Ad- 
enocarcinomas of  the  endometrium  almost  always 
produce  symptoms  indicating  curettage  prior  to 
the  time  when  they  can  be  detected  by  cytologic 
technics. 

7.  What  do  the  “class”  designations  really  mean? 
The  semantics  of  cervical  cancer  can  result  in 
much  confusion,  for  there  are  stages,  grades  and 
classes.  Staging  is  based  on  a clinical  estimation 
of  the  extent  of  tumor  spread.  Grading  is  the  re- 
sult of  a histologic  estimate  of  the  degree  of  dif- 
ferentiation. Neither  of  these  estimates  of  cancer  is 
related  to  the  five  Papanicolaou  “class”  designa- 
tions, which  reflect  the  examiner’s  estimate  of  the 
possibility  of  malignancy. 

Class  I means  that  no  abnormalities  are  seen. 

Class  II  means  that  abnormal  cells  have  been 
noted,  but  that  they  are  not  regarded  as  sug- 
gestive of  malignancy.  These  usually  have  result- 
ed from  inflammatory  processes. 

Class  III  means  that  atypical  cells  suggestive  of 
malignancy  have  been  noted.  Follow-ups  should 
show  that  one-third  to  one-half  of  such  patients 
harbor  cancer. 

Class  IV  means  that  atypical  cells  that  probably 
are  derived  from  a malignancy  have  been  seen. 
Follow-ups  should  yield  cancers  in  about  three- 
fourths  of  such  cases. 

Class  V is  roughly  equivalent  to  a histologic 
diagnosis  of  cancer.  There  should  be  no  more  false 


positives  among  the  slides  so  classified  than  among 
tissue  examinations. 

To  summarize,  Classes  III,  IV  and  V reflect  sus- 
picions of  malignancy. 

Never  treat  a patient  for  cancer  on  the  basis  of 
a Papanicolaou  smear.  Occasionally,  hysterectomies 
are  done  on  the  basis  of  a Pap.  report  alone  for 
what  turns  out  to  be  invasive  cervical  cancer. 
This  is  an  unfortunate  circumstance,  for  the  pa- 
tient may  be  denied  the  benefits  of  more  adequate 
surgical  or  radiation  therapy. 

8.  What  is  the  proper  follow-up  for  patients  hav- 
ing cervical  smears  of  the  various  classes?  Since 
a Class  I smear  is  negative,  one  should  merely 
repeat  the  examination  on  such  a patient  at  yearly 
intervals.  Patients  with  Class  II  smears,  showing 
abnormalities  not  suggestive  of  cancer,  probably 
should  have  a repeat  smear  in  two  or  three  months. 
If  minor  abnormalities  are  due  to  inflammation, 
one  would  expect  a reversion  to  Class  I following 
proper  therapy.  If  they  are  due  to  premalignant 
changes,  the  classification  will  ultimately  increase 
to  III,  IV  or  V.  No  surgical  procedures  are  in- 
dicated in  following  Class  II  patients — only  repeat 
smears.  Certain  radiation  changes  are  usually  con- 
sidered Class  II.  Radiation  effects  are  sometimes 
confused  with  changes  associated  with  malignancy 
if  a radiation  history  has  not  been  given. 

Patients  with  suspicious  smears — i.e.,  Classes 
III,  IV  and  V — should  have  cold  cervical  coniza- 
tion, and  that  procedure  should  be  followed — not 
preceded — by  a dilatation  and  curettage.  Cauter- 
ized cervical  tissue  is  so  distorted  that  adequate 
histologic  evaluation  is  almost  impossible.  Cervical 
dilators  may  rub  off  areas  of  pre-invasive  car- 
cinoma, since  the  cells  of  such  a lesion  are  less 
firmly  bound  to  one  another  and  to  the  subjacent 
stroma  than  are  normal  squamous  epithelial  cells. 

The  cone  specimen  does  not  need  to  be  thick, 
but  it  must  include  the  entire  squamocolumnar 
junction.  Our  processing  routine  is  to  divide  the 
cone  into  about  12  portions  and  to  take  sections  at 
three  or  four  levels  of  each  portion,  giving  us 
semi-serial  sections  from  at  least  36  levels  around 
the  squamocolumnar  junction.  Occasionally,  can- 
cer is  found  at  very  few  of  these  levels,  substan- 
tiating the  contention  that  the  four-quadrant  biopsy 
is  clearly  inadequate.  Punch  biopsies  are  difficult 
to  orient  properly  for  embedding  and  sectioning, 
whereas  segments  of  a cone  are  properly  oriented 
quite  easily.  I realize  that  we  are  suggesting  a hos- 
pital rather  than  an  office  procedure,  but  we  feel 
this  is  necessary  to  the  obtaining  of  an  adequate 
specimen.  In  a recent  case,  after  a suspicious  Pap. 
smear  from  a benign-appearing  cervix,  four-quad- 
rant biopsy  revealed  an  area  of  dysplasia.  We  sug- 
gested a cone  for  more  adequate  evaluation,  and 
examination  of  the  cone  revealed  an  invasive  car- 
cinoma. 

9.  Is  it  true  that  cancer  of  the  cervix  does  not 
occur  in  pregnancy?  For  a time,  it  was  taught  that 
pre-invasive  carcinoma  of  the  cervix  was  a revel's- 
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ible  lesion  in  pregnancy,  but  more  recent  writers 
deny  the  reversibility  of  a true  carcinoma.  For 
example,  Marsh  and  Fitzgerald  have  said,  “Lesions 
found  in  pregnancy  which  most  experienced  ob- 
servers would  be  willing  to  call  in-situ  carcinoma 
of  the  cervix  persist  post  partum.”2  The  erroneous 
concept  that  cancer  of  the  cervix  does  not  occur 
at  all  in  pregnancy  stems  from  the  finding  of  re- 
versible dysplasias  of  the  cervical  epithelium  in 
pregnant  women.  Non-pregnant  women  also  ex- 
hibit these  same  changes,  only  less  frequently.  Ad- 
mittedly, borderline  cases  are  difficult  to  diagnose. 
This  is  also  true  in  the  non-pregnant  state.  One  of 
our  recent  pre-invasive  cancers  of  the  cervix  diag- 
nosed in  pregnancy  was  found  to  persist  six  months 
postpartum. 

10.  “I’ve  taken  nearly  100  Pap.  smears,  and  they 
have  all  been  negative.  What’s  the  point  of  doing 
the  test?”  The  cancer  pick-up  rate  is  about  eight 
per  1,000  on  initial  smears,  and  on  yearly  repeats 
the  pick-up  rate  drops  to  about  two  per  1,000.  One 
shouldn’t  be  discouraged  about  a run  of  negative 
reports,  nor  should  one  overrate  the  incidence  of 
the  disease.  The  important  thing  to  remember  is 
that  deaths  due  to  cancer  of  the  cervix  can  be 
virtually  eliminated  by  yearly  smear  examina- 
tions. 

11.  How  prevalent  is  cancer  in  women?  This 
question  naturally  follows  the  preceding  one.  In 
each  of  the  past  five  years,  more  than  2,000  Iowa 
women  have  died  of  cancer.3  In  this  period,  the 
cervical-cancer  death  rate  has  not  diminished  sig- 
nificantly, and  consequently  there  is  a need  for  a 
further  expansion  of  routine  Papanicolaou  screen- 
ing to  get  a significant  number — if  not  all — of  our 
women  screened  yearly. 

12.  How  common  are  false  negatives?  They  are 
very  rare.  It  has  been  estimated — but  of  course  it 
can’t  be  proved — that  between  50  and  100  unsus- 
pected cervical  cancers  are  discovered  for  every 
one  that  is  missed.  There  are  three  general  ways 
in  which  false  negatives  come  about:  (1)  improper 
preparation  of  the  smear  or  inaccessibility  of  the 
lesion,  as  for  example  high  in  the  endocervical 
canal;  (2)  incorrectly  interpreting  atypical  cells; 
and  (3)  overlooking  cancer  cells  actually  present 
in  the  smear.4 

So  much  for  questions  and  answers. 

RESULTS  IN  AN  IOWA  SERIES  OF  PAPANICOLAOU 
SMEARS 

The  following  tables  depict  our  experience  with 
30,000  consecutive  cervical  Pap.  smears  received 
from  many  parts  of  Iowa.  In  Table  1,  note  that  we 
found  254,  74  and  28  of  the  smears  belonged  in 
Classes  III,  IV  and  V,  the  suspicious  groups.  Of 
these  356  cases,  tissue  follow-ups  were  available 
in  327  cases  (92  per  cent).  Only  29  cases  were  lost. 

Of  the  cases  in  Class  III  that  were  followed  by 
tissue  studies,  69  were  found  to  have  carcinoma  in- 
situ  of  the  cervix;  15  had  invasive  cervical  cancer; 
4 had  adenocarcinomas  of  the  uterine  corpus;  and 


TABLE  I 

SUSPICIOUS  SMEARS  IN  CERVICAL  PAP  CASES 


Smears 

Class  3 4 5 


Cases  254  74  28  356 

Followed  ...  .231  68  28  327 

Sq  Ca,  Cerv 

In-situ  69  34  12  115 

Invasive  15  18  14  47 

Other  Ca  5 2 I 8 


89  54  27  170 

170  in  327  = 52.0% 

170  + 15  = 185  probable  ca 


1 had  recurrent  carcinoma  in  a rectovaginal  fistula. 
These  made  a total  of  89  malignancies. 

The  Class  IV’s  that  were  followed  yielded  34  in- 
situ  cases,  15  invasive  cervical  cancers,  and  2 cor- 
poral adenocarcinomas,  for  a total  of  54  malignan- 
cies. 

Finally,  the  Class  V’s.  Twelve  patients  had  in- 
situ  carcinomas;  14  had  invasives  of  the  cervix; 
and  1 had  a corporal  adenocarcinoma.  Thus  the 
total  malignancies  for  this  class  was  27,  and  the 
grand  total  of  malignancies  in  our  series  was  170. 

The  170  cancer  pick-ups  among  327  suspicious 
cases  followed  by  tissue  studies  represent  the  find- 
ing of  52  per  cent  cancers  in  the  suspicious  group. 
Thus  we  are  not  subjecting  excessive  numbers  of 
women  to  conizations  and  D&C’s,  if  all  suspicious 
cases  are  thus  handled. 

Since  there  is  no  reason  to  presume  that  the  lost 
cases  wouldn’t  or  didn’t  yield  the  same  proportion 
of  cancers,  we  presume  an  additional  15  cases  are 
present  in  the  patients  whom  we  didn’t  succeed 
in  following.  Thus  the  presumptive  grand  total  for 
the  series  studied  is  185,  and  the  case  pick-up  rate 
is  6.2  per  1,000.  This  rate  was  to  be  expected,  since 
the  series  consisted  of  between  60  and  80  per  cent 
first  smears,  on  which  the  pick-up  rate  is  usually 
about  8 per  1,000  as  compared  with  about  2 per 
1,000  on  repeats.  The  356  suspicious  cases  rep- 
resent 11.9  per  1,000,  or  a 1.2  per  cent  suspect  rate. 

TABLE  2 

PICKUP  AND  SUSPECT  RATES 

185  cancers  from  30,000  examinations  = 6.2/1,000  pickup 
rate  (0.6%) 

356  suspicious  cases  from  30,000  examinations  = 11.9/1,000 
suspect  rate  ( 1 .2% ) 


In  our  experience,  52  per  cent  of  patients  with 
suspicious  Pap.  smears  have  been  found  to  have 
cancer,  as  we  have  shown. 
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Table  3 shows  a breakdown  by  classes.  There 
were  89  cancers  in  the  231  Class  III  patients  fol- 
lowed, or  38.5  per  cent.  There  were  54  cancers  in 
the  68  Class  IV’s,  or  79.5  per  cent,  and  there  were 
27  cancers  in  the  28  Class  V patients,  or  96.5  per 
cent. 

TABLE  3 


CANCERS  FOUND  IN  SUSPICIOUS  CASES 


Smear 

Cases 

Cancer 

Class  3 

231 

89—38.5% 

Class  4 

68 

54—79.5% 

Class  5 

28 

27—96.5%, 

Table  4 shows  the  age  groupings.  Of  the  157  fol- 
lowed patients  with  cancer  of  the  cervix,  five  were 
under  30  years  of  age.  They  represented  three  per 
cent  of  the  cancer  patients.  The  under-30  age 
group  accounted  for  15  per  cent  of  the  total  30,000- 
case  series,  indicating  as  one  would  expect,  that 
in  the  younger  age  group  the  yield  is  less  than  in 
the  middle-age  and  older  groups.  Fifty-six  patients 
were  in  their  30’s  (36  per  cent  of  the  cancers); 
43  were  in  their  40’s;  and  53  were  50  years  of  age 
or  over. 

Note  that  39  per  cent  of  the  cancer  pick-ups 
were  under  the  age  of  40,  and  take  notice  par- 
ticularly that  one  patient  under  the  age  of  30  had 
invasive  disease,  again  bearing  out  the  reasonable- 
ness of  beginning  the  screening  program  at  age  25. 

TABLE  4 


AGE  DISTRIBUTION 

157  PATIENTS  WITH  CERVICAL  CANCER 


Age 

In 

Situ 

Invasive 

Total 

Per  Cent 
Sample 

Per  Cent 
Series 

20-29 

4 

1 

5 

3 

15 

30-39 

48 

8 

56 

36 

30 

40-49 

34 

9 

43 

27 

25 

50-59 

18 

1 1 

29 

19 

60-69 

10 

9 

19 

12 

70-79 

0 

3 

3 

2 

30 

80-89 

0 

2 

2 

1 

1 14 

43 

157 

100 

100 

It  is  quite  true  that  the  younger  patients  have 
predominantly  pre-invasive  cancer  (Figure  1).  We 
found  only  one  invasive  cancer  in  the  under-30 
group.  Eight  of  the  43  invasive  cancers  were  in  pa- 
tients in  their  30’s;  9 in  patients  in  their  40’s;  and 
25,  or  a few  more  than  half,  were  50  years  of  age 
or  older.  Note  the  preponderance  of  in-situ  cancers 
in  patients  in  the  30’s. 


AGE  DISTRIBUTION 
In  situ  vs  invasive  ca 


In  the  in-situ  group,  the  youngest  patient  was 
26;  the  oldest  69.  The  mean  age  was  41  years.  In 
the  invasive  group,  the  youngest  patient  was  29; 
the  oldest  86;  and  the  mean  age  52  years. 

In  the  162  patients  followed  who  had  cervical 
cancers,  29  per  cent  were  invasive  (Table  5).  With 
more  widespread  utilization  of  the  Pap.  smear 
technic  and  with  yearly  repeats,  this  percentage 
will  drop  nearly  to  zero. 


TABLE  5 

KNOWN  CERVICAL  CARCINOMAS 


Number 

Per  Cent 

In-situ 

115 

71 

Invasive 

. . 47 

29 

162 

100 

I might  add  that  over  the  period  covered  by 
this  study,  more  invasive  cervical  cancers  were 
diagnosed  in  our  laboratory  on  the  basis  of  surg- 
ical material  from  patients  on  whom  no  previous 
Pap.  smears  had  been  made,  than  in-situ  pick-ups 
that  were  found  by  the  Pap.  technic.  All  of  these 
invasive  lesions  had  passed  through  an  in-situ 
phase,  during  which  they  could  have  been  discov- 
ered by  routine  Pap.  screening.  This  means  simply 
that  we  must  educate  our  women  to  have  Pap. 
smears  regularly  so  that  they  won’t  be  coming  to 
your  offices  with  symptoms  referable  to  an  obvious 
cervical  cancer.  They  must  be  made  to  realize  that 
the  Pap.  test  is  a screening  procedure  done  on 
material  from  benign-appearing  cervices  before 
symptoms  appear,  so  that  cancers  will  be  found  in 
the  pre-invasive,  curable  state. 

CONCLUSION 

In  conclusion,  let  us  see  what  was  found  in  the 
group  of  157  non-cancer  patients  (Table  6).  Endo- 
cervical  squamous  metaplasia,  often  described  as 
atypical  or  borderline,  was  found  in  40  per  cent  of 
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TABLE  6 

PRINCIPAL  FINDINGS 
157  NON-CANCER  PATIENTS 


Number 

Per  Cent 

Squamous  Metaplasia 

63 

40 

Cervicitis  

. . . . 48 

30 

Dysplasia  

20 

13 

Endocervical  Hyperplasia  . 

3 

2 

Leukoplakia  

...  3 

2 

Negative  or  not  stated 

. . . . 6 

4 

Follow-up  Class  1 

. . . . 6 

4 

Follow-up  Class  2 

8 

5 

157 

100 

this  group;  cervicitis  with  attendant  epithelial 
changes  in  30  per  cent;  dyskeratosis  or  dysplasia 
of  the  squamous  epithelium  was  widespread  in  13 
per  cent,  and  was  found  in  lesser  degrees  in  many 
others;  hyperplasia  of  endocervical  mucous  cells 
was  present  in  three  cases,  leukoplakia  in  three 
cases,  and  no  abnormalities  were  found,  or  none 
were  reported,  in  six  cases.  It  must  be  emphasized 
here  that  if  suspicious  cells  are  seen  on  smears, 
yet  not  found  on  surgical  preparations,  the  biopsy 
or  its  processing  must  have  been  inadequate.  If  the 


source  of  atypical  cells  is  not  found,  the  patient 
may  still  harbor  a cancer. 

In  only  six  cases  in  which  no  surgical  procedure 
was  undertaken,  were  follow-up  smears  considered 
Class  I,  presumably  because  of  the  clearing  of  an 
inflammation  or  the  reversal  of  an  epithelial  dys- 
plasia. 

In  another  eight  cases,  follow-up  smears  were 
considered  Class  II.  These  women  are  still  “sus- 
pect” and  should  have  frequent  repeat  smears 
until  they  revert  to  Class  I or  become  Class  II  or 
more. 

I hope  this  presentation  has  answered  many  of 
your  questions.  Adequate  facilities  are  available 
in  Iowa  for  the  examination  of  Pap.  smears  from 
your  offices,  and  I encourage  you  to  make  full  use 
of  this  technic. 
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Doctors  Must  Choose 


We  “talk  of  many  things” — of  guidelines  and  fee 
schedules,  of  fiscal  agents  and  social  security,  of 
political  action  committees  and  socialized  medicine 
— but  at  no  time,  or  so  it  seems,  do  we  candidly 
face  certain  harsh  and  impelling  facts. 

What  no  one  apparently  likes  to  think  about  is 
the  self-evident  fact  that  living  together  inevitably 
brings  a gradual  erosion  of  individual  liberty.  Be- 
cause of  this,  the  very  survival  of  a free  man’s 
way  of  life  requires  that  we  learn  to  distinguish 
between  what  to  give  and  what  to  retain,  what  is 
unessential  and  what  is  vital.  It  is  not  enough  to 
say  that  we  will  yield  no  further  freedom,  for  the 
reality  of  living  with  others,  in  communities  and 
as  neighbors,  has  always  made  this  demand  upon 
us.  If  you  are  in  doubt,  try  to  defy  a zoning  ordi- 
nance or  disregard  a draft  notice. 

Like  so  many  others,  I wish  that  we  could  stop 
and  rest  a while,  but  the  pressure  of  changing  cir- 
cumstances goes  on.  Our  greatest  problem  is  not 
creeping  socialism  but  rather  the  creeping  course 
of  events.  Our  greatest  danger  is  not  from  those 
within  or  without  government  who  promote  social- 
ism, but  rather  from  those  among  us  who  refuse 


to  acknowledge  the  passage  of  time,  and  persua- 
sively convince  others.  Our  greatest  challenge  is 
to  choose  with  wisdom  between  what  liberties  can 
be  sacrificed  in  accommodating  to  a complex  so- 
ciety, and  what  liberties  must  be  preserved  at  all 
costs,  no  matter  the  peril. 

I know  of  no  living  prophets,  but  a reasonably 
objective  person,  with  a little  luck,  can  add,  and 
anticipate,  and  forecast.  I believe  that  the  doctors, 
by  failing  to  read  the  future,  have  lost  the  intia- 
tive  of  leadership  in  socioeconomic  health  affairs. 
And  this  may  be  our  tragedy,  for  insofar  as  man 
can  mold  his  destiny,  those  who  hold  the  initiative 
will  prevail. 

Don’t  ask  me  where  it  will  all  end,  for  that 
would  be  prophesy  and  well  beyond  my  vision. 
However,  I would  guess  that  it  will  probably  lead 
to  a better  world.  Maybe  not.  I wouldn’t  know. 
But  there  is  one  thing  I do  know;  it  won’t  be  the 
same  world. 

— Daniel  F.  Crowley,  Jr.,  M.D., 
on  the  president’s  page  of  the 
October,  1953,  bulletin  of  the 
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Carcinoma  of  the  colon  continues  to  retain  a 
prominent  place  in  the  field  of  medical  investiga- 
tion. Numerous  articles  have  enabled  the  medical 
practitioner  to  understand  this  disease  more  fully, 
and  to  standardize  his  methods  of  management, 
but  controversy  still  exists.  We  think  it  important 
that  one  review  his  own  experience  periodically 
and  compare  it  with  the  observations  of  others.  It 
is  toward  this  end  that  this  paper  is  directed. 

CASE  MATERIAL 

All  cases  of  carcinoma  of  the  colon  at  the  Vet- 
erans Administration  Hospital,  Iowa  City,  between 
January  1,  1953,  and  December  31,  1957,  were  re- 
viewed. Patients  in  whom  the  initial  operation 
had  been  performed  elsewhere  were  excluded 
from  this  series,  except  for  cases  of  decompressive 
colostomy  without  resection.  Also  excluded  were 
persons  having  a diagnosis  of  “polyp  with  pre- 
malignant  change.”  For  a case  to  be  included,  it 
was  necessary  that  definite  adenocarcinoma  exist 
within  the  polyp. 

Within  those  restrictions,  the  series  consisted  of 
87  patients  with  carcinoma  of  the  colon,  on  whom 
a total  of  88  operations  were  performed.  (One  pa- 
tient had  separate  resections  for  two  primary  neo- 
plasms.) There  was  100  per  cent  follow  up.  These 

From  the  Surgical  Service,  Veterans  Administration  Hos- 
pital, and  University  Hospitals,  State  University  of  Iowa, 
Iowa  City. 


cases  were  taken  from  a total  hospital  population 
of  18,988  patients.  Of  that  number,  203  patients 
were  admitted  for  carcinoma  of  the  colon — a dis- 
ease incidence  of  one  per  cent.  Eighty-seven  of 
them  were  operated  upon — an  operability  rate  of 
43.3  per  cent.  All  patients  were  males,  and  their 
ages  ranged  from  23  to  82  years.  The  median  age 
was  60  years. 

TABLE  I 


AGE  GROUPS  OF  SURGICALLY-TREATED  PATIENTS 


Age 

Number  of  Cases 

20-29 

1 

30-39 

8 

40-49 

7 

50-59 

25 

60-69 

41 

70-79 

4 

80-89 

1 

Median  age:  60  years 

87 

SYMPTOMS 

The  most  frequent  presenting  symptom  (Table 
2)  was  that  of  rectal  bleeding.  Abdominal  pain, 
with  or  without  distention,  and  diarrhea  were 
next  in  order  of  frequency.  In  three  patients,  the 
tumor  was  discovered  during  evaluation  for  an 
unrelated  condition. 

The  most  frequent  interval  between  onset  of 
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TABLE  2 


TABLE  4 


PRESENTING  SYMPTOMS 


OPERATIVE  PROCEDURES 


Patients 


Symptoms 

Number 

Per  Cent 

1 . Rectal  bleeding  . 

....  40 

46 

2.  Abdominal  pain — distension  . . . 

....  29 

33.3 

3.  Diarrhea 

....  26 

29.9 

4.  Constipation 

....  10 

1 1.5 

5.  Weakness  

6 

6.  Nausea  and  vomiting  

7.  Alternating  constipation  and 

....  4 

diarrhea  

4 

8.  Abdominal  mass 

....  1 

9.  None  (found  incidentally) 

....  3 

Operation  Number 


Abdominoperineal  resection  29 

Anterior  resection  26 

Right  hemicolectomy  12 

Other  21 


88 


Our  operative  mortality  was  5.7  per  cent,  and 
the  causes  of  death  are  listed  in  Table  5.  A 30-day 
end-point  was  utilized  in  determining  the  opera- 
tive mortality. 

TABLE  5 


symptoms  and  hospitalization  was  from  one  to  two 
months.  However,  two  patients  were  admitted  on 
the  same  day  as  the  onset,  and  one  had  had  symp- 
toms for  48  months  before  seeking  medical  atten- 
tion. 

LOCATION 

Most  of  the  tumors  occurred  within  the  rectum 
(49.4  per  cent).  Tumors  of  the  sigmoid  were  next 
most  common  (26.9  per  cent).  (See  Table  3,  cate- 
gory C.)  One  patient  was  found  to  have  two  sep- 
arate primaries  at  the  time  of  initial  operation, 
and  another  developed  a subsequent  primary  and 
underwent  reoperation. 


TABLE  3 

PERCENTAGE  OF  TUMORS  IN  EACH  OF  VARIOUS 
LOCATIONS 


Rectum 

Sigmoid 

Descending 

Transverse 

Ascending 

A 

53.4 

18.9 

3.7 

7.7 

16.3 

B 

59.5 

14.9 

3.3 

1 1.5 

10.8 

C 

49.4 

26.9 

no  cases 

12.3 

1 1.2 

(Group  A — University  of  Minnesota;  Group  B — Lahey  Clin- 
ic; Group  C — Veterans  Administration  Hospital,  Iowa  City. 
See  discussion.) 


TREATMENT 

The  majority  of  patients  were  treated  either  by 
anterior  resection  (26)  or  by  abdominoperineal 
resection  (29).  Right  hemicolectomy  was  the  next 
most  frequent  operation  (12).  In  six  patients  with 
advanced  carcinoma,  only  colostomy  and  biopsy 
were  carried  out  (Table  4).  Of  the  total  proce- 
dures, 70.7  per  cent  were  considered  curative  by 
the  surgeon  at  the  time  of  the  initial  operation. 


OPERATIVE  MORTALITIES 


Cause  Number 


Pulmonary  Embolism  I 

Suture-line  leak,  with  peritonitis  I 

Metastases  of  tumor  2 

Electrolyte  imbalance  I 

5 


The  morbidity  rate  in  our  series,  after  exclusion 
of  the  mortalities,  was  31.1  per  cent.  The  four  most 
frequent  causes  of  morbidity  were  (1)  urinary 
retention,  (2)  bowel  obstruction,  (3)  wound  infec- 
tion and  (4)  colostomy  stricture.  The  condition  re- 
sponsible for  the  morbidity  was  mild  in  some  in- 
stances (diarrhea)  and  severe  in  others,  as  in  an 
instance  of  evisceration.  Almost  all  of  these  pro- 
cedures were  carried  out  by  resident  surgeons 
under  the  direction  of,  or  with  the  assistance  of, 
staff  physicians. 

TABLE  6 

OPERATIVE  MORBIDITY 


Cause  Number 


Urinary  retention  6 

Bowel  obstruction  (mechanical)  5 

Wound  infection  3 

Colostomy  stricture  3 

Ileus  2 

Fistulation  2 

Wound  dehiscence  2 

Other  9 


32 
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PATHOLOGY 

All  the  tumors  were  adenocarcinomas.  As  seen 
in  Table  7,  the  tumor  was  confined  to  the  bowel 
wall  in  34  of  our  patients  (38.6  per  cent).  In  an  ad- 
ditional 15.8  per  cent,  there  was  an  extension 
that  was  limited  to  pericolic  fat.  Thus  54.4  per 
cent  of  our  patients  were  without  nodal  involve- 
ment. 


TABLE  7 


EXTENT  OF  TUMOR  AT  TIME  OF 

INITIAL 

RESECTION 

Location 

Number 

Per  Cent 

Confined  to  bowel  wall  . . 

. 34 

38.6 

Serosal  breakthrough  (not  in 
pericolic  fat)  

. . 7 

7.9 

Pericolic  fat  invasion  

. . 7 

7.9 

Regional  nodes  involved  

. 23 

26.1 

Widespread  metastases  

. . 17 

19.3 

SURVIVAL 

The  five-year  survival  rate,  excluding  operative 
mortalities,  was  48.8  per  cent.  The  five-year  sur- 
vival relative  to  tumor  location  revealed  that 
transverse-colon  and  sigmoid  lesions  offered  the 
best  prognoses.  Of  those  dying  within  five  years 
of  operation,  one  patient’s  death  was  due  to  a cer- 
ebral hemorrhage.  In  this  case  the  postmortem 
examination  disclosed  no  evidence  of  malignancy. 
Conversely,  one  patient  died  seven  years  postoper- 
atively  of  a perforated  duodenal  ulcer.  He  was 
found  to  have  a second  primary  neoplasm  in  the 
cecum  at  autopsy. 

DISCUSSION 

For  purposes  of  comparison,  two  large  series  of 
cases  of  carcinoma  of  the  colon  at  other  institu- 
tions were  selected.  They  consisted  of  1,340  pa- 
tients at  the  University  of  Minnesota,  reported 
upon  by  Gilbertsen,1  and  608  patients  from  the 
Lahey  Clinic,  as  reported  by  Swinton.2  All  cases 
were  accumulated  between  1940  and  1955.  For 
convenience,  the  Minnesota  group  will  hereafter 
be  referred  to  as  “A,”  the  Lahey  group  as  “B,” 
and  our  group  as  “C.” 

There  were  differences  in  group  composition, 
and  in  operability  and  resectability  rates.  In  both 
the  series  seen  elsewhere,  there  were  54  per  cent 
males,  as  contrasted  to  our  100  per  cent.  The 
median  patient  ages,  however,  were  comparable 
(59,  60  and  63  years,  respectively). 

There  was  a considerable  spread  in  operability 
rates.  Our  low  rate  of  43.3  per  cent  reflected  the 


fact  that  many  of  our  patients  had  been  operated 
upon  previously  and  had  been  referred  to  the 
VA  Hospital  in  Iowa  City  for  terminal  care. 
However,  it  did  include  the  6.8  per  cent  of  pa- 
tients with  widespread  disease  in  whom  only 
biopsy  or  biopsy  and  colostomy  were  performed. 
The  98  and  92  per  cent  operability  rates  for 
groups  A and  B,  respectively,  included  a majority 
of  patients  on  whom  a definite  diagnosis  had  not 
previously  been  made,  and  on  whom  the  report- 
ing institution  did  the  initial  evaluation. 

Our  series  compared  more  favorably  with  those 
at  the  other  two  institutions  as  regards  extent  of 
disease  at  the  time  of  the  initial  operation.  Resec- 
tions were  performed  in  84  per  cent  of  patients 
operated  upon  in  group  A,  in  92.9  per  cent  of 
group  B,  and  in  93.2  per  cent  of  group  C.  The  sur- 
geon had  thought  the  procedure  curative  in  76, 
71.2  and  70.7  per  cent  of  cases,  respectively.  The 
pathologists  hadn't  been  so  optimistic.  They  had 
reported  tumor  localized  to  bowel  or  pericolic  fat 
in  only  54.5  per  cent  of  cases  in  series  B and  in 
54.4  per  cent  of  cases  in  series  C. 

In  neither  series  A nor  series  B were  data  pro- 
vided relative  to  presenting  symptoms,  but  we 
found  that  94  per  cent  of  our  patients  had  pre- 
sented with  histories  either  of  rectal  bleeding,  al- 
tered colonic  function  or  abdominal  pain.  In  a pre- 
vious study,  Swinton3  had  analyzed  901  cases  and 
had  found  a 98  per  cent  incidence  of  similar  symp- 
toms. Both  in  this  series  last  referred  to  and  in 
ours,  medical  evaluations  for  unrelated  condi- 
tions had  revealed  unsuspected  neoplasms  in  two 
per  cent  of  patients. 

The  locations  of  these  lesions  are  important  in 
that  most  are  to  be  found  within  the  rectum  and 
sigmoid,  and  can  be  reached  with  the  sigmoido- 
scope. In  considering  the  tumor-location  data  al- 
ready presented,  one  must  keep  in  mind  the  arbi- 
trary limits  of  the  various  colonic  segments.  For 
our  purposes,  a point  16  cm.  from  the  anus  was 
considered  the  junction  between  the  rectum  and 
the  sigmoid,  and  tumors  of  the  hepatic  and  splenic 
flexures  were  combined  with  those  of  the  trans- 
verse colon.  (The  figures  from  other  institutions 
noted  in  Table  3 are  consolidations,  so  that  their 
figures  might  correspond  with  ours.)  All  of  the 
tumors,  except  for  two  per  cent  in  group  B,  were 
adenocarcinomas. 

The  operative  mortality  varied  from  5.4  (group 
A)  to  6.2  per  cent  (group  B),  and  the  rate  for  our 
series  was  in  between  those — 5.7  per  cent. 

Although  the  percentage  of  five-year  survivals 
seemed  to  be  dependent  upon  tumor  location,  we 
found  that  this  relationship,  in  actuality,  was  not 
statistically  significant.  The  figures  were  as  fol- 
lows: 


798 


Journal  of  Iowa  Medical  Society 


December,  1963 


TABLE  8 

PERCENTAGES  OF  FIVE-YEAR  SURVIVALS  RELATIVE 
TO  TUMOR  LOCATIONS 


Rectum  Sigmoid  Descending  Transverse  Ascending  Overall 


A 

33.0 

37.0 

35.2 

33.3 

32.2 

B 

44.9 

C 40.0 

68.2 

no  cases 

50.0 

45.4 

48.8 

The  discrepancy  in  the  above  survival  figures 
perhaps  reflects  a greater  selectivity  in  our  group. 
This  probably  comes  about  through  our  43.3  per 
cent  operability  rate,  as  contrasted  with  the  98 
per  cent  operability  rate  in  group  A. 

STATISTICAL  ANALYSIS 

Besides  comparing  our  group  with  the  above 
two  series,  we  subjected  our  data  to  statistical 
analysis,  using  the  chi  square  method.  From  these 
calculations,  the  following  conclusions  were 
drawn: 

a.  There  was  no  relationship  between  tumor  lo- 
cation and  five-year  survival. 

b.  There  was  no  relationship  between  tumor  lo- 
cation and  duration  of  symptoms. 

c.  There  was  no  relationship  between  duration 
of  symptoms  and  five-year  survival.  However,  sur- 
vival became  progressively  poorer  as  symptom- 
duration  increased,  until  a duration  of  one  year 
was  reached.  At  that  point  the  figures  abruptly 


TABLE  9 

RELATIONSHIP  BETWEEN  LOCATION  OF  TUMOR  AND 
BLEEDING  OR  NON-BLEEDING 


Location  of 
Tumor 

Bleeding 

Non-Bleeding 

Total 

Per  Cent 
Bleeding 

Rectum 

24 

20 

44 

54.5 

Sigmoid 

13 

12 

25 

52.0 

Transverse 

1 

7 

8 

12.5 

Ascending 

0 

10 

10 

00.0 

Totals 

38 

49 

87 

reversed  themselves  and  survival  became  better. 
This  probably  reflected  a slow  tumor  growth  rate 
in  these  latter  patients. 

d.  There  was  a significant  relationship  between 
location  of  the  tumor  and  gross  bleeding  or  non- 
bleeding. Inspection  of  the  following  table  indi- 
cates that  gross  bleeding  tends  to  occur  most  fre- 
quently with  rectal  cancers,  less  frequently  with 
sigmoid  carcinomas,  and  relatively  infrequently 
with  transverse  and  ascending  lesions  (Table  9). 
(N-87)  (P  less  than  0.01) 

Several  of  the  results  of  the  above  analyses 
were  unexpected.  However,  the  lack  of  significance 
may  be  attributable  to  the  fact  that  there  were  too 
few  cases  in  the  series. 

Recent  trends  in  surgery  of  the  colon  favor  in- 
creasing the  scope  of  the  operation.  This  increase 
may  take  the  form  of  periaortic  node  dissection, 
the  early  isolation  and  occlusion  of  the  venous 
drainage,  or  the  use  of  chemotherapeutic  agents 
either  at  the  time  of  the  operation  or  in  the  post- 
operative period.  These  principles  are  currently 
being  applied  in  Iowa  City,  but  the  follow-up  pe- 
riod has  not  yet  been  sufficient  to  allow  a com- 
parison between  the  results  thus  secured  and  the 
data  presented  above. 

SUMMARY 

The  accumulated  experience  regarding  all  cases 
of  carcinoma  of  the  colon  at  the  Veterans  Admin- 
istration Hospital,  Iowa  City,  between  January  1, 
1953,  and  December  31,  1957,  has  been  presented. 
These  data  have  been  analyzed  with  reference  to 
two  large  series  reported  during  comparable  times, 
and  as  regards  statistical  levels  of  significance. 
In  terms  of  five-year  survival  and  operative  mor- 
tality, the  Iowa  City  figures  compare  favorably 
with  the  others.  The  only  statistically  significant 
relationship  was  between  bleeding  or  non-bleed- 
ing and  tumor  location. 
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SUMMARY  OF  CLINICAL  FINDINGS 

A 61-year-old  man  had  been  able  to  do  construc- 
tion labor  and  had  considered  himself  healthy  un- 
til 19  months  before  his  entrance  to  the  Univer- 
sity Hospitals.  Then,  while  under  emotional  stress, 
he  developed  sudden  upper-chest  pain  that  “went 
from  front  to  back  like  a knife.”  This  distress  was 
intermittent  for  about  12  hours,  and  he  then  be- 
came short  of  breath  and  developed  a non-pro- 
ductive cough  to  such  a degree  that  he  had  to  sit 
up  in  bed.  The  chest  pain  was  not  of  a pleuritic 
type.  He  was  hospitalized  soon  afterward,  and 
“sedatives”  were  administered.  Amnesia  was  pres- 
ent  for  the  next  four  days  of  his  stay  in  the  hos- 
pital. He  remained  hospitalized  for  about  two 
weeks,  and  his  convalescence  at  home  extended 
for  an  additional  month.  Sublingual  nitroglycerin 
tablets  and  pentaerythritol  tetranitrate  (Peritrate) 
were  prescribed  when  he  was  discharged  from 
the  hospital. 

He  went  back  to  work  as  a laborer,  and  took 
the  Peritrate  for  a few  months.  Shortness  of 
breath  and  substernal  chest  pain  without  radia- 
tion occurred  during  exertion  while  he  was  on 
the  job.  Once  the  shortness  of  breath  or  chest 
pain  started,  he  stopped  his  activity  for  a few 
minutes,  and  the  distress  passed  quite  promptly. 
He  did  not  take  the  sublingual  nitroglycerin  on 
these  occasions,  for  he  had  understood  he  should 
take  it  for  more  severe  pain  than  he  was  having. 
After  the  first  bout  of  chest  pain,  he  used  two  or 
three  pillows  at  night.  He  had  no  history  of  ankle 
edema,  paroxysmal  nocturnal  dyspnea,  hyperten- 
sion or  wheezing. 

Six  months  before  his  entrance  to  the  Univer- 
sity Hospitals,  anorexia  developed  and  was  severe 
for  a month.  He  could  provide  no  explanation  for 
it,  but  it  caused  him  to  lose  weight.  Gradually 
his  desire  to  eat  improved  somewhat,  but  each 
time  he  ate  he  experienced  abdominal  pains  that 
were  localized,  in  the  beginning,  about  the  umbili- 
cus and  in  the  epigastrium,  but  shifted  during 
the  last  two  months  to  his  left  lower  quadrant. 
The  pain  came  on  within  several  minutes  to  an 
hour  after  a meal,  and  he  described  it  as  colicky. 


Gaseousness,  with  belching,  excessive  flatus  and 
abdominal  distention,  seemed  to  accompany  the 
belly  pains. 

At  about  the  time  that  the  abdominal  pain  ap- 
peared, he  suffered  constipation  for  the  first  time 
in  his  life,  and  it  failed  to  respond  to  any  of  vari- 
ous laxative  preparations.  He  thought  the  abdom- 
inal pains  were  proportional  to  the  degree  of 
constipation,  since  relief  often  occurred,  partially 
at  least,  with  defecation.  He  had  to  resort  to 
digital  removal  of  his  stools.  The  character  of  the 
stools  was  not  described.  He  experienced  no 
vomiting  or  diarrhea. 

From  the  start  of  the  abdominal  pain,  nocturia 
occurred  two  or  three  times  each  night.  He  had 
no  relief  from  his  abdominal  symptoms  with 
urination.  There  were  no  other  genitourinary- 
tract  symptoms. 

A few  weeks  before  admission,  he  had  started 
taking  a liquid  diet,  on  his  physician’s  recom- 
mendation, and  he  found  that  it  caused  him  much 
less  gut  distress.  Thus  he  purposely  avoided  solid 
foods.  His  weight  had  fallen  from  the  usual  165  to 
129  lbs. 

The  remainder  of  his  history  was  not  pertinent. 

Physical  examination  revealed  normal  vital 
signs,  but  the  patient  appeared  chronically  ill  and 
wasted.  His  mood  was  depressed.  A basal-cell 
carcinoma,  3 mm.  in  diameter,  was  present  on  his 
right  cheek.  There  was  a Grade  II  harsh,  ejection- 
type  systolic  murmur  in  the  aortic  region,  which 
radiated  to  the  neck.  The  abdomen  was  scaphoid 
and  non-tender.  No  organ  enlargement,  masses, 
fecal  material  or  hernia  were  found.  No  bruits 
were  audible  over  the  abdomen.  The  bowel 
sounds  were  normal,  and  other  findings  in  the 
physical  examination  were  considered  normal. 

The  hemoglobin  level  was  15.4  Gm.  per  cent, 
and  the  white  blood  cell  count  was  9,700/cu.  mm., 
with  a normal  differential  smear.  The  hematocrit 
was  48  per  cent,  and  the  erythrocyte  sedimenta- 
tion rate  was  16  mm. /hr.  by  the  Westergren 
method.  There  was  2+  proteinuria,  but  the  re- 
mainder of  the  urinalysis  plus  a Watson-Schwartz 
qualitative  test  for  porphobilinogen  were  negative. 
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The  initial  stool  obtained  at  rectal  examination 
tested  4+  for  occult  blood,  but  three  subsequent 
stools  were  normal.  Purged  stools  for  ova  and 
parasites  were  negative.  The  Bromsulfalein  test 
showed  three  per  cent  retention  in  45  minutes. 
The  serum  albumin  level  was  3.9  and  the  globulin 
3.2  Gm.  per  cent.  The  serum  cholesterol  was  265 
mg.  per  cent.  Serum  calcium  was  11.1  and  phos- 
phorus was  3.9  mg.  per  cent,  and  alkaline  phos- 
phatase was  2.5  units.  Two-hour  postprandial 
(capillary)  blood  sugar  was  108  mg.  per  cent.  An 
oral  glucose  tolerance  test  (capillary  blood)  was 
abnormal.  Fasting  sugar  was  105,  half-hour  was 
202,  one  hour  was  256,  1%-hour  was  342,  and  two 
hours  was  135  mg.  per  cent.  The  serum  carotene 
was  26  micrograms  per  cent.  Fat  globules  were 
easliy  found  in  a stool  smeared  with  Sudan  stain. 

The  radioactive  I131-labeled  triolein  absorption 
studies  were  abnormal.  At  four  hours  the  blood 
contained  3.8  per  cent  of  the  ingested  meal  (nor- 
mal 8.5  ± 1.9  per  cent),  and  the  72-hour  stool  col- 
lection contained  28.5  per  cent  of  the  labeled  fat 
(normal  less  than  five  per  cent).  Sigmoidoscopy 
was  normal  to  25  cm. 

By  electrocardiography,  myocardial  disease  was 
suggested  by  ST-segment  and  T-wave  abnormali- 
ties, but  there  was  no  clear  evidence  of  myo- 
cardial infarction.  Chest  roentgenograms,  oral 
cholecystogram,  esophagram  and  barium  exam- 
ination of  the  colon  were  all  interpreted  as  nor- 
mal. Upper  gastrointestinal  roentgenograms 
showed  “filling  of  the  stomach  in  an  unusual  fash- 
ion, in  that  there  was  a redundancy  of  the  stom- 
ach, with  evidence  of  partial  volvulus.”  Gastric 
peristalsis  was  normal.  One  loop  of  small  bowel, 
presumably  in  the  lower  jejunum,  was  interpreted 
as  showing  some  edema.  Flat  and  upright  roent- 
genograms of  the  abdomen  were  taken  during  a 
period  of  postprandial  abdominal  pain.  Aside  from 
an  “irregular  density  adjacent  to  the  left  margin 
of  the  lumbar  spine  at  the  L-l  level,”  which  the 
radiologist  thought  was  caused  by  the  superior  pole 
of  the  left  kidney,  these  roentgenograms  contrib- 
uted no  positive  information.  Intravenous  pyelo- 
grams  showed  prompt  bilateral  function,  with  a 
well-defined  collecting  system  on  the  right  and  an 
indeterminate  collecting  system  on  the  left.  A 
translumbar  aortogram  showed  peripheral  attenu- 
ation of  the  superior  mesenteric  artery.  The  arte- 
ries of  the  celiac  axis  and  the  renal  arteries  were 
normal.  There  was  considerable  narrowing  of  the 
distal  aorta,  with  roughening  of  its  walls,  and 
these  changes  were  also  seen  in  the  common  iliacs. 

An  operation  was  performed. 

CLINICAL  DISCUSSION 

Mr.  Richard  Cameron,  junior  ward  clerk:  We 
noted  that  the  following  studies  and  values  were 
normal:  esophagram,  upper  gastrointestinal  series 
except  for  unusual  stomach  filling,  barium  enema, 


sigmoidoscopy,  cholecystogram,  Bromsulfalein  test 
and  alkaline  phosphatase.  From  these  we  ruled 
out  gross  abnormalities  of  the  small  and  large 
intestine,  gallbladder  and  liver.  The  presence  of 
steatorrhea  could  suggest  one  of  the  intestinal 
malabsorption  syndromes  such  as  non-tropical 
sprue,  but  the  glucose  tolerance  test  ruled  this 
out  with  a diabetic-type  curve.  Therefore,  by  the 
process  of  elimination,  we  focused  our  attention 
on  the  pancreas  and  noted  three  possibilities.  The 
first  two  are  probable,  and  the  third  is  possible 
though  not  probable.  They  are  chronic  pancrea- 
titis, carcinoma  of  the  pancreas,  probably  of  the 
body  or  tail,  and  pancreatic  calculi,  which  are 
rare.  All  of  these  can  cause  pancreatic  insuffi- 
ciency. 

In  support  of  chronic  pancreatitis  are  the  fol- 
lowing facts:  The  patient  had  an  increased  sedi- 
mentation rate,  an  increased  oral  glucose  toler- 
ance test  and  a high  postprandial  capillary  blood 
sugar.  He  had  an  abnormally  high  I131  triolein 
test,  a low  serum  carotene,  and  steatorrhea.  He 
also  had  obvious  weight  loss,  constipation,  belch- 
ing, and  excessive  flatus  with  epigastric  and 
abdominal  pain.  In  chronic  pancreatitis  the  char- 
acter of  the  pain  is  often  capricious,  and  its 
borders  are  usually  indeterminate.  The  abnormal 
filling  defect  of  the  stomach  could  have  been 
caused  by  direct  irritation.  The  edematous  loop 
of  small  bowel  could  have  been  a result  of  mes- 
enteric infarction,  possibly  from  an  aortic  valvular 
lesion,  since  he  had  a previous  history  of  heart 
disease. 

A factor  against  pancreatitis  was  the  time  limit. 
The  patient  had  had  no  previous  attacks,  and  also 
had  a rather  short  history  of  his  disorder.  Usually 
pancreatitis  has  a longer  course.  The  location  of 
the  pain  in  the  lower  left  abdominal  quadrant  is 
unusual.  This  could  have  been  indicative  of  ab- 
dominal angina,  for  there  was  evidence  on  x-ray 
of  superior  mesenteric  attenuation. 

Our  second  choice  was  carcinoma  of  the  pan- 
creas. It  would  probably  manifest  the  same  posi- 
tive findings.  However,  in  carcinoma  of  the  pan- 
creas the  pain  is  usually  dull  and  boring,  and 
radiates  to  the  back.  Also  steatorrhea,  which  this 
man  exhibited,  is  rare  in  carcinoma  of  the  pan- 
creas. Furthermore,  jaundice  is  usually  seen, 
though  it  may  not  appear  in  lesions  affecting  the 
body  or  the  tail.  Often  the  diagnosis  of  chronic 
pancreatitis  or  carcinoma  is  solved  only  by  sur- 
gical exploration.  It  would  have  been  helpful  to 
know  whether  there  was  a history  of  alcoholism 
in  this  case. 

A third  choice,  pancreatic  calculi,  should  be 
mentioned,  for  they  may  produce  the  same  clin- 
ical symptoms. 

In  summary,  our  diagnoses  are  chronic  pancrea- 
titis, superior  mesenteric  artery  insufficiency, 
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atherosclerotic  heart  disease  characterized  by 
angina  pectoris  with  possible  myocardial  infarc- 
tion, atherosclerosis  of  the  abdominal  aorta  and 
and  basal-cell  carcinoma. 

Dr.  R.  F.  Sheets,  Internal  Medicine:  Dr.  Eck- 
hardt  will  discuss  the  protocol  for  the  staff. 

Dr.  Richard  D.  Eckhardt,  Internal  Medicine:  I 
shall  not  go  into  any  lengthy  differential  diagnosis 
of  this  patient’s  problem.  I have  listed  some  refer- 
ences on  the  board,  apropos  of  the  condition  that 
I think  the  patient  had,1-4  intermittent  insufficien- 
cy of  the  superior  mesenteric  artery.  I shall  limit 
my  discussion  to  that  condition,  and  if  it  develops 
that  he  had  pancreatic  disease,  or  tumor  of  the 
stomach  or  retroperitoneal  area  or  elsewhere,  that 
will  be  acceptable  to  me. 

This  vigorous  worker  led  an  entirely  healthy 
life  until  overwhelming  chest  pain  suddenly  struck 
him  when  he  was  about  59  or  60  years  of  age. 
The  pain  was  described  as  sharp,  knife-like,  com- 
ing on  intermittently  for  12  hours,  and  resulting 
in  his  hospitalization  for  two  weeks.  During  his 
initial  hospital  stay,  he  was  dyspneic,  he  coughed 
a great  deal,  and  he  was  mentally  confused.  He 
returned  to  work  only  after  a month’s  convales- 
cence at  home. 

The  dramatic  description  of  his  chest  pain  sug- 
gests the  possibility  of  a dissecting  aortic  aneuysm. 
However,  the  absence  of  a history  of  hypertension, 
the  absence  of  roentgen  findings  of  a double-bar- 
reled aorta  or  of  physical  findings  of  dissimilarity 
of  the  pulses  on  either  side  of  his  body,  and  his 
recovery  from  his  initial  illness  so  that  he  was 
able  to  live  fairly  comfortably  for  two  subsequent 
years — all  of  these  make  me  think  that  a more 
reasonable  diagnosis  would  be  acute  myocardial 
infarction.  This  left  him  with  mildly  disabling 
angina  pectoris.  Although  angina  pectoris  suggests 
coronary  artery  disease,  a dissecting  aneurysm 
could  interfere  with  coronary  filling  and  could  al- 
so result  in  coronary  insufficiency.  Nevertheless, 
I shall  conclude  that  he  probably  had  a severe 
heart  attack. 

After  about  a year,  during  which  he  apparently 
had  some  limitation  of  physical  activity,  the  pa- 
tient noticed  a very  unusual  onset  of  severe  ano- 
rexia, and  when  he  did  eat,  he  found  that  abdom- 
inal pain  followed  a few  minutes  to  an  hour  later. 
This  markedly  interfered  with  his  eating  habits, 
so  that  he  lost  a great  deal  of  weight. 

It  was  because  of  the  intermittent  cramping 
abdominal  pain,  weight  loss  and  profound  consti- 
pation that  he  entered  the  hospital  for  study.  The 
physical  findings  revealed  very  little,  other  than 
showing  a cachectic  gentleman  with  auscultatory 
evidence  of  calcific  aortic  stenosis.  The  roentgen 
studies  were  obviously  of  tremendous  importance 
in  this  man.  Although  I am  not  going  to  alter  my 
diagnosis  at  this  time,  I am  most  anxious  to  hear 
what  Dr.  VanEpps  has  to  tell  us.  From  the  writ- 


ten description,  it  appears  these  very  helpful 
x-rays  were  not  inconsistent  with  a diagnosis  of 
vascular  insufficiency  of  the  superior  mesenteric 
artery,  plus  bowel  changes  that  might  accompany 
such  a condition. 

Dr.  VanEpps,  will  you  please  give  us  your 
interpretation  of  the  films? 

Dr.  Eugene  F.  VanEpps,  Radiology : I am  show- 
ing only  a portion  of  the  routine  films  taken  for 
an  upper-gastrointestinal  series.  The  first  one 
shows  a stream  of  barium  passing  into  the  stom- 
ach, the  fundus  of  which  is  dependent  as  though 
a volvulus  were  present.  The  subsequent  films 
show  the  dependent  fundus  and  the  elevated  body, 
with  barium  passing  out  the  duodenal  loop  into 
the  jejunum.  Peristalsis  is  evident  on  several  of 
the  films.  We  interpreted  the  streaming  of  the 
barium  as  due  to  a twist  of  the  stomach.  On  the 
delayed  roentgenogram,  there  is  minimal  edema 
of  some  of  the  ileal  segments,  suggesting  an  alter- 
ation in  the  motor  physiology  on  the  basis  of  a 
malabsorption  syndrome  due  to  mesenteric  artery 
disease. 

The  aortograms  were  read  as  suggesting  seg- 
mental narrowing  due  to  arteriosclerosis,  in  spite 
of  the  fact  that  the  aorta  appears  normal  distally. 

Dr.  Eckhardt:  Disease  syndromes  associated 
with  occlusion  or  thrombosis  of  the  superior  mes- 
enteric artery  have  been  recognized  for  40  years. 
The  fairly  extensive  review  article  by  Johnson 
and  Baggenstoss,  of  the  Mayo  Clinic,1  points  out 
that  in  about  half  of  these  individuals,  disease  of 
the  mesenteric  artery  is  associated  with  severe 
heart  disease — the  result  of  shock  from  an  acute 
myocardial  infarction,  congestive  failure  or  em- 
bolic phenomena.  An  additional  one-fourth  of  the 
cases  have  either  extensive  arteriosclerotic 
changes  in  the  mesenteric  artery  or  plaques  or 
thrombi  in  the  abdominal  aorta,  and  the  condi- 
tion has  extended  to  occlude  the  mesenteric  artery. 
The  remaining  causes  of  mesenteric-artery  oc- 
clusive disease  are  varied,  and  include  conditions 
such  as  polyarteritis  nodosa,  thromboangiitis  ob- 
literans and  occlusion  following  abdominal  surgi- 
cal procedures. 

The  second  article2  to  which  I have  referred 
points  out  that  malabsorption  is  not  at  all  an  in- 
frequent accompaniment  of  disease  of  the  supe- 
rior mesenteric  artery.  One  can  well  imagine  that 
vascular  insufficiency  to  the  gut  would  interfere 
with  digestion  and  absorption  of  food,  and  would 
result  in  the  malabsorption  syndrome.  It  does. 
This  patient  had  classical  laboratory  findings  of 
malabsorption.  It  is  of  interest  that  the  two  cases 
these  authors  reported  were  considerably  bene- 
fited following  surgical  procedures  that  relieved 
their  mesenteric-artery  obstruction. 

Another  syndrome  associated  with  occlusive  dis- 
ease of  the  superior  mesenteric  artery  is  called 
intermittent  mesenteric  ischemia,  intermittent  mes- 
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enteric  claudication,  or  abdominal  angina.  A few 
cases  of  this  very  interesting  syndrome  have  been 
recognized  over  the  past  25  years,  and  one  of 
them  was  seen  at  this  hospital  and  reported  by 
Drs.  Sedlacek  and  Bean.3  Classically,  this  syn- 
drome results  in  pain  in  the  abdominal  area  from 
30  to  60  minutes  after  eating.  The  pain  is  often 
cramping.  Patients  often  resort  to  frequent  and 
small  feedings,  and  often  prefer  liquid  foods.  To 
avoid  pain,  they  eat  very  little,  and  thus  lose 
weight.  The  S.U.I.  patient  was  found  to  get  con- 
siderable relief  from  leaning  forward,  or  to  one 
side  or  the  other.  In  other  words,  these  maneuvers 
appeared  to  relieve  torsion  and  stretch  on  his 
mesenteric  artery.  The  authors  thought  their  pa- 
tient had  a tumor  of  the  pancreas  or  retroperi- 
toneal area,  and  of  course,  the  differential  diag- 
nosis of  the  patient  whom  we  are  discussing  must 
also  have  included  that  possibility. 

The  last  article  I have  referred  to  is  an  excel- 
lent discussion  of  the  differential  diagnosis  of 
secondary  malabsorption  syndrome.4  Included  in 
the  listing  is  occlusive  disease  of  the  superior  mes- 
enteric artery. 

I should  like  to  make  a few  comments  about 
certain  of  this  patient’s  laboratory  findings.  The 
serum  calcium  was  mildly  elevated.  Perhaps  a 
diagnosis  of  hyperparathyroidism  should  be  enter- 
tained in  a patient  who  is  constipated  and  has 
cramping  abdominal  pain,  and  whose  serum  cal- 
cium is  greater  than  11  mg.  per  cent.  However, 
the  elevation  is  really  not  quite  high  enough  to 
disturb  me  appreciably,  and  I shall  dismiss  it. 
However,  I cannot  so  readily  disregard  the  dis- 
tinctly abnormal  glucose  tolerance  test.  There  are 
some  who  do  not  place  a great  deal  of  faith  in 
capillary  blood  sugar  values,  and  who  might  say 
that  these  results  are  merely  a little  beyond  nor- 
mal limits.  On  the  contrary,  I think  we  must  con- 
sider this  definitely  abnormal.  The  reason  why  we 
must  pay  attention  to  this  result  is  that  classically 
the  glucose  tolerance  curve  in  malabsorptive  states 
is  flat,  rather  than  of  the  diabetic  type.  Perhaps 
our  patient  had  diabetes  mellitus!  He  may  have 
had  destructive  disease  of  the  pancreas  such  as 
tumor  or  chronic  pancreatitis.  Furthermore,  it  is 
possible  that  the  arterial  blood  supply  to  the 
pancreas  was  compromised  by  an  occlusive  process 
similar  to  that  which  I feel  interfered  with  the 
blood  supply  to  his  small  intestinal  tract.  The 
take-off  of  the  celiac  axis  from  the  aorta  appeared 
quite  normal,  as  Dr.  VanEpps  pointed  out.  More 
distal  segments  that  supply  the  pancreas  might 
have  been  compromised,  however.  The  literature 
records  cases  in  which  thrombi  or  plaques  in  the 
aorta  have  interfered  with  pancreatic  blood  sup- 
ply by  occluding  the  celiac  axis  and  the  mesenteric 
arteries,  with  resultant  necrosis  of  the  pancreas 
and  abnormal  glucose  tolerance  curves.  I shall 


have  to  conclude  that  this  man  had  an  abnormal 
glucose  tolerance  curve  for  reasons  unclear  to  me. 

In  summary,  therefore,  I think  this  gentleman 
had  extensive  and  generalized  arteriosclerosis, 
that  he  had  heart  disease  manifested  by  calcific 
aortic  stenosis,  as  well  as  by  coronary  atheroscle- 
rosis and  angina  pectoris,  and  that  he  had  ar- 
teriosclerotic disease  of  his  adbominal  aorta  which 
involved  his  superior  mesenteric  artery.  I hope 
the  surgeons  found  a remediable  condition,  and 
that  they  were  able  to  do  an  endarterectomy, 
remove  a plaque,  or  do  some  reconstructive  pro- 
cedure to  improve  the  arterial  supply  to  his  small 
bowel.  And  I trust  that  this  may  have  benefited 
both  the  abdominal  angina  and  the  malabsorption 
syndromes. 

Dr.  Sheets:  Are  there  any  questions? 

Audience:  Is  constipation  often  seen  in  this  syn- 
drome? 

Dr.  Eckhardt:  Individuals  who  have  occlusive 
disease  of  the  mesenteric  artery  may  have  a very 
atonic  bowel,  in  which  case  constipation  would  be 
a prominent  feature.  This  may  occur  with  mal- 
absorption, although  most  patients  with  the  mal- 
absorption syndrome  have  frequent  loose  bowel 
movements.  Malabsorption  and  constipation,  there- 
fore, are  not  mutually  exclusive,  though  there  are 
only  a few  such  cases  recorded  in  the  literature. 
I think  that  this  man  certainly  should  have  been 
explored.  If  occlusive  arterial  disease  was  not 
found,  and  if  a tumor  or  some  other  condition  was 
found  instead,  I hope  the  surgeons  were  able  to 
correct  whatever  was  troubling  the  patient. 

Dr.  Sheets:  Would  you  care  to  say  anything 
about  the  absorption  tests,  Dr.  Schedl? 

Dr.  H.  Schedl,  Internal  Medicine:  The  absorp- 
tion tests  were  compatible  with  small-bowel  dis- 
ease. The  d-xylose  test  measures  small-bowel  ab- 
sorptive function.  A 25  Gm.  dose  of  d-xylose  is 
taken  by  mouth,  and  if  it  is  properly  absorbed,  the 
blood  level  is  greater  than  20  mg.  per  cent  in  two 
hours,  and  urine  collected  during'  the  five-hour 
period  after  ingestion  contains  6.5  ± 1.2  Gm.  of 
xylose.  The  urine  xylose  is  the  more  significant. 
If  there  is  disease  in  the  small  bowel,  providing 
an  inadequate  absorptive  surface,  or  if  the  small- 
intestinal  blood  supply  is  inadequate,  a normal 
amount  of  xylose  does  not  enter  the  blood,  and 
even  if  kidney  function  is  good,  the  kidneys  will 
not  excrete  a normal  amount  of  xylose. 

The  five-hour  urine,  in  this  case,  contained  only 
2.9  Gm.  of  xylose — about  half  of  the  expected 
amount.  The  two-hour  blood  contained  18.8  mg. 
per  cent,  which  is  just  a little  bit  low.  The  radio- 
active triolein  test  showed  poor  fat  absorption, 
but  that  could  have  been  caused  by  pancreatic 
disease — i.e.,  impaired  digestion — as  well  as  small- 
bowel  disease  with  impaired  absorption. 

Dr.  Sheets:  Will  you  tell  us  what  was  found  at 
autopsy,  Dr.  Warner? 
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Dr.  Emory  D.  Warner,  Pathology:  This  patient 
did  not  come  to  autopsy  and  all  that  I have  to  dis- 
cuss is  the  surgical  specimen  that  was  removed  at 
operation.  For  this  reason,  I can’t  give  you  nega- 
tive findings  except  to  say  that  we  did  have  a 
sizeable  part  of  the  pancreas  which  was  essential- 
ly normal.  There  was  only  mild  interstitial  fi- 
brosis, which  is  not  unusual  for  a man  of  the  pa- 
tient’s age. 

The  lesion  present  in  the  tissue  that  was  re- 
moved was  a large  carcinoma  of  the  stomach. 
This  mass  involved  the  posterior  wall  of  the  stom- 
ach as  an  ill-defined,  fungating  mass  10  cm.  in 
diameter  and  extending  through  the  posterior 
wall  into  the  adjacent  tissue.  Posterior  to  it  was 
a mass  of  matted  lymph  nodes  4 cm.  in  diameter. 
Included  with  the  stomach  was  an  essentially  nor- 
mal spleen  and,  as  I have  said,  a large  segment 
of  essentially  normal  pancreas.  Ten  lymph  nodes 
were  included,  all  of  which  had  been  almost  com- 
pletely replaced  by  tumor. 

The  first  slide  is  of  one  area  of  the  carcinoma 
which  was  fungating,  soft,  partially  necrotic  and 
very  mucoid.  Histologically,  it  illustrates  ulcer- 
ating carcinomas  of  the  stomach  with  masses  of 
irregular  glands  formed  by  neoplastic  epithelium 
scattered  about  in  the  stroma,  together  with  a 
fair  number  of  inflammatory  cells. 

The  next  slide  perhaps  is  a more  classic  pic- 
ture of  carcinoma  of  the  stomach,  with  irregular 
glands  formed  by  the  invading  carcinoma  cells 
as  they  penetrate  the  muscularis  of  the  stomach. 

The  next  slide  is  of  another  area  of  the  same 
carcinoma.  It  shows  tumor  cells  which  are  goblet 
cells  forming  large  amounts  of  mucus.  The  cells 
slough  off  into  the  lumens  of  these  glands  to  be- 
come a part  of  the  mucus. 

Here  is  another  area  in  which  you  can  see  no 
epithelial  cells  at  all.  Strands  of  collagen  repre- 
sent the  supporting  stroma.  The  great  bulk — per- 
haps 99  per  cent — of  the  tissue  is  nothing  but 
mucus.  There  were  large  areas  of  tumor  that  re- 
sembled this  specimen. 

Here  is  another  area  of  the  tumor  in  which  there 
were  solid  masses  of  neoplastic  cells  which  were 
forming  no  structural  pattern — neither  cords  nor 
irregular  acini.  The  cells  have  a much  vacuolated 
cytoplasm,  and  in  places  form  “signet  ring”  cells 
such  as  this.  I show  these  different  areas  of  the 
same  tumor  simply  to  demonstrate  how  variable  a 
large  carcinoma  is  likely  to  be,  microscopically, 
when  one  looks  at  different  parts  of  it. 

I have  had  the  feeling  for  a number  of  years 
that  we  are  seeing  fewer  and  fewer  carcinomas 
of  the  stomach,  and  more  and  more  carcinomas 
of  the  large  bowel.  Vital  statistics  from  the  U.  S. 
Public  Health  Service  contain  many  inaccuracies, 
as  all  of  you  know,  but  perhaps  they  are  the  best 
overall  figures  we  have.  In  1941,  of  all  deaths, 


166,000  were  due  to  neoplasms,  and  73,000  of  those 
were  of  the  digestive  tract.  Although  there  was 
a sizeable  increase  in  the  total  number  of  cancer 
deaths  in  1959,  there  actually  had  been  more 
deaths  due  to  gastric  cancer  in  1941  than  there 
were  in  1959.  In  contrast,  there  was  an  appreci- 
able increase  in  the  number  of  large-bowel  can- 
cers between  1941  and  1959. 

Coming  back  to  the  present  case,  I can’t  say 
that  this  man  had  no  significant  narrowing  of  the 
mesenteric  artery.  I don’t  know  how  much  of  his 
digestive  disturbance  was  the  result  of  his  large 
gastric  carcinoma  and  how  much  he  may  have 
had  in  the  way  of  other  things  as  additional  com- 
plications. 

Dr.  Sheets:  Did  you  take  into  consideration  that 
the  number  of  patients  seen  in  1960  was  probably 
greater  than  the  number  seen  in  1950? 

Dr.  Warner:  Yes,  there  was  a decrease  in  the 
actual  number.  By  this  I mean  that  despite  the 
fact  that  more  people  were  seen  in  1960,  there  was 
an  actual  decrease  in  the  number  of  gastric  can- 
cers found.  I was  surprised  that  the  decrease  was 
not  greater. 

Dr.  Sheets:  Dr.  Lawrence,  would  you  like  to 
comment  at  this  time  about  what  you  found  at 
operation? 

Dr.  Montagu  S.  Lawrence,  Surgery:  At  the  time 
of  operation,  this  patient  had  very  good  pulsations 
in  his  proximal  superior  mesenteric  artery.  We 
were  actually  able  to  see  pulsations  in  the  small 
vessels  as  they  reached  the  mesenteric  border  of 
the  bowel,  so  we  do  not  think  that  there  was  a 
significant  obstruction  of  the  superior  mesenteric 
artery  grossly.  Ordinarily,  the  surgical  lesion  of 
superior  mesenteric  occlusive  disease  is  located  at 
the  origin  of  the  superior  mesenteric  artery,  and 
there  are  normal  vessels  distal  to  that  point,  with 
some  post-stenotic  dilatation.  Lesions  that  are  in 
the  distal  mesenteric  artery  are  not  surgically  cor- 
rectable, but  we  were  not  sure  about  this  patient, 
even  though  he  had  this  slightly  distal  cut-off.  We 
felt  he  neded  exploration,  since  he  did  have  altera- 
tions in  his  absorption  syndrome.  I should  like  to 
know  whether  this  patient  was  studied  again  fol- 
lowing operation. 

Dr.  W.  B.  Galbraith,  Internal  Medicine:  He  was 
not  restudied  for  malabsorption.  He  was  too  ill  on 
each  subsequent  admission  to  undergo  proper 
tests. 

Dr.  Lawrence:  We  have  explored  two  patients 
who  had  occlusive  disease  of  the  superior  mesen- 
teric artery,  and  both  were  found  to  have  this 
lesion  at  the  time  of  operation.  They  had  not  been 
studied  angiographically  prior  to  surgery.  In  the 
first  of  them,  we  did  an  endarterectomy  of  the 
superior  mesenteric  artery,  but  it  later  became 
obstructed,  and  the  patient  developed  gangrene 
of  the  bowel  and  died.  In  the  second  patient,  we 
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In  many  communities  efforts  to  fluoridate  public  water  supplies  have 
met  with  opposition  from  people  who  object,  for  religious  or  other 
personal  reasons,  to  being  compelled  to  take  any  type  of  ''medica- 
tion'' against  their  wishes.  This  opposition  is  strengthened  by  those 
who  have  no  objection  to  fluoridation  itself,  but  who  object  to  any 
method  which  involves  compulsion  of  others  and  does  not  allow  for 
individual  choice. 

Unfortunately,  until  now,  none  of  the  methods  for  individual  admin- 
istration of  fluorides  have  met  with  much  success  in  coping  with  a 
problem  of  such  magnitude.  The  effectiveness  of  topical  application 
to  the  teeth  of  concentrated  fluoride  solutions  is  limited  by  the  avail- 
ability of  trained  dental  personnel  and  the  diligence  of  patients  in 
obtaining  such  treatment.  Fluoride-containing  dentifrices  are  of  lim- 
ited value,  even  when  used  regularly  and  with  good  tooth-brushing 
technique.  The  use  of  prescription  products  containing  fluorides  in 
the  form  of  drops  or  lozenges  has  gained  wide  popularity  in  recent 
years,  but  few  families  use  these  preparations  as  consistently  as 
they  should.  Furthermore,  the  number  of  families  which  discontinue 
using  them  after  the  first  few  prescriptions  is  discouragingly  high 
and  familiar  to  every  practitioner. 

Now,  however,  the  ideal  method  for  providing  the  benefits  of  fluori- 
dated drinking  water  to  individual  families  is  available  in  the  DEGNA 
Fluoridator.  Developed  in  cooperation  with  the  United  States  Public 
Health  Service,  the  DEGNA  has  proved  itself  to  be  completely  safe, 
effective,  and  reliable.  It  has  been  field  tested  for  more  than  two 
years,  and,  during  a test  marketing  program  sponsored  by  the 
U.S.P.H.S.,  the  DEGNA  met  successfully  all  the  standards  set  for  it 
by  that  agency.  The  DEGNA  Fluoridator  is  an  automatic  device  cap- 
able of  providing  optimally  fluoridated  water  when  installed  in  a 
household  water  supply  system.  By  means  of  an  accurate  capillary 
feeding  mechanism,  a predetermined  amount  of  30%  potassium 
fluoride  solution  is  introduced  into  the  home  water  supply  to  main- 
tain a resulting  fluoride  concentration  of  1.0  part  per  million  ± 0.2 
p.p.m.  The  rate  of  feed  is  adjustable  to  compensate  for  variations  in 
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HOW  THE  UNIT  WORKS 

Service  water  enters  the  unit  in  the  direction  shown  by  the  arrow.  It  passes  through  the  expand- 
able rubber  orifice  creating  a pressure  drop  on  the  down  stream  side  of  the  orifice.  This  drop  is 
directly  proportional  to  the  service  flow  through  the  unit  in  the  flow  range  of  1V2-15  gpm.  This  dif- 
ferential pressure  opens  diaphragm  valve  assembly  (high  pressure  beneath  and  low  pressure  above) 
and  exerts  pressure  on  KF  solution  bottle  as  high  pressure  water  flows  through  the  check-port  directly 
beneath  the  flat  diaphragm.  This  allows  KF  solution  to  flow  from  bottle  on  high  pressure  side  through 
the  capillary  to  the  low  pressure  side  of  the  orifice. 
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did  an  endarterectomy  of  the  superior  mesenteric 
artery,  but  she  developed  difficulty  following  that 
procedure.  At  the  time  of  operation,  we  obtained 
a very  good  flow  of  blood.  Later,  we  found  that 
she  had  a flap  of  calcium  along  the  wall  of  the 
aorta  which  was  acting  somewhat  like  a ball- 
valve,  for  although  we  could  get  the  lumen  open 
and  get  a good  flow,  as  soon  as  we  took  our  probe 
out  of  the  vessel,  it  closed  over.  So  we  did  not 
have  a satisfactory  distal  flow  of  blood  afterward. 
We  operated  again  on  this  patient,  and  ligated 
the  superior  mesenteric  artery.  Then  we  carried 
out  an  end-to-side  anastomosis  between  the  distal 
portion  of  the  superior  mesenteric  artery  and  the 
aorta.  The  patient  developed  ileus  following  the 
operation,  and  with  resulting  tension  on  the  anas- 
tomotic line,  disruption  occurred  and  she  died 
from  massive  hemorrhage. 

The  definitive  diagnosis  of  superior  mesenteric 
occlusion  should  be  made  by  arteriograms,  and 
such  arteriograms  probably  are  best  made  by 
using  retrograde  femoral  catheterization,  locating 
the  catheter  at  the  level  of  the  superior  mesen- 
teric artery,  and  then  injecting  dye  to  determine 
the  occlusive  nature  of  the  superior  mesenteric 
artery.  Or  one  might  insert  a catheter  to  the  same 
area  by  way  of  the  left  brachial  artery.  I think 
that  most  patients  who  have  superior  mesenteric 
occlusive  disease  have  extensive  or  additional 
disease  at  the  bifurcation  of  the  aorta,  and  may 
also  have  occlusive  disease  at  the  bifurcation  of 
the  common  iliac  arteries.  Therefore,  I think  that 
in  most  patients  in  whom  we  have  tried  to  do 
retrograde  catheterization,  we  have  been  unable  to 
get  a catheter  to  the  desired  level  because  of  the 
obstructive  disease.  We  have  relied  on  translum- 
bar  aortography  to  determine  the  patency  of  the 
superior  mesenteric  artery. 

If  we  find  that  a patient  has  an  occlusion  of  the 
proximal  portion  of  the  superior  mesenteric  ar- 
tery, and  if  we  want  to  reestablish  circulation, 
we  can  do  it  one  of  three  ways.  The  first  method 
would  be  an  endarterectomy,  with  removal  of  the 
obstructive  material  and  repair  of  the  vessel.  The 
second  method  requires  removal  of  the  calcifica- 
tion and  then  closure  of  the  arteriotomy  wound 
by  means  of  patch  angioplasty.  A small  teardrop 
piece  of  plastic  material,  such  as  Teflon  or  Dacron 
or  a segment  of  the  inferior  mesenteric  vein,  is 
used  to  close  the  opening  so  as  to  provide  a wider 
anastomosis.  There  is  also  a possibility  that  the 
occluded  vessel  might  be  split  and  the  defect  in 
the  artery  closed  with  a patch  angioplasty,  leaving 
the  calcification,  thus  forming  a new  anterior 
channel  for  the  flow  of  blood  to  the  distal  arterial 
tree.  The  third  method  requires  a complete  by- 
pass of  the  obstruction  with  a vein  graft  from  the 
anterior  wall  of  the  aorta  to  the  distal  superior 
mesenteric  artery.  If  one  didn’t  wish  to  use  a 


vein,  he  might  use  a tubular  piece  of  Dacron  or 
Teflon  fabric. 

I believe  that  the  best  results  are  obtained  by 
using  a by-pass  graft  from  the  aorta  anteriorly 
to  the  distal  portion  of  the  superior  mesenteric 
artery,  leaving  the  calcification  intact.  The  calci- 
fication at  the  origin  of  the  superior  mesenteric 
artery  is  somewhat  difficult  to  expose.  It  is  located 
near  the  lower  border  of  the  pancreas  and,  since 
quite  frequently  the  calcification  extends  into  the 
aorta,  it  is  very  difficult  to  do  a successful  endar- 
terectomy in  this  area. 

Dr.  Sheets:  I think  we  chose  this  case  for  CPC 
because  the  patient  had  been  well  studied,  but  in 
spite  of  all  the  information  that  was  available 
about  him,  and  in  spite  of  all  the  laboratory  tests 
that  were  done  on  him,  the  correct  diagnosis  was 
discovered  only  at  operation.  I think  it  would  be 
worthwhile  to  backtrack  now  to  see  whether  we 
can  figure  out  why  we  went  astray.  Perhaps  by 
so  doing  we  can  avoid  making  the  same  mistake 
again,  and  we  can  learn  something  about  the 
laboratory  tests  that  we  must  rely  on  in  a great 
number  of  instances. 

Dr.  VanEpps:  I’m  sure  I don’t  need  to  tell  you 
of  the  reliance  that  clinicians  place  on  radio- 
graphic  procedures.  Using  that  most  valuable  of 
instruments,  the  retrospectroscope,  I must  state 
we  missed  the  diagnosis  of  carcinoma  of  the  stom- 
ach. I have  no  doubt  that  a diagnosis  could  have 
been  made,  but  somehow  there  was  a significant 
lack  of  inquisitiveness,  and  the  body  of  the  stom- 
ach was  inadequately  studied  in  the  lateral  roent- 
genographic  projection.  In  this  spot  film,  there  is 
a mass  protruding  into  the  lumen  from  the  pos- 
terior wall.  The  esophogram  also  shows  barium 
passing  around  a mass. 

As  far  as  the  lumbar  aortogram  is  concerned,  I 
would  not  have  read  it  as  indicating  any  abnor- 
mality. The  aorta  is  too  smooth,  and  there  is  no 
abrupt  narrowing  or  stenosis  of  the  superior  mes- 
enteric artery.  The  slight  narrowing  two  centi- 
meters distal  to  its  take-off  certainly  did  not  pro- 
duce any  problems  in  terms  of  total  blood  flow. 
Although  there  are  variations  in  the  attentuation 
pattern  of  the  superior  mesenteric  artery,  I feel 
that  the  pattern  in  this  case  is  normal. 

Dr.  Jack  Layton,  Pathology:  How  would  you 
interpret  the  band  in  the  stomach  that  was  shown 
in  the  x-ray  films,  Dr.  VanEpps? 

Dr.  VanEpps:  I believe  it  is  one  side  of  the 
neoplasm  protruding  into  the  stomach  from  the 
posterior  wall.  Barium  is  passing  around  an  ir- 
regular mass  in  this  supine  spot  film,  and  the  up- 
right spot  film  shows  irregularity  of  the  gastric 
outline  inferiorly,  with  air  above.  This  is  neoplas- 
tic involvement  of  the  stomach  and  its  wall. 

Dr.  Paul  M.  Seehohm,  Internal  Medicine:  You 
have  said  positively  that  that  is  air.  How  do  you 
know  that  it  isn’t  due  to  an  absence  of  barium? 
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Dr.  VanEpps:  Air  density  is  less,  radiograph- 
ically, than  that  of  soft  tissue,  etc.  The  air  den- 
sity is  darker  in  this  film,  and  the  tumor  which  is 
here  is  of  a different  density. 

Dr.  Sidney  E.  Ziffren,  Surgery:  Isn’t  it  true.  Dr. 
Lawrence,  that  in  almost  every  instance  when  a 
patient  has  mesenteric  artery  insufficiency,  he  has 
diarrhea? 

Dr.  Lawrence:  I don’t  know  about  superior 
mesenteric  artery  occlusion,  but  we  have  seen  in- 
ferior mesenteric  artery  occlusion  in  nearly  every 
patient  who  has  an  abdominal  aneurysm. 

Dr.  Ziffren:  What  about  the  patient  who,  for 
instance,  develops  sudden  occlusion  after  aortic 
resection? 

Dr.  Lawrence:  Dr.  Ziffren  is  asking  about  a pa- 
tient who  gets  into  trouble  with  insufficiency  of 
the  large  intestine  after  the  sacrifice  of  his  in- 
ferior mesenteric  and  also  his  internal  iliacs. 
Such  people  do  get  diarrhea.  It  is  the  first  symp- 
tom in  a patient  with  vascular  insufficiency  of  the 
distal  colon  occurring  within  the  first  two  or 
three  days  following  operation. 

Audience:  Could  pressure  exerted  by  this  mass 
have  distorted  the  blood  supply? 

Dr.  Lawrence:  I don’t  think  so.  The  mass  was 
located  mainly  in  the  proximal  portion  of  the 
stomach  and  to  the  left.  It  appeared  to  be  stuck 
to  the  pancreas,  with  a large  mass  outside  of 
the  stomach.  The  distal  portion  of  the  stomach 
was  free.  This  patient  never  could  get  very  much 
into  his  stomach.  He  said  that  he  had  had  trouble 
swallowing  solids,  but  didn’t  have  trouble  with 
liquids. 

Dr.  Layton:  What  was  the  relation  of  the  four- 
centimeter  mass  of  lymph  nodes  to  the  vessels? 

Dr.  Lawrence:  Right  down  on  the  celiac  axis. 
We  took  everything  and  left  only  the  right  gastric 
artery. 

Dr.  Edward  E.  Mason,  Surgery:  The  attentua- 
tion  of  the  vessels  in  the  distal  portion  might  be 
due  to  the  fact  that  the  patient  didn’t  have  much 
food  in  his  gut,  and  the  blood  supply  was  reduced. 
The  other  factor  that  might  explain  attentuation 
would  be  a reduced  blood  volume  associated  with 
severe  weight  loss.  Often,  in  patients  with  cancer 
and  weight  loss,  the  blood  pressure  is  low.  What 
was  this  man’s  blood  pressure? 

Dr.  Lawrence:  He  had  good  pulsations  in  the 
blood  vessels  around  his  bowel  at  the  mesenteric 
border,  so  I know  that  he  had  no  obstructive  dis- 
ease. I don’t  remember  what  his  inferior  mesen- 
teric arteries  looked  like,  but  he  had  very  good 
pulsation  through  his  superior  mesenteric. 

Dr.  Galbraith:  His  blood  pressure  was  140  TOO 
mm.  Hg. 

Dr.  Sheets:  How  would  you  interpret  this  case, 
in  retrospect,  Dr.  Galbraith? 

Dr.  Galbraith:  In  retrospect,  perhaps  it  was  a 
“bad  call.”  Dr.  Lawrence  mentioned  that  the  pa- 


tient had  complained  of  dysphagia.  He  complained 
of  it  to  only  one  of  perhaps  half  a dozen  observers, 
including  a couple  of  us  who  spent  a long  time 
trying  to  sort  out  his  many  symptoms,  trying  to 
determine,  among  other  things,  whether  he  had 
dysphagia.  Dr.  James  Clifton  talked  to  him  care- 
fully, too.  I didn’t  think  that  dysphagia  was  a 
prominent  finding.  There  was  a surgical  consultant 
who  got  this  story. 

In  reviewing  his  chart  now,  I certainly  think  it 
pays  to  play  “statistical  favorites.”  Still,  as  best  I 
can  put  the  clinical  picture  together,  I should  think 
mesenteric-artery  insufficiency  was  a good  diag- 
nosis, and  I think  that  possibility  should  have 
been  explored  by  our  surgical  colleagues.  There 
were  other  working  diagnoses.  Dr.  Lawrence,  his 
resident  and  I had  talked  about  the  possibility  of 
other  things,  including  carcinoma  of  the  pancreas. 
So  we  felt  that  he  should  be  explored  on  that  basis. 

I should  like  to  give  the  follow-up  on  this  man, 
as  far  as  we  know  it.  He  has  been  back  in  this 
hospital  four  times.  The  first  of  these  occasions 
was  three  weeks  after  surgery.  He  was  doing  very 
well.  He  was  able  to  eat,  he  had  no  pain,  he  had 
gained  a couple  of  pounds  of  weight  and  was  up 
on  his  feet,  and  though  he  had  mild  constipation, 
it  wasn’t  so  severe  as  it  had  been  before  surgery. 
He  returned  about  a week  later,  however,  and 
had  the  first  of  several  episodes  of  deep  venous 
thrombosis,  principally  involving  the  calves.  He 
was  admitted  to  the  hospital,  anticoagulated  with 
heparin,  with  good  responses,  and  was  discharged 
after  a few  days.  He  returned  one  month  later 
with  pain  and  weakness  in  both  legs  and  bilateral 
calf-vein  thrombosis.  At  that  time  he  was  also 
vomiting  after  each  of  his  meals,  and  was  unable 
to  keep  any  food  down.  An  upper  gastrointestinal 
series  was  attempted,  and  a block  was  found  at 
the  esophageal-antral  junction  where  he  had  had 
his  anastomosis.  It  was  biopsied  and  found  to 
consist  of  “granulation  tissue.”  After  many  at- 
tempts to  pass  a tube  and  dilate  this  stricture, 
the  surgeons  finally  got  it  opened  a bit  and  the 
patient  was  able  to  take  liquids,  but  the  lumen 
soon  closed  off.  He  came  back  three  months  after 
his  operation  for  his  final  visit.  At  that  time  he 
was  confused,  disoriented,  flaccid  on  one  side  and 
spastic  on  the  other.  It  was  thought  that  he  had 
suffered  a cerebral-artery  thrombosis.  He  was 
unable  to  eat  at  that  time,  and  was  very  cachectic. 
He  had  hard  nodes  in  the  supraclavicular  fossa 
and  a rectal  shelf.  He  was  sent  home  to  die  with- 
out further  treatment.  Because  he  was  unable  to 
eat  and  was  very  ill,  we  didn’t  repeat  absorption 
studies  on  him,  or  do  any  of  the  other  things  that 
might  have  helped  us  to  learn  whether  the  oper- 
ation had  made  any  difference  in  the  preopera- 
tive findings  of  malabsorption. 

Dr.  Sheets:  There  is  one  finding  in  the  protocol 
to  which  I think  more  attention  should  have  been 
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paid.  That  was  the  4+  positive  test  for  occult  blood 
in  the  stool,  even  though  it  was  followed  by  nor- 
mal values.  We  see  this  discrepancy  quite  fre- 
quently in  the  charts  of  patients  who  have  had 
a number  of  stool  examinations  for  blood.  Bleed- 
ing occurs  intermittently  in  patients  who  have 
stomach  lesions.  It  may  be  that  they  bleed  at  one 
time,  then  stop,  and  bleed  later  on. 

Another  interesting  thing,  I think,  is  that  even 
though  this  man  had  a fairly  large  tumor  of  the 
stomach,  he  had  a normal  hemoglobin.  Ordinarily, 
in  patients  who  have  carcinomas  of  the  stomach 
of  this  size,  there  is  anemia.  It  isn’t  always  as- 
sociated with  blood  loss,  but  is  caused  also  by 
hemolytic  effects  of  the  tumor  itself  on  the  red 
blood  cells. 

Are  there  any  more  questions? 

Dr.  Layton:  It  is  recorded  that  gastric  peristalsis 
was  normal.  That  seems  a little  strange  in  view  of 
the  sections  Dr.  Warner  exhibited,  showing  mas- 
sive infiltration  of  the  gastric  wall  by  adeno- 
carcinoma. Would  Dr.  VanEpps  care  to  comment 
on  that? 

Dr.  VanEpps:  I mentioned  that  peristalsis  was 
present,  but  it  was  in  the  antrum.  There  was  no 
peristalsis  in  the  two  films  which  showed  the 
lesion  adequately. 

Dr.  Layton:  Should  that  make  the  roentgenolo- 
gist suspicious? 

Dr.  VanEpps:  This  film  should  be  the  tip-off. 
Now  that  the  discussion  is  about  over,  I might 
state  that  one  of  our  residents  asked  the  surgeons 
to  be  sure  to  look  at  the  stomach  while  they  were 
exploring  the  abdomen.  He  had  a high  index  of 
suspicion. 

SUMMARY  OF  PATHOLOGIC  FINDINGS 

Adenocarcinoma  of  stomach,  with  metastases  to 
10  regional  lymph  nodes. 

STUDENTS'  DIAGNOSES 

Chronic  pancreatitis 

Superior  mesenteric-artery  insufficiency 

Arteriosclerotic  heart  disease,  with  angina  pec- 
toris and  possible  myocardial  infarction 

Atherosclerosis  of  the  abdominal  aorta 

Basal-cell  carcinoma 

DR.  ECKHARDT’S  DIAGNOSES 

Generalized  arteriosclerosis 

Calcific  aortic  stenosis 

Coronary  atherosclerosis,  with  angina  pectoris 

Arteriosclerotic  disease  of  the  abdominal  aorta, 
involving  the  superior  mesenteric  artery. 
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Tapering-Off  From  Football 

At  the  end  of  the  football  season,  thousands  of 
young  athletes  were  released  from  rigorous  train- 
ing schedules.  Will  they  end  their  training  with 
the  season,  or  will  they  make  their  training  regi- 
men a pattern  for  daily  living? 

Obviously,  the  football  players  who  wind  up  the 
season  cannot  be  expected  to  keep  up  the  daily 
hard  training  grind  on  their  own  initiative.  But 
they  can  be  made  aware  of  what  happens  if  they 
suddenly  break  off  exercise  and  return  to  a com- 
pletely sedentary  existence  for  the  winter  months. 

In  a comment  issued  jointly  by  the  National 
Federation  of  State  High  School  Athletic  Associa- 
tions and  the  Committee  on  the  Medical  Aspects 
of  Sports  of  the  American  Medical  Association,  the 
experts  point  out  that  a year-round  program  of 
physical  conditioning  should  be  advocated  for  all 
those  interested  in  athletics.  Maintaining  strength, 
endurance  and  agility  makes  possible  high  per- 
formance levels  and  protection  against  injury.  It 
also  reduces  the  necessity  of  the  trying,  early- 
season  period  of  crash-conditioning. 

Of  course,  in  many  smaller  schools  some  of  the 
football  players  will  promptly  begin  playing  bas- 
ketball at  the  end  of  the  grid  season,  and  their 
continued  training  is  automatic.  The  others  can 
help  to  keep  themselves  in  shape  by  regular  work- 
outs in  the  school  gym,  and/or  by  engaging  in  any 
of  various  indoor  winter  sports  that  require  con- 
siderable activity. 

Many  football  players  who  halt  training  abrupt- 
ly find  they  are  immediately  confronted  with  a 
sharp  increase  in  weight.  This  occurs  because  they 
continue  the  heavy  calorie  diet  consumed  during 
the  football  season.  Regular  exercise  will  help  to 
control  their  weight  while  they  are  tapering  off 
somewhat  from  the  training  diet. 

A training  schedule  should  actually  be  a com- 
prehensive health  education  program,  covering 
principles  of  personal  hygiene,  first  aid,  medical 
and  dental  care,  rest  and  exercise,  communicable 
disease  control,  avoidance  of  environmental  haz- 
ards, and  practice  of  preventive  procedures.  These 
principles  are  a sound  basis  for  a lifetime  “way  of 
life”  as  well  as  good  preparation  for  the  next  foot- 
ball season. 


A CHRISTMAS  WISH 

This  is  to  wish  you  and  your  loved  ones  a very 
Merry  Christmas. 

May  the  true  significance  of  Christmas  be  a 
light  to  illuminate  the  way  for  all  mankind,  to 
assure  equality  of  opportunity  and  of  justice,  to 
lead  men  and  nations  to  a peaceful  solution  of 
their  differences,  and  to  bring  serenity  of  spirit  to 
all  people. 

NATURALLY! 

What  would  you  do  if  you  had  a patient  referred 
to  you  complaining  of  a recent  episode  of  sudden 
and  severe  pain  in  the  epigastrium  which  caused 
faintness  and  a cold  sweat,  with  a residual  and 
persistent  epigastric  pain?  And  suppose  that  this 
patient  had  had  a KUB,  an  intravenous  pyelo- 
gram,  stomach  and  gall  bladder  x-rays  but  five 
weeks  before,  and  the  findings  all  had  been  nega- 
tive. Suppose,  too,  that  the  physical  examination 
revealed  a normal  cardiovascular  system  and  only 
a mild  upper  abdominal  tenderness. 

Naturally  you  would  order  the  routine  labora- 
tory tests,  a serum  amylase,  a chest  x-ray  and  a 
scout  film  of  the  abdomen.  But  what  if  these  were 
all  essentially  normal?  Well,  you  might  then  do  a 
barium  enema  preceded  by  a proctoscopic  exami- 
nation, for  surely  the  colon  approaches  the  epigas- 
trium somewhere  along  the  way.  Strange  things 
can  happen  and  it  wouldn’t  do  to  overlook  any 
tests.  But  what  if  these  revealed  no  abnormalities 
except  for  a few  small  hemorrhoids? 

To  compound  the  problem,  suppose  that  you 
noticed  one  day  during  your  morning  rounds  that 
the  patient  was  calmly  reading  the  daily  news- 
paper, though  he  continued  to  insist  on  almost 
constant  suffiering  from  the  epigastric  pain.  Well 
you  would  doubtless  now  be  in  a position  where 
you  would  have  to  sit  down  and  take  a careful 
history,  and  maybe  do  a little  thinking  too.  But 
if  all  this  only  turned  up  some  rather  irrelevant 
facts  and  irrelevant  thoughts? 

We  are  coming  now  to  the  point  of  the  story. 
Naturally  you  remember  the  old  adage:  “Never 
operate  just  for  pain.”  But  an  adage  always  seems 
to  be  of  greatest  value  after  the  fact,  so  adage  or 
no  adage,  you  would  be  very  likely  to  operate. 
And  what  would  your  pre-operative  diagnosis  be? 
Well,  naturally,  it  would  have  to  be  something 


pretty  vague,  such  as  “exploratory  laparotomy.” 
And  what  would  you  find?  A toothpick  perforating 
the  stomach  wall — naturally! 

Daniel  F.  Crowley,  Jr.,  M.D. 

THE  CELL 

Most  “oldsters”  like  to  look  upon  the  wonders 
of  the  past  and  to  think  that  today  is  not  quite  as 
wonderful  as  yesterday.  Some  “oldsters,”  how- 
ever, are  able  to  take  a long-range  view  and  real- 
ize that  in  many  areas  remarkable  progress  has 
been  made.  One  such  area  lies  in  the  field  of 
cellular  anatomy  and  function.  Thirty  years  ago, 
one  studied  the  cell  as  a dead  thing — something  to 
be  seen  under  the  light  microscope.  “Golgi  ap- 
paratus,” and  “mitochondria,”  were  only  names  to 
be  memorized  for  the  examination.  No  functional 
concept  was  attached  to  them. 

All  of  a sudden,  it  seems,  in  the  past  five  years, 
the  cell  has  come  alive.  The  electron  microscope 
and  the  biochemist  have  made  it  so.  Twenty-five 
years  ago  the  electron  microscope  was  but  an  in- 
teresting, impractical,  cumbersome  gadget.  Now, 
with  refined  photographic  technics,  it  brings  to 
light  a whole  new  world  within  the  cell.  Now, 
names  such  as  endocytoplasmic  reticulum  with  its 
ribosomes,  mitochondria  with  its  “cristae,”  lyso- 
somes  and  lipofuchsin  granules  are  living  words. 
These  “organelles,”  as  they  are  called,  really 
function!  They,  in  the  ultimate,  are  what  make 
us  go!  Pity  the  doctor  who  does  not  bring  himself 
up  to  date  by  educating  himself  as  to  these  newer 
concepts  of  cellular  structure  and  function. 

When  he  does  begin  to  study,  he  will  find  that 
by  enlarging  the  cell  30,000  times  or  more,  re- 
searchers have  discovered  intricate  new  patterns 
in  the  cell.  The  microbiologist  has  tied  many  func- 
tions onto  these  “new”  structures.  Although  much 
remains  to  be  discovered,  it  is  now  known  that  the 
ribosomes  lining  the  endocytoplasmic  reticulum 
are  the  building  areas  for  many  enzymes,  pro- 
teins, and  substances  such  as  bilirubin,  adrenalin, 
and  ribonucleic  acid.  The  lysosomes  destroy  or 
break  down  proteins  by  means  of  their  proteolytic 
enzymes.  They  also,  it  seems,  transport  inorganic 
materials.  The  Golgi  apparatus  may  be  the  “sodium 
pump,”  and  may  be  the  area  for  “packaging”  pro- 
tein molecules.  The  old,  inanimate,  unimportant 
mitochondria  may  take  up  as  much  as  70  per  cent 
of  the  cytoplasmic  area.  They  are  the  “power  sta- 
tions” of  the  cell,  producing  the  fuel  “ATP”  for 
the  “Krebs  cycle,”  and  performing  10  or  12  other 
functions,  including  respiration  of  the  cell. 

The  electron  microscopists  are  now  examining 
the  cells  of  different  parts  of  the  body  to  find  out, 
for  example,  what  happens  when  a cardiac  cell 
contracts,  how  the  “I”  band  becomes  smaller  and 
how  the  myocardial  filaments  slide  into  the  “A” 
band.  In  the  lung  they  are  discovering  how  the 
old-time  “macrophages”  secrete  a lipid  substance 
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which  lowers  surface  tension  of  the  alveolar  wall 
and  permits  respiration  to  occur.  In  the  intestine 
they  are  studying  the  villous  cells,  with  their 
microvilli,  and  watching  how  they  absorb  and 
transport  certain  molecules. 

Soon  mechanisms  of  disease  processes  will  be 
discovered.  In  alveolar  proteinosis,  for  example,  an 
unusual  myelin-lipid  figure  has  been  found.  Soon 
we  shall  be  discovering  what  is  happening  in  dia- 
betes, in  the  “collagen”  diseases  and  in  cancer. 
These  discoveries  are  on  the  horizon  and  will  come 
as  surely  as  the  next  dawn.  Maybe  the  “good  old 
days”  are  yet  to  come! 

D.  A.  Glomset,  M.D. 

MANAGEMENT  OF  ACCIDENTAL 
POISONINGS 

The  accidental  ingestion  of  poisons  by  children 
continues  to  be  a common  problem  to  practicing 
physicians.  Reports  from  poison-control  centers 
list  an  amazing  number  of  accidental  poisonings 
involving  a wide  variety  of  poisonous  substances. 
The  list  testifies  to  the  curiosity  and  ingenuity  of 
youngsters,  and  to  the  availability  of  dangerous 
substances  in  the  average  home.  The  materials 
include  everything  from  perfume  and  fingernail 
polish  to  lethal  poisons  such  as  strichnine  and  ar- 
senic, but  aspirin  continues  to  be  the  drug  most 
commonly  to  blame. 

The  physician  who  cares  for  children  is  obligated 
to  instruct  parents  concerning  the  hazards  of  acci- 
dental poisoning  and  the  precautions  which  they 
must  employ  to  prevent  it.  He  should  do  this  at 
the  time  he  talks  with  them  about  the  prevention 
of  accidental  injury,  and  of  burns  and  scalds.  He 
must  imbue  a consciousness  of  these  problems 
without  arousing  undue  fear.  Drugs  must  be  kept 
under  lock  and  key.  Cleansing  agents,  garden 
sprays,  insecticides,  turpentine,  petroleum  prod- 
ucts, etc.,  should  also  be  kept  locked  up.  Place- 
ment on  a high  shelf  in  the  kitchen  or  in  the 
garage  is  not  enough. 

Two  recent  articles  in  the  pediatric  literature 
offer  highly  worthwhile  and  practical  suggestions 
on  the  management  of  accidental  poisoning.  Mar- 
golis  and  Dugger,*  of  Kalamazoo,  had  their  phar- 
macist prepare  half-ounce  bottles  of  syrup  of 
ipecac,  and  gave  one  to  the  parents  of  each  of  their 
patients.  Syrup  of  ipecac  empties  the  stomach  in 
approximately  16  minutes,  and  is  probably  more 
effective  than  stomach  washing  after  the  acci- 
dental ingestion  of  poison.  The  trick  is  to  have  the 
syrup  of  ipecac  in  the  household  when  the  young- 
ster takes  the  poison,  and  if  such  a thing  occurs 

* Margolis,  F.  J.,  and  Dugger,  J.  A.:  Instant  ipecac,  am.  j. 
dis.  child.,  105:220,  (Feb.)  1963. 


the  parents  are  instructed  to  call  the  physician  for 
the  proper  dosage.  Margolis  and  Drugger  say 
they  continue  to  have  the  same  number  of  poison- 
ings— about  one  a day! — but  since  introducing 
syrup  of  ipecac  into  the  homes,  they  rarely  find 
it  necessary  to  do  gastric  lavage. 

Emmett  Holt,  Jr.,  and  Peter  Holz,  in  an  article 
entitled  “The  Black  Bottle”**  urge  that  a bottle 
of  activated  charcoal  be  placed  in  every  family 
medicine  chest  to  combat  serious  poisonings  in  the 
home.  “Of  all  the  emergency  measures,”  they  say, 
“it  is  our  belief  that  charcoal  is  probably  the  most 
effective  single  measure  because  of  its  broad  spec- 
trum of  activity  and  its  exceedingly  rapid  inactiva- 
tion of  poisons.”  The  charcoal,  in  the  form  of  a 
fine  powder,  is  stirred  into  water  to  a consistency 
of  thick  soup,  and  the  child  is  urged  to  drink  it. 
Though  the  administration  of  charcoal  is  not  a 
substitute  for  gastric  lavage,  when  given  promptly 
in  the  home,  it  permits  a rapid  absorption  of  many 
poisons.  Furthermore,  the  mere  presence  of  “The 
Black  Bottle”  in  the  family  medicine  chest  is  a 
constant  reminder  of  the  danger  of  poisoning  with- 
in the  home. 

Greater  efforts  should  be  made  to  teach  poison 
prevention.  The  inclusion  of  syrup  of  ipecac  and 
activated  charcoal  in  the  family  medicine  chest 
can  help  to  avert  such  incidents  and  can  contribute 
a measure  of  serenity  to  the  life  of  the  physician. 

THE  BEST-QUALIFIED  NURSES 
SHOULD  NURSE 

“Get  back  to  the  patient,”  was  the  advice  given 
to  nurses  at  the  annual  meeting  of  the  Iowa  Nurses 
Association,  according  to  a report  in  the  des  moines 
tribune  of  October  28.  In  the  keynote  address,  Dr. 
Katherine  R.  Nelson,  assistant  professor  of  nursing 
education  at  Columbia  University  Teachers  Col- 
lege, New  York  City,  stated  that  the  registered 
nurse  has  been  entirely  too  much  concerned  with 
management  problems,  when  her  energies  and  in- 
terest should  have  been  directed  to  the  welfare  and 
the  actual  care  of  the  ill  patient. 

She  asserted  that  as  a consequence  of  the  diver- 
sion of  the  nurse’s  attention  to  management  and 
administration,  there  has  been  a stratification  of 
nursing  care  into  “levels  of  nursing.”  The  profes- 
sional nurse  has  received  the  best  possible  prepa- 
ration and  is  capable  of  assuming  wide  responsi- 
bility; the  practical  nurse  is  less  well-prepared 
and  qualified  only  for  more  limited  responsibility; 
and  the  nursing  aide  has  been  trained  “on  the 
job”  and  is  qualified  to  assume  even  less  responsi- 
bility. In  consequence,  the  really  well-trained 
nurse  relinquishes  the  actual  patient  care  to  those 
less  well  qualified,  simply  because  such  an  arrange- 
ment is  handier.  “This,”  Dr.  Nelson  declared,  “may 

**  Holt,  E.,  Jr.,  and  Holz,  P.  H.:  Black  bottle;  considera- 
tion of  role  of  charcoal  in  treatment  of  poisoning  in  children, 
j.  pediat.,  63:306-314,  (Aug.)  1963. 
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appear  to  be  an  economy,  but  actually  it  is  more 
costly  for  two  poorly  prepared  persons  to  do  a 
poor  job  than  for  one  well  prepared  person  to  do 
a good  job.” 

If  the  registered  nurse  is  to  be  freed  from  ad- 
ministration and  returned  to  the  actual  care  of  the 
patient,  a start  must  be  made  in  the  nursing  school, 
she  maintained.  And  she  stated  that  the  trend  in 
nursing  education  is  toward  interdisciplinary  pro- 
grams that  develop  professional  practice.  This  will 
prove  better  for  society  and  for  the  individual  pa- 
tient. The  educational  programs  for  the  health 
professions  must  be  interdependent,  and  we  must 
help  the  student  to  develop  skill  in  individual  pa- 
tient care. 

The  medical  profession  will  welcome  this  change 
in  philosophy,  and  will  anxiously  await  the  day 
when  the  best  qualified  nurses  actually  take  care  of 
patients.  All  too  often,  physicians  have  seen  the 
highly  qualified  graduate  nurse  seated  at  a desk, 
engaged  in  administrative  duties,  while  their  criti- 
cally ill  patients  were  being  cared  for  by  prac- 
tical nurses.  This  waste  of  nursing  talent  has  been 
going  on  all  too  long. 

POSTOPERATIVE 
GASTROINTESTINAL  SUCTION 

In  a recent  article,  Dr.  Alex  Gerber  questions 
the  rationale  of  postoperative  gastrointestinal  suc- 
tion, and  reports  that  in  a series  of  more  than 
2,000  observed  patients,  no  form  of  gastrointestinal 
decompression  was  utilized  postoperatively. 

According  to  Dr.  Gerber,  there  is  considerable 
disagreement  among  physicians  concerning  the 
definition  of  paralytic  ileus.  In  his  opinion,  paralyt- 
ic ileus  is  a physiologic  response  to  peritoneal 
irritation  or  a reflex  inhibition  of  peristalsis  in 
such  conditions  as  ureteral  colic,  retroperitoneal 
hemorrhage  or  fracture  of  a vertebra.  A silent 
abdomen  should  not  be  looked  upon  as  a disease 
entity,  but  rather  as  a diagnostic  aid  and  a thera- 
peutic tool.  Diagnostically,  the  absence  of  peri- 
staltic sounds  is  as  significant  as  rigidity  and 
localized  tenderness  in  helping  the  physician  to 
detect  a pathologic  process  within  the  abdomen. 
Therapeutically,  the  cessation  of  intestinal  motility 
is  a physiologic  defense  mechanism,  permitting  the 
localization  of  an  inflammatory  process.  Postopera- 
tively, it  permits  fibrin  to  seal  an  anastomosis 
while  the  intestine  is  at  rest.  The  California  sur- 
geon contends  that  it  is  unphysiologic  to  use 
cholinergic  drugs  or  other  agents  to  stimulate 
peristalsis  postoperatively,  for  under  such  con- 
ditions paralytic  ileus  is  desirable. 

Though  arguing  that  paralytic  ileus  is  physio- 
logic, Dr.  Gerber  points  out  that  the  accompanying 
gaseous  distention  places  a strain  upon  the  abdomi- 

* Gerber,  A.:  Appraisal  of  paralytic  ileus  and  necessity  for 
postoperative  gastrointestinal  suction,  surg.,  gynec.  & obstet., 
117:294-296,  (Sept.)  1963. 


nal  wound,  and  that  elevation  of  the  diaphragm 
embarrasses  cardiac  and  pulmonary  function. 
There  is  universal  agreement  on  the  desirability 
of  preventing  or  alleviating  postoperative  abdomi- 
nal distention.  It  was  for  this  reason  that  naso- 
gastric or  gastrostomy  suction  was  introduced  and 
in  many  quarters  has  become  routine. 

Regardless  of  the  method  of  suction  decompres- 
sion, the  aims  are  accomplished  by  aspirating 
fluid  and  gas  from  the  intestinal  tract.  The  ra- 
tionale of  this  procedure  needs  reassessment,  Dr. 
Gerber  contends.  The  fluid  aspirated  represents 
but  a small  fraction  of  the  8,500  cc.  normally 
secreted  by  the  gastrointestinal  tract.  If  not  aspi- 
rated, this  fraction  would  be  reabsorbed  along 
with  the  other  intestinal  secretions.  Experience 
teaches  that  postoperative  suction,  with  the  loss 
of  the  secretions  aspirated,  complicates  the  post- 
operative maintenance  of  electrolyte  and  fluid 
balance.  It  is  difficult,  by  parenteral  replacement, 
to  duplicate  the  physiologic  fluid  lost  into  the 
drainage  bottle. 

According  to  Dr.  Gerber,  the  suction  tubes  are 
chiefly  concerned  with  the  removal  of  swallowed 
air  from  the  stomach.  It  is  in  the  process  of 
deglutition  that  air  is  swallowed,  and  gaseous  dis- 
tention postoperatively  is  best  prevented  by  seeing 
to  it  that  the  patient  takes  nothing  by  mouth  and 
is  fed  parenterally.  If  oral  intake  is  prohibited  un- 
til the  patient  becomes  hungry  or  is  passing  flatus, 
and  until  peristaltic  sounds  are  audible,  suction 
decompression  is  unnecessary.  On  occasion,  if  re- 
flex vomiting  is  troublesome,  aspiration  of  the 
stomach  may  be  helpful,  but  this  problem  is  not 
necessarily  related  to  the  distention. 

In  patients  with  peritonitis  who  have  extensive 
abdominal  distention,  suction  decompression  is  of 
little  value,  in  the  opinion  of  the  author.  Past  ex- 
perience has  shown  that  an  enterostomy  performed 
in  the  presence  of  a silent  abdomen  decompressed 
only  a single  loop  of  intestine.  Similarly,  naso- 
gastric suction  decompresses  a single  loop,  the  stom- 
ach. Ordinarily,  the  fluid  in  the  suction  bottle  is 
perfectly  clear.  As  peritonitis  subsides  under  prop- 
er therapy,  peristalsis  is  resumed,  flatus  is  passed 
and  abdominal  distention  is  relieved. 

There  are  numerous  advantages  in  treating  the 
postoperative  patient  without  gastric  suction.  The 
patient  requires  less  care  by  the  house  staff  and 
nurses,  and  will  need  one  liter  less  of  intravenous 
fluid  each  day.  The  greater  comfort  of  the  non- 
intubated  patient  and  the  universal  complaints  of 
intubated  patients  constitute  a strong  argument 
against  the  use  of  the  suction  tube.  The  tube  dis- 
turbs normal  pulmonary  physiology  because  the 
patient  consistently  breathes  through  his  mouth. 
This  results  in  dryness  of  the  mouth  and  pharynx, 
and  irritation  of  the  respiratory  tract.  Pulmonary 
complications  are  fewer  in  the  patient  without 
gastric  suction. 

Though  tube  gastrostomy  eliminates  some  of 
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the  disadvantages  of  nasogastric  suction,  it  is  an 
additional  operative  procedure  which  results  in  an 
increased  morbidity  and  mortality.  According  to 
Gerber,  it  is  an  unnecessary  measure. 

Unquestionably,  many  surgeons  will  take  issue 
with  Dr.  Gerber’s  thesis  that  nasogastric  decom- 
pression by  suction  tube  is  unnecessary  in  the  post- 
operative patient.  It  is  the  prudent  physician,  how- 
ever, who  reevaluates  technics  and  procedures  at 
intervals,  particularly  those  that  have  become 
standard  or  routine.  Does  your  postoperative  pa- 
tient really  need  nasogastric  suction? 

BRITISH  AND  AMERICAN 
MEDICAL  WRITING 

Reading  a considerable  number  of  medical  jour- 
nals written  in  the  English  language,  one  is  im- 
pressed with  the  quality  of  the  articles  published 
in  the  British  periodicals.  The  British  physicians, 
in  general,  appear  to  have  unusual  writing  facility 
and  to  possess  a distinctive  and  readable  style. 
Their  articles  are  characterized  by  clarity  and 
simplicity.  They  are  written  with  an  economy  of 
words  and  with  pleasing  restraint. 

The  ability  of  British  physicians  to  write  with 
facility  did  not  come  about  by  accident.  Students 
in  the  secondary  schools  and  colleges  there  are 
taught  to  write,  and  examinations  of  the  essay 
type  are  in  general  use.  The  objective  test,  in 
which  an  “X”  must  be  put  in  the  proper  square, 
is  seldom  employed,  even  in  courses  in  the  sci- 
ences. Thus  it  is  not  surprising  that  British  doc- 
tors have  the  ability  to  write  well,  for  they  have 
been  trained  to  do  so. 

Apropos  of  the  educational  program  in  this  coun- 
try, Oscar  Handlin,  a professor  of  history  at  Har- 
vard, asserted  in  the  Atlantic  during  the  past  year 
that  the  stifling  competition  for  grades  nullifies 
much  of  what  the  colleges  intend  to  do  for  the 
students.  According  to  Professor  Handlin,  college 
students  obtain  thorough  training  in  the  technics 
of  the  correct  answer,  but  they  are  rarely  asked 
to  formulate  ideas  or  to  speculate  about  unknowns. 
He  challenges  our  colleges  in  strong  words:  “They 
[the  students]  cannot  afford  the  sense  of  the  tenta- 
tiveness of  knowledge,  of  the  imperfections  of 
existing  formulations.  Writing  against  the  clock, 
they  must  always  put  the  cross  in  the  right  box 
and  round  out  the  essay  with  an  affirmative  con- 
clusion. With  what  pain,  if  ever  at  all,  will  they 
learn  how  to  know  what  they  do  not  know,  how 
to  probe  alone  beyond  the  limits  of  what  is  handed 
to  them,  how  to  be  creative  original  thinkers!  By 
the  time  they  carry  their  diplomas  away,  they 
have  missed  an  education — -that  experience  which, 
by  the  exposure  of  one  mind  to  the  thinking  of 
others,  creates  not  answers  but  a lifetime  of  ques- 
tions.” 


According  to  the  prevailing  educational  program 
in  this  country,  the  various  elements  necessary 
for  writing  are  acquired  in  successive  steps.  Spell- 
ing and  grammar  are  within  the  province  of  the 
grade  school;  English  composition  is  taught  in  the 
four  years  of  high  school;  it  is  only  the  college 
student  who  is  expected  to  acquire  facility  in  ex- 
pressing his  thoughts  on  paper  and  to  develop  an 
individuality  of  style.  Much  greater  emphasis  must 
be  placed  upon  the  acquisition  of  basic  writing 
skills  at  each  level  of  the  educational  ladder.  High 
schools  should  not  find  it  necessary  to  teach  spell- 
ing and  grammar,  and  colleges  should  not  be 
forced  to  teach  the  fundamentals  of  composition. 
Too  little  writing  is  required  at  each  level  because 
the  correcting  of  objective  tests  takes  a much 
shorter  time  than  the  correction  of  essay-type  re- 
ports and  examinations.  Improvements  in  medical 
writing  can  be  facilitated  if  writing  assignments 
are  included  in  medical  curricula,  and  if  students 
are  encouraged  to  write  more  than  routine  reports. 


Federal  Grants  for  Immunization 

Surgeon  General  Luther  L.  Terry  announced  on 
November  7 that  Public  Health  Service  Grants 
totaling  $3.4  million  had  been  issued  to  18  state 
and  seven  city-county  health  departments  to  as- 
sist in  community  immunization  campaigns  against 
polio,  diphtheria,  tetanus  and  whooping  cough. 
Iowa  was  one  of  the  states  listed  as  having  re- 
ceived a grant. 

These  subsidies  were  authorized  by  the  Vac- 
cination Assistance  Act  of  1962,  the  goal  of  which 
was  the  immunization  of  the  entire  population, 
with  special  emphasis  on  the  14,000,000  children 
under  five  years  of  age  in  the  United  States  who 
are  not  fully  protected  against  those  four  diseases. 

Vaccination  Assistance  funds  may  be  used  to 
purchase  vaccine  for  children  under  five,  and  to 
support  certain  other  activities  connected  with 
immunization  campaigns,  the  HEW  Department 
press  release  said.  State  and  local  health  depart- 
ments now  participating  in  the  program  are  em- 
phasizing community  education  programs  and 
house-to-house  contacts  in  areas  where  concentra- 
tions of  unimmunized  children  are  known  to  exist. 
Some  states  are  using  the  voluntary  assistance  of 
home  demonstration  agents,  school  teachers,  coun- 
ty agents  and  others  to  achieve  the  widest  pos- 
sible public  response. 

Dr.  James  L.  Goddard,  chief  of  the  USPHS 
Communicable  Disease  Center,  Atlanta,  was 
quoted  as  saying:  “There  are  some  five  million 
children  under  five  who  are  totally  unprotected, 
and  another  nine  million  only  partially  protected 
against  the  four  diseases.”  Public  health  officials 
gave  two  reasons  for  the  existence  of  millions  of 
unvaccinated  children:  extreme  mobility  of 

American  families,  and  the  large  numbers  of  chil- 
dren not  under  the  regular  care  of  a physician  or 
public  health  clinic. 
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T o all  of  the  physicians  of  Iowa,  and  to  the 
members  of  their  families,  I take  this  opportu- 
nity to  wish  a very  merry  Christmas. 


President 


Coming  Meetings 


IN  STATE 


Dec.  1-3 


Dec.  3-4 
Dec.  6 


Jan.  21-22 


Association  for  Research  in  Ophthalmology, 

Iowa  City. 

Surgery,  S.U.I.  College  of  Medicine.  Iowa  City. 

Cardiac  and  Respiratory  Disease  Conference, 
S.U.I.  College  of  Medicine,  Iowa  City. 

Obstetrics  and  Gynecology,  S.U.I.  College  of 
Medicine,  Iowa  City. 


CONTINENTAL  U.  S. 


Dec.  1-4 

Dec.  2-6 

Dec.  2-6 
Dec.  2-6 

Dec.  6-7 

Dec.  6-7 
Dec.  6-8 
Dec.  7-8 
Dec.  8-11 
Dec.  9-10 
Dec.  9-13 
Dec.  10-12 
Dec.  13-14 

Dec.  14-15 
Dec.  26-30 
Dec.  27-30 


American  Medical  Association  (Clinical  Meet- 
ing), Portland  Hilton  Hotel  and  Memorial 
Coliseum.  Portland. 

Advances  in  the  Medical  Aspects  of  Cancer, 
Francis  Delafield  Hospital,  New  York,  New 
York. 

Psychiatry  for  the  Internist,  Los  Angeles 
County  General  Hospital,  Los  Angeles. 

Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Diseases  of  the  Heart  and  Lungs,  Am- 
bassador Hotel,  Los  Angeles. 

Association  for  Research  in  Nervous  and 
Mental  Diseases,  Roosevelt  Hotel,  New  York 
City. 

American  Rheumatism  Association  (interim 
session),  Boston. 

American  Psychoanalytic  Association,  Com- 
modore Hotel,  New  York  City. 

Internation  Symposium  on  Hemophilia,  Shera- 
ton-Park  Hotel,  Washington,  D.  C. 

New  Physicians  Conference,  Riviera  Hotel, 
Las  Vegas. 

American  Society  of  Hematology,  Statler  Ho- 
tel, Washington,  D.  C. 

Environmental  Medicine,  Massachusetts  Gen- 
eral Hospital,  Boston. 

Southern  Surgical  Association,  Homestead,  Hot 
Springs,  Virginia. 

Progress  in  Cancer  Detection  and  Treatment, 

University  of  Nebraska  College  of  Medicine, 
Omaha. 

Academy  of  Psychoanalysis,  Commodore  Ho- 
tel. New  York  City. 

American  Association  for  the  Advancement 
of  Science,  Cleveland  Hotel,  Cleveland. 

International  Convention  of  Missionary  Medi- 
cine, Wheaton,  Illinois. 


Jan.  5-8  Postgraduate  Seminar  in  Anesthesiolgy,  Eden 

Roc  Hotel,  Miami  Beach. 


Jan.  6-10 

Jan.  9-11 
Jan.  12-18 

Jan.  13-17 

Jan.  14-16 
Jan.  16-17 


Nuclear  Medicine  and  Radiation  Biology,  Uni- 
versity of  California  Medical  Center,  Los 
Angeles. 

Internation  Heart  Meeting,  Hotel  Fontaine- 
bleau, Miami  Beach. 

Tenth  Annual  General  Practice  Review,  Uni- 
versity of  Colorado  School  of  Medicine,  Den- 
ver. 

Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Diseases  of  the  Heart  and  Lungs, 
Hotel  Fontainebleau,  Miami  Beach. 

Thirteen  Cardiacs  (Medical  College  of  Georgia 
and  Foundation),  Augusta. 

Obstetrics  and  Gynecology,  University  of  Ne- 
braska College  of  Medicine,  Omaha. 


Jan.  17-18 


Jan.  18-23 


Jan.  20-23 


Jan.  22-25 


Symposium  on  Hypertension  and  Coronary 
Artery  Disease  (American  Therapeutic  Soci- 
ety and  Minnesota  Heart  Association),  Radis- 
son  Hotel,  Minneapolis. 

American  Academy  of  Orthopaedic  Surgeons, 

Palmer  House,  Chicago. 

Cardiovascular  Drug  Therapy,  Marriott  Motor 
Hotel,  Philadelphia. 

Neurosurgical  Society  of  America,  Wigwam 
Hotel,  Phoenix. 


Jan.  27-29  Medicine  and  the  Law,  University  of  Kansas 
School  of  Medicine,  Kansas  City. 

Jan.  27-29  American  College  of  Surgeons,  Lord  Baltimore 
Hotel.  Baltimore. 


Jan.  27-31  Newer  Concepts  in  Internal  Medicine  (Co- 
sponsored by  Louisiana  State  University  and 
Tulane  University),  New  Orleans. 

Jan.  30-Feb.  1 Postgraduate  Assembly  in  San  Antonio,  Gran- 
ada Hotel,  San  Antonio 


ABROAD 

Dec.  1-7  Pan  American  Congress  of  Pharmacy  and 

Biochemistry,  Mexico.  Dir.:  George  B.  Griffen- 
hagen,  Division  of  Communications,  American 
Pharmaceutical  Association,  2215  Constitu- 
tion Ave.  NW,  Washington  7,  D.  C. 

Dec.  3-9  Meetings  on  Pathological  Studies  of  Athero- 

sclerosis, Malmo,  Sweden.  Info:  World  Health 
Organization,  Palais  des  Nations,  Geneva. 

Dec.  3-9  Seminar  on  Immunization  in  the  Control  of 

Communicable  Diseases,  Manila.  Info:  World 
Health  Organization,  Regional  Committee  for 
the  Western  Pacific,  Box  2932,  Manila. 
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THE  JOURNAL  Kook  Shelf 


BOOK  REVIEWS 

Textbook  of  Medicine,  Eleventh  Edition,  ed.  by  Paul 
B.  Beeson,  M.D.,  and  Walsh  McDermott,  M.D.  (Phila- 
delphia, W.  B.  Saunders  Company,  1963.  $19.50  for 
the  single  vol.,  or  $23.50  for  the  2-vol.  set). 

This  classical  text  of  medicine  enters  its  eleventh 
edition  with  marked  improvement  in  presentation  and 
content.  It  is  remarkable  that  the  editors  have  been 
able  to  include  such  up  to  date  material  in  such  an 
undertaking.  The  chapters  on  genetics  and  viral  dis- 
eases are  especially  valuable.  The  style  of  presenta- 
tion is  still  much  the  same,  though  a number  of  new 
contributors  have  been  added  to  the  roster.  The  copy 
reviewed  was  the  single  volume  (which  weighed  eight 
pounds,  nine  ounces).  For  a somewhat  greater  cost, 
the  same  text  is  available  in  two  volumes.  This  book 
is  highly  recommended  for  any  practitioner  of  medi- 
cine, regardless  of  his  specialty. — M.  E.  Alberts,  M.D. 


The  Care  of  the  Rheumatoid  Hand,  by  Adrian  E.  Flatt, 

M.D.  (Saint  Louis,  The  C.  V.  Mosby  Company,  1963. 

$11.50). 

This  monograph  on  the  rheumatoid  hand  is  an  am- 
plification of  the  author’s  Hunterian  Lecture  before 
the  Royal  College  of  Surgeons  of  England,  in  June, 
1962.  Its  stated  aim  is  to  present  a balanced  assessment 
of  the  value  of  conservative  and  surgical  measures  in 
the  care  of  rheumatoid  disease  of  the  hand. 

The  material  in  this  new  book  is  based  on  experience 
in  the  treatment  of  this  disease  at  the  University  of 
Iowa,  where  the  author  is  associate  professor  of  ortho- 
pedic surgery.  It  also  includes  his  wide  knowledge  of 
the  present  methods  of  treatment  of  this  disease,  as 
now  practiced  in  the  leading  clinics  of  Europe. 

Dr.  Flatt’s  lucid  style  makes  the  reading  of  the  text 
a pleasure.  The  original  drawings  and  clear  enlarged 
photographs  (many  of  which  were  taken  during  opera- 
tions on  rheumatoid  hands)  would  be  a credit  to  any 
textbook. 

As  far  as  I am  aware,  this  is  the  first  book  in  which 
the  possibilities  and  the  limitations  of  surgical  treat- 
ment for  this  crippling  disease  have  been  clearly  de- 
lineated. For  this  new,  up-to-date,  “wide  angle  lens” 
picture  of  the  rheumatoid  hand,  we  are  greatly  indebt- 
ed to  the  author. — J.  M.  Bruner,  M.D. 


Diseases  of  the  Skin,  Fifth  Edition,  by  George  Clin- 
ton Andrews,  M.D.,  and  Anthony  N.  Domonkos,  M.D. 
(Philadelphia,  The  W.  B.  Saunders  Company,  1963. 
$16.50). 

This  edition  has  a new  format  in  which  each  page 
is  divided  into  two  columns  to  facilitate  ease  and  speed 
of  reading.  It  incorporates  the  late  developments  in  the 
field  of  dermatology,  with  references  as  recent  as 


February,  1963.  Also  included  are  the  newer  concepts 
of  anatomy  and  histology  that  have  been  developed 
with  the  aid  of  electron  microscopy,  and  the  newer 
findings  with  regard  to  auto  immunity  and  auto-sensi- 
tization.  There  is  a chapter  which  reveals  the  advances 
in  the  knowledge  of  inborn  errors  of  metabolism,  a 
discussion  of  newly  discovered  enzyme  mechanisms, 
a chapter  which  discusses  the  new  diseases  found  as- 
sociated with  the  reticulo-endothelial  system,  and  a 
chapter  incorporating  the  amplified  knowledge  of  the 
genodermatoses. 

This  volume  is  a useful  book,  for  it  brings  our 
knowledge  up  to  date.  It  is  a comprehensive  book,  but 
it  is  not  encyclopedic.  The  description  of  the  various 
diseases  is  generally  concise.  Much  less  space  is  de- 
voted to  roentgen-ray  physics  and  X-ray  therapy  of 
the  skin  than  in  the  past.  I would  have  preferred  that 
therapy  in  general  had  been  treated  more  fully. 

Students  and  practitioners  will  find  this  book  a use- 
ful addition  to  their  dermatologic  reading  and  for  their 
dermatologic  reference. — S.  Greenhill,  M.D. 

BOOKS  RECEIVED 

PRINCIPLES  OF  NEUROLOGICAL  SURGERY,  by  Loyal  Da- 
vis, M.D.,  and  Richard  A.  Davis,  M.D.  (Philadelphia,  W.  B. 
Saunders  Company,  1963.  $15.00). 

MEDICINE  AND  THE  STATE,  by  Matthew  J.  Lynch,  M.D. 
and  Stanley  S.  Raphael  (Springfield,  Illinois.  Charles  C 
Thomas,  1963). 

PROGRESS  IN  NEUROLOGY  AND  PSYCHIATRY,  EIGHT- 
EENTH EDITION,  by  E.  A.  Spiegel,  M.D.  (New  York,  Grune 
& Stratton,  1963.  $14.75). 

THE  CARE  OF  THE  GERIATRIC  PATIENT,  SECOND  EDI- 
TION, Ed.  by  E.  V.  Cowdry  (St.  Louis,  C.  V.  Mosby  Com- 
pany, 1963.  $11.85). 


W.  B.  SAUNDERS  COMPANY  features  the  fol- 
lowing new  books  in  their  full  page  advertise- 
ment appearing  on  page  xvii  in  this  issue. 

ATOMIC  ENERGY  ENCYCLOPEDIA  OF  THE 
LIFE  SCIENCES— Edited  by  C.  W.  Shilling 
A unique  new  volume  for  those  seeking  gen- 
eral information  on  applications  and  effects  of 
atomic  energy  in  the  fields  of  medicine,  bi- 
ology and  agriculture. 

CURRENT  PEDIATRIC  THERAPY— Edited  by 
Gellis  and  Kagan 

This  new  book  gives  you  the  best  treatments, 
currently  in  use  by  leading  authorities,  for 
over  300  diseases  and  disorders  that  afflict  chil- 
dren. 


815 


Information,  Please! 

Questions,  questions  and  more  questions,  and 
who  knows  the  answers?  Sometimes  we  feel  that 
our  desks  have  been  mistaken  for  the  information 
counter  at  Grand  Central  Station.  Our  doctors’  pa- 
tients and  the  public  at  large  pose  questions  on 
a wide  variety  of  subjects,  and  the  speed  and  ac- 
curacy with  which  we  can  answer  them,  or  tell 
where  the  required  information  can  be  obtained, 
will  earn  us  and  the  medical  profession  a glowing 
reputation  for  efficiency  and  helpfulness. 

Remember,  we  must  make  no  specific  sugges- 
tions without  first  having  instructions  or  approval 
from  our  respective  physician  employers.  We  are 
not  to  answer  questions  relating  to  individual  pa- 
tients’ medical  problems  or  to  offer  diagnoses,  but 
we  may  attempt  answering  routine,  non-technical 
inquiries  which  would  otherwise  take  up  a doc- 
tor’s valuable  time. 

For  data  on  public  and  private  health  and  social 
work  agencies,  and  on  pertinent  laws  or  regula- 
tions, each  of  our  doctors  now  has  the  1963  edition 
of  the  IMS  HANDBOOK  OF  RESOURCES  AVAILABLE  TO 
physicians.  It  is  intended  for  us  quite  as  much  as 
for  them.  Familiarize  yourself  thoroughly  with  its 
contents. 

In  addition,  each  of  us  might  set  up  a card  file 
to  which  she  can  readily  refer  for  various  types  of 
supplemental  information. 

IMMUNIZATIONS 

At  what  age  does  your  doctor  recommend  that 
the  first  injection  be  given,  and  how  often  should 
boosters  be  given  of  DPT,  DT,  tetanus  toxoid,  and 
polio  and  smallpox  vaccines?  These  data  might 
well  be  included  in  your  card  index. 

What  immunizations  are  required  or  recom- 
mended for  people  who  are  planning  trips  to  var- 
ious foreign  lands?  Many  diseases  that  have  been 
eradicated  from  our  country  are  still  prevalent 
in  other  parts  of  the  world,  and  travelers  are  apt 
to  pick  them  up  and  bring  them  back,  endanger- 
ing not  only  their  own  health  but  that  of  each  per- 
son with  whom  they  come  in  contact.  Health  rules 
for  international  travel  have  been  fairly  well  stan- 
dardized, and  the  summary  of  them  which  is  in- 
cluded in  the  handbook  of  resources  is  based  on 
the  latest  edition  of  immunization  information 
for  international  travel,  published  annually  by 


the  U.  S.  Public  Health  Service.  If  the  prospective 
traveler  will  need  a yellow-fever  inoculation,  a 
preventive  that  your  doctor  can’t  supply,  the 
handbook  will  help  you  show  him  where  and  when 
he  can  most  conveniently  get  it. 

RULES  REGARDING  COMMUNICABLE  DISEASES 

The  IMS  handbook  contains  a tabulation  of  im- 
portant information  about  the  incubation  periods 
and  the  isolation  requirements  of  the  Iowa  State 
Department  of  Health  for  each  of  12  common  con- 
tagious diseases.  It  also  contains  the  list  of  “report- 
able”  diseases,  and  instructions  for  making  reports 
of  such  cases.  In  addition  to  the  name  of  the  pa- 
tient, each  report  must  include  his  or  her  address, 
the  disease,  the  patient’s  age,  the  date  of  onset, 
the  school  attended,  if  any,  and  the  patient’s  im- 
mune and  non-immune  siblings.  Your  card  index 
should  include  the  name  and  address  of  the  city  or 
county  health  officer  to  whom  such  cases  must 
be  reported. 

RENTAL  AND  LOAN  FACILITIES 

Crutches,  invalid  chairs,  hospital  beds,  walkers, 
etc.  are  obtainable  from  various  sources  on  a rent- 
al or  free-loan  basis.  The  handbook  will  tell  you 
some  of  the  organizations  that  provide  such  ser- 
vices, but  you  will  want  to  supplement  that  in- 
formation by  compiling  a list  of  drug  stores,  med- 
ical supply  houses,  rental  agencies  and  local  ser- 
vice organizations  from  which  they  can  be  bor- 
rowed. The  Red  Cross  or  visiting  nurse  can  help 
in  locating  unusual  equipment  when  necessary, 
and  if  you  add  a notation  to  your  card  file  on  each 
such  occasion,  you  can  place  a fund  of  useful  in- 
formation at  your  fingertips. 

NURSING  HOMES 

Occasionally  we  need  information  on  the  nurs- 
ing or  custodial  homes  in  our  communities.  The 
county  nurse  and  the  visiting  nurse  can  help  us 
gather  such  information.  It  might  be  well  for  us  to 
get  some  idea  of  the  relative  costs  of  care  at  these 
institutions,  but  we  shouldn’t  undertake  to  discuss 
the  fees  each  of  them  charges,  when  we  are  talk- 
ing with  patients.  We  need  mention  only  their 
names  and  locations. 


816 


Vol.  LIII,  No.  12 


Journal  of  Iowa  Medical  Society 


817 


IOWA  MEDICAL  SERVICE  (BLUE  SHIELD) 

Since  many  of  the  patients  with  whom  we  deal 
are  covered  by  Blue  Shield  and/or  Blue  Cross  in 
Iowa  and  other  states,  we  need  to  keep  pace  with 
changes  in  the  policies  sold  by  those  organizations, 
so  that  we  can  explain  to  each  person  the  benefits 
to  which  he  is  entitled  under  the  terms  of  his  con- 
tract. The  IMS  handbook  contains  a couple  of  pages 
on  Blue  Shield  and  write-ups  of  the  Des  Moines 
and  Sioux  City  Blue  Cross  Plans,  but  it  says  al- 
most nothing  about  specific  Blue  Shield  contracts. 
Iowa  Medical  Service  will  be  happy  to  supply  your 
office  with  data  on  its  current  types  of  contract, 
and  if  you  have  questions  about  the  submitting 
of  claims,  its  representative  will  be  happy  to  come 
to  your  office  and  assist  you. 

AID  PROGRAMS— ADC,  OAA,  AB  AND  MAA 

The  IMS  handbook  contains  a great  deal  of  in- 
formation about  the  Aid  to  Dependent  Children, 
Old  Age  Assistance,  Aid  to  the  Blind  and  Medical 
Care  . . . for  Dependents  of  Armed  Services  Per- 
sonnel (“Medicare”)  programs,  and  also  on  the 
Medical  Aid  for  the  Aged  (Kerr-Mills)  program 
that  is  about  to  start  and  on  the  Workmen’s  Com- 
pensation Law. 

For  care  provided  to  ADC,  OAA  and  AB  clients, 
the  1958  iowa  unit  fee  index,  approved  by  the 
IMS  House  of  Delegates  (a  small  grey  pamphlet), 
lists  the  code  numbers  for  reporting  procedures 
and  gives  the  allowance  for  each  procedure.  If  you 
are  in  doubt  about  a fee  allowance,  if  the  case  is 
unusual  and  if  your  charges  are  greater  than  the 
listed  allowance,  write  a letter  of  explanation  to 
accompany  the  claim,  and  it  will  be  given  special 
consideration.  An  authorization  and  a case  num- 
ber for  each  such  client  eligible  for  assistance  is 
supplied  by  the  county  welfare  office. 

CONCLUSION 

None  of  us  should  get  the  notion  that  she  is  a 
contestant  for  the  title  of  “Miss  Know-It-All,”  or 
“Dr.  Annie.”  Rather,  if  we  seek  any  reward,  let 
it  be  the  title  “Miss  Helpful.” 

Actually,  by  preparing  to  dispense  such  infor- 
mation as  I have  described,  we  are  complying  with 
the  aims  and  purposes  of  our  organization — to  ex- 
emplify the  high  standards  of  the  medical  profes- 
sion, to  promote  better  public  relations,  and  to  en- 
courage better  doctor-patient  relationships. 

— Helen  G.  Hughes 


The  members  of  the  Iowa  Association  of 
Medical  Assistants  extend  their  best  wishes 
for  a Holy  and  Happy  Holiday  Season  to  the 
Members  of  the  Iowa  Medical  Society  and  to 
their  medical  assistants. 


Iowa  Social  Welfare  Payments 
During  the  Fiscal  Year  1963 

The  State  Department  of  Social  Welfare  received 
and  paid  510,969  claims  for  medical  services  to  re- 
cipients of  Old  Age  Assistance,  Aid  to  Dependent 
Children,  and  Aid  to  Blind  during  the  fiscal  year 
ended  June  30,  1963.  These  claims  totaled  $12,239,- 
708  and  were  paid  directly  to  hospital  out-patient 
services,  medical  doctors,  doctors  of  osteopathy, 
chiropractors,  druggists,  laboratories,  podiatrists, 
dentists,  visiting  nurses,  optometrists,  and  licensed 
nursing  homes. 

Marshall  C.  Jewell,  vice  chairman  of  the  state 
board  of  social  welfare,  said  that  these  totals  ac- 
tually represented  services  available  to  about  94,- 
061  people — 35,131  aged,  2,242  blind,  and  56,688 
children  and  parents — who  were  eligible  to  receive 
medical  assistance  at  some  time  during  the  fiscal 
year. 

Licensed  nursing  homes  received  over  half  of 
the  total  expenditures.  They  wei'e  paid  $6,619,502, 
or  an  average  of  about  $122  per  claim,  for  the 
OAA  recipients  alone.  The  next  highest  amount, 
$2,763,156  was  paid  to  druggists  for  recipients  of 
all  three  programs,  and  averaged  $12.55  per  claim. 
The  third  highest  vendor  payments  were  paid  to 
medical  doctors  totaling  $1,670,130,  and  averaging 
over  $10.11  per  claim.  As  is  expected,  the  elderly 
men  and  women  on  OAA  need  and  receive  the 
largest  share  of  the  total  medical  expenditures, 
$10,459,821  during  the  last  fiscal  year. 

State  Department  of  Social  Welfare  studies  in- 
dicate that  the  costs  of  caring  for  the  aged  run 
much  higher  than  costs  for  younger  groups.  Ap- 
proximately 56,688  adults  and  children  on  ADC 
were  eligible  for  medical  care  during  the  last  fiscal 
year.  Total  medical  costs  were  $1,630,232,  or  an 
average  of  about  $28.75  yearly  for  each  eligible  in- 
dividual. Medical  costs  for  the  blind  totaled  $149,- 
655,  and  averaged  $66.75  yearly  for  the  2,242  eli- 
gible recipients. 

While  these  payments  did  not  include  every  re- 
cipient in  the  programs  covered,  Mr.  Jewell  point- 
ed out  that  every  recipient  was  eligible,  and  that 
it  is  on  this  basis  the  State  Board  must  estimate 
its  needs  for  funds.  He  said  that  during  October, 
1962,  payments  made  to  vendors,  exclusive  of  nurs- 
ing homes,  totaled  $491,224,  and  were  paid  on  be- 
half of  16,981  or  58.3  per  cent  of  the  OAA  recip- 
ients, averaging  $19.15  per  patient.  Of  the  ADC 
families,  6,231,  or  59.7  per  cent,  received  care  which 
averaged  $24.74  per  family.  Six  hundred  thirty-six, 
or  51.3  per  cent,  of  the  AB  recipients  received 
care  averaging  $18.67  each. 


THE  DOCTOR'S  BUSINESS 

Retirement  Plans  for  the 
Self-Employed: 

New  Developments 


HOWARD  D.  BAKER 
Waterloo 

Late  in  September,  the  Treasury  Department 
issued  the  first  of  its  final  regulations  governing 
retirement  plans  for  the  self-employed.  These  reg- 
ulations will  very  soon  be  complete,  and  the  last 
obstacle  impeding  the  establishment  of  such  plans 
will  have  been  removed. 

As  pointed  out  in  previous  articles  in  this  series, 
these  plans  are  not  going  to  be  “tax  bonanzas”  or 
the  answer  to  every  doctor’s  financial-planning 
problems.  However,  under  certain  circumstances, 
such  a plan  may  offer  attractive  incentives  for 
setting  money  aside.  It  is  also  true,  with  the  law  on 
the  books,  that  there  is  an  extremely  good  chance 
of  liberalizations  during  future  sessions  of  Con- 
gress, which  will  put  deductions  and  limitations 
on  an  equal  basis  with  those  of  corporate  plans. 

We  have  said  before  that  the  first  two  steps  to 
be  taken  in  this  type  of  planning  are  (1)  to  deter- 
mine the  mathematical  feasibility  of  your  adopt- 
ing such  a plan,  and  (2)  to  determine  the  money 
you  have  available  for  such  a plan.  If  you  can’t 
invest  $200  per  month  to  age  60,  you  may  as  well 
forget  a “plan”  for  the  present. 

After  these  two  basic  considerations,  come  sev- 
eral other  important  decisions: 

1.  Which  is  preferable,  a profit-sharing  arrange- 
ment or  a pension  plan?  Because  of  its  flexibility, 
we  favor  a profit-sharing  arrangement. 

2.  On  the  basis  of  past  performance,  which  in- 
vestment medium  is  preferable?  Past  experience, 
greater  growth  potential  and  other  advantages  that 
we  shall  discuss  at  length  in  future  bulletins  cause 
us  to  favor  the  two  or  three  best  open-end  invest- 
ment funds  over  such  plans  as  insurance,  bank 
trusts,  bond  purchases  and  the  AMA  Retirement 
Plan. 

3.  We  feel  that  a plan  should  provide  for  volun- 
tary contributions  for  both  the  owner  and  his  em- 

Mr.  Baker  is  a partner  in  Professional  Management  Mid- 
west, and  manager  of  its  Retirement  Planrrng  Department. 
He  majored  in  accounting  and  business  administration  at 
S.U.I..  and  was  an  agent  of  the  TJ.  S.  Bureau  of  Internal 
Revenue  for  3V2  years  before  forming  his  present  association 
in  1953. 


ployees,  maximizing  the  potential  tax  benefit  and 
eliminating  most  of  the  danger  of  excess  contribu- 
tions in  any  one  year. 

It  now  appears  that  qualifying  your  plan  is  going 
to  be  simple  and  fast.  The  Internal  Revenue  Ser- 
vice has  issued  rulings  that  provide  for  the  ap- 
proval of  master  or  prototype  plans  by  banks,  in- 
surance companies  and  investment  funds.  By  mak- 
ing your  scheme  coincide  with  a master  plan  as 
closely  as  possible,  you  can  secure  a portion  of 
your  approval  automatically.  The  specific  details  of 
your  plan  as  regards  individual  employees,  the 
vesting  of  rights,  withdrawal  from  the  plan  et 
cetera  can  be  filed  either  before  or  after  your  plan 
is  initiated,  and  even  after  you  have  taken  a de- 
duction on  your  tax  return.  Legal  work  and  fees 
will  be  at  a minimum,  although  we  strongly  recom- 
mend your  retaining  an  attorney  to  draft  the  plan 
and  to  handle  the  filing  of  your  request  for  ap- 
proval with  the  IRS. 

The  greatest  area  for  caution  is  in  the  investi- 
gation and  selection  stage.  Don’t  let  an  overzeal- 
ous  salesman  stampede  you  into  adopting  his  plan 
before  you  have  investigated  all  possibilities  and 
have  consulted  with  your  business  advisor  and 
your  attorney.  Even  if  you  are  eligible  to  gain 
from  a plan,  the  wrong  type  of  arrangement  or  the 
wrong  medium  for  investment  may  doom  your 
plan  to  failure. 

DON'T  BE  IN  A HURRY 

For  most  doctors,  1964  is  the  logical  target  for 
adopting  a plan.  A great  deal  more  experience  will 
have  been  accumulated  in  the  next  six  to  nine 
months,  and  more  rulings  and  regulations  will 
then  have  been  made.  After  11  years  of  waiting, 
one  more  year  will  not  nullify  the  logic  of  a plan. 
The  sacrifice  involved  in  waiting  an  additional 
year  will  be  a maximum  $200-$300  of  tax  savings, 
and  the  advantage  of  another  year’s  experience 
may  completely  offset  it. 
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Chapter  Objectives 

The  Iowa  Chapter  of  the  American  Academy  of 
General  Practice  is  working  for  continued  forward 
progress 

(1)  to  promote  and  maintain  high  standards  of 
the  general  practice  of  medicine  and  surgery 

(2)  to  encourage  and  assist  young  men  and 
women  in  preparing,  qualifying,  and  establishing 
themselves  in  general  practice 

(3)  to  preserve  the  right  of  the  general  prac- 
titioner to  engage  in  medical  and  surgical  pro- 
cedures for  which  he  is  qualified  by  training  and 
experience 

(4)  to  assist  in  providing  postgraduate  study 
courses  for  general  practitioners,  and  to  encour- 
age and  assist  practicing  physicians  and  surgeons 
in  participating  in  such  training 

(5)  and  to  promote  the  science  and  art  of  medi- 
cine and  surgery  and  the  betterment  of  the  public 
health,  and  to  preserve  the  right  of  free  choice 
of  physician  to  the  patient. 

The  president  of  the  Iowa  Chapter,  Dr.  William 
A.  Castles,  and  the  Board  of  Directors  have  al- 
ready appointed  the  necessary  committees  to  ac- 
complish the  foregoing  aims,  ideals  and  objectives. 
Following  are  the  committees  appointed  for  the 
1963/1964  fiscal  year: 

CREDENTIALS  COMMITTEE 

Term 
Expires 

1964 
. 1965 
. 1966 


Roger  Boulden,  M.D.,  Lenox  1967 

Harold  Moessner,  M.D.,  Amana  1967 

FINANCE  COMMITTEE 

R.  A.  Huber,  M.D.,  Charter  Oak,  Chairman 

Enfred  E.  Linder,  M.D.,  Ogden  1964 

Joseph  G.  Fellows,  M.D.,  Ames  1965 

A.  T.  Nielsen,  M.D.,  Ankeny,  Treasurer 


ARTICLES  OF  INCORPORATION  & BY-LAWS 
Arnold  T.  Nielsen,  M.D.,  Ankeny,  Chairman 


Carl  Aschoff,  M.D.,  Cedar  Rapids  1964 

John  R.  Moes,  M.D.,  Waterloo  1964 

John  Klein,  M.D.,  Muscatine  1965 

Marvin  Moles,  M.D.,  Newton  1965 


PUBLIC  RELATIONS 

Clyde  J.  Smith,  M.D.,  Gilmore  City,  Chairman 
Mr.  M.  S.  Enabnit,  Des  Moines,  Editor 
R.  E.  Clark,  M.D.,  Manchester 

Stewart  Olson,  M.D.,  Des  Moines 

MENTAL  HEALTH  COMMITTEE 

Wm.  D.  Perrin,  M.D.,  Sumner,  Chairman 
Richard  Young,  M.D.,  Clarion 
M.  L.  Scheffel,  M.D.,  Malvern 


PUBLICATIONS  COMMITTEE 

Keith  Wilcox,  M.D.,  Muscatine,  Chairman 

V.  L.  Schlaser,  M.D.,  Des  Moines,  Editor 

Mr.  M.  S.  Enabnit.  Des  Moines,  Managing  Editor 

Donald  H.  Kast,  M.D.,  Des  Moines 

Rex  Morgan,  M.D.,  Sioux  City 

C.  P.  Hawkins,  M.D.,  Clarion 


MEDICAL  ECONOMICS  COMMITTEE 

H.  W.  Mathiasen,  M.D.,  Council  Bluffs,  Chairman 
C.  H.  Stark,  M D.,  Cedar  Rapids 
S.  P,  Leinbach,  M.D.,  Belmond 
E.  A.  Larsen,  M.D.,  Centerville 


GENERAL  PRACTICE  COMMITTEE 

Elmer  M.  Smith,  M.D.,  Des  Moines,  Chairman 
John  B.  Thielen,  M.D.,  Fonda 
C.  P.  Hawkins,  M.D.,  Clarion 
Wm.  A.  Seidler,  Jr.,  M.D.,  Jamaica 


G.  A.  Paschal,  M.D.,  Webster  City,  Chairman 
Thomas  A.  Kane,  M.D.,  Boone 

R.  F.  McCool,  M.D.,  Clarion  

Joseph  J.  Weyer,  M.D.,  Fort  Dodge  


HOSPITAL  COMMITTEE 

Raymond  F.  Freeh,  M.D.,  Newton,  Chairman 

L.  H.  Jacques,  M.D.,  Iowa  City  

George  Callahan,  M.D.,  Iowa  City  

Olin  A.  Elliott,  M.D.,  Des  Moines  

John  Hess,  Jr.,  M.D.,  Des  Moines  

F.  D.  McCarthy,  M.D.,  Sioux  City  

John  C.  Garland,  M.D.,  Marshalltown  


1964 

1964 

1965 

1965 

1966 
1966 


EDUCATION  & SCIENTIFIC  ASSEMBLY  COMMITTEE 

C.  H.  Stark,  M.D.,  Cedar  Rapids,  Chairman 
Wm.  A.  Castles,  M.D.,  Dallas  Center,  President 


A.  J.  Havlik,  M.D.,  Tama  1964 

Clyde  J.  Smith,  M.D.,  Gilmore  City  1964 

Wm.  D.  Perrin,  M.D.,  Sumner  1965 

Keith  Woodhouse,  M.D.,  Cedar  Rapids  1965 

John  R.  Camp,  M.D.,  Britt  1966 

Richard  Hammer,  M.D.,  Des  Moines  1966 


CIVIL  DEFENSE  & DISASTER  COMMITTEE 

John  R.  Jaquis,  M.D.,  Reinbeck,  Chairman 
J.  F.  Roules,  M.D.,  Mediapolis 
Billy  England,  M.D.,  Griswold 
Harold  Ganzhorn,  M.D.,  Mapleton 
Wendel  W.  Taylor,  M.D.,  Sheffield 


MEMBERSHIP  COMMITTEE 

Donald  H.  Kast,  M.D.,  Des  Moines,  Chairman 

L.  D.  Caraway,  M.D.,  Monticello 

John  Powers,  M.D.,  Estherville 

Reuben  Widmer,  M.D.,  Winfield 

Lester  Larson,  M.D.,  Decorah 

Frederic  Ashler,  M.D.,  Hamburg 


ADVISORY  COMMITTEE 
All  Past  Presidents 
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STATE  DEPARTMENT  OF  HEALTH 


RALPH  H.  HEEREN,  M.D., 


Safety  Education  Program  for 
School  Bus  Drivers 

A life-size  doll  from  the  Iowa  State  Department 
of  Health  is  helping  Iowa  school  bus  drivers  learn 
the  correct  way  to  give  mouth-to-mouth  resuscita- 
tion at  the  scene  of  an  accident.  It  is  all  part  of  the 
four-year  training  program  set  up  by  the  State 
Department  of  Public  Instruction  aided  by  the 
Iowa  Highway  Patrol  and  the  Iowa  State  Depart- 
ment of  Health. 

School  bus  drivers  who  successfully  complete 
the  yearly  training  program  receive  three  semester 
hours  of  credit  from  the  State  College  of  Iowa. 
The  program  is  set  up  for  four  years  with  three 
hours  of  credit  given  each  year.  If  the  school  bus 
driver  completes  the  entire  course,  he  will  receive 
a State  College  of  Iowa  certificate  from  the  Safety 
Education  Department. 

“Although  the  school  bus  driving  record  in  Iowa 
is  pretty  good,  last  year  we  had  about  three  fatal- 
ities involving  school  buses.  And,  of  course,  any- 
one killed  is  too  many,”  says  Major  Howard  Mil- 
ler, Iowa  Highway  Patrol.  “This  is  why  the  State 
Department  of  Public  Instruction  has  set  up  the 
bus  driver  training  school.  We  want  to  promote 
safety -mindedness  on  the  part  of  every  bus  driver. 
A school  bus  driver  has  a terrifically  difficult  job.” 

With  these  facts  in  mind,  the  State  Department 
of  Public  Instruction  has  developed  a four-year 
program,  with  different  courses  taught  each  year. 
Last  year,  courses  taught  at  30  centers  through- 
out the  state  included:  Defensive  Driving;  School 
Transportation  Laws;  Iowa  State  Department  of 
Public  Instruction  Rules  and  Regulations;  Liabil- 
ity of  the  Driver  and  Insurance  Coverage;  Check- 
ing the  Vehicle;  and  First  Aid.  Four  hundred 
nineteen  schools  participated  in  the  training  course, 
with  3,687  school  bus  di'ivers  attending  classes. 

Attendance  for  this  year’s  bus-driver  training 
classes  is  running  ahead  of  last  year’s,  and  it  is  al- 
most certain  that  over  4,000  men  will  be  receiving 
this  instruction. 

“Most  school  boards  and  superintendents  in 
Iowa  feel  that  these  training  sessions  are  invalu- 
able for  their  bus  drivers.  In  most  cases,  when  a 
driver  signs  his  contract  he  agrees  to  take  the 
training  course  as  set  up  by  the  State  Department 
of  Public  Instruction,”  says  Major  Miller.  “We 
have  found  that  our  student  body  consists  of  not 
only  bus  drivers,  but  of  superintendents,  board 
members,  and  other  community  minded  citizens.” 
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ACTING  COMMISSIONER 


Morbidity  Report  for  Month  of 
October  1963 


Diseases 

1963 

Oct. 

1963  1962 
Sept.  Oct. 

Most  Cases  Reported 
From  These  Counties 

Diphtheria 

0 

0 

2 

Scarlet  fever 

155 

78 

179 

Dubuque,  Johnson,  Polk 

Typhoid  fever 

1 

0 

0 

Black  Hawk 

Smallpox 

0 

0 

0 

Measles 

34 

34 

251 

Buena  Vista,  Polk,  Scott 

Whooping  cough  12 

35 

0 

Pottawattamie,  Scott 

Brucellosis 

9 

10 

4 

Dubuque,  Louisa,  Scott 

Chickenpox 

39 

17 

116 

Clay,  Dubuque,  Polk, 

Pottawattamie 

Meningococcic 

meningitis 

0 

1 

0 

Mumps 

374 

173 

84 

Boone,  Dubuque,  Mills, 

O'Brien,  Polk,  Scott 

Poliomyelitis 

0 

0 

2 

Infectious 

hepatitis 

40 

13 

44 

Osceola,  Polk,  Tama, 

Woodbury 

Rabies  in 

animals 

19 

28 

24 

Malaria 

0 

0 

0 

Psittacosis 

0 

0 

0 

Q fever 

0 

0 

0 

Tuberculosis 

24 

28 

21 

For  the  state 

Syphilis 

73 

71 

90 

For  the  state 

Gonorrhea 

103 

95 

1 14 

For  the  state 

Histoplasmosis 

1 

2 

7 

Black  Hawk 

Food  intoxication  0 

0 

0 

Meningitis  ( ty p> 

z 

unspecified ) 

2 

4 

1 

Linn,  Polk 

Diphtheria  carrier  0 

0 

8 

Aseptic  meningitis  0 

0 

0 

Salmonellosis 

4 

4 

4 

Polk 

Tetanus 

1 

1 

0 

Chickasaw 

Chancroid 

0 

0 

3 

Encephalitis  (type 

unspecified ) 

2 

2 

1 

Des  Moines,  Palo  Alto 

H.  influenzal 

meningitis 

0 

0 

2 

Amebiasis 

1 

2 

2 

Boone 

Shigellosis 

10 

3 

2 

Polk 

Influenza 

40 

0 

0 

Polk 
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Iowa's  Health  Care  for  the  Aged 
Is  Now  Entirely  Adequate 


Following  is  the  IMS  statement  submitted  to  the 
Ways  and  Means  Committee  of  the  U.  S.  House  of 
Representatives  during  its  hearings  on  the  King- 
Anderson  Bill  (H.R.  3920,  88th  Congress).  Physi- 
cians and  other  opponents  of  the  Social  Security 
approach  can  advantageously  quote  from  it  in  the 
letters  they  write  to  their  respective  Congress- 
men, and  to  Hon.  Wilbur  Mills,  chairman  of  the 
Committee. 

Iowa  does  not  now  have  an  obvious  need  to  sup- 
plement its  programs  for  providing  health  care  to 
the  near-needy  aged.  Its  Legislature  this  year,  at 
the  behest  of  the  Iowa  Medical  Society  and  sim- 
ilar groups  of  public  spirited  citizens,  appropri- 
ated money  for  a Kerr-Mills  program,  so  that  the 
numbers  of  the  near-needy  who  haven’t  previously 
been  helped  in  securing  health  care,  and  the  extent 
of  their  needs,  might  be  accurately  determined. 

Statistically,  the  situation  is  approximately  as 
follows: 


lowans  65  or  more  years  of  age* 317,974 

OAA  recipients  in  Iowa  as  of  I / I / 63  30,000 

Over-65  inmates  of  Iowa  institutions*  . 14,460 

World  War  I veterans  eligible  or  about  to 
be  eligible  for  VA  care  (average  age 

65.8  years)*  49,466 

Well-to-do  persons  65  or  over  (estimate)  30,000 

lowans  over  65  covered  by  voluntary  health 
insurance  (estimate)**  173,934  297,860 


20,1  14 


* Source:  1960  Census. 

**  As  of  January  1,  1962. 


These  are  not  precise  figures  in  all  instances, 
and  they  were  not  all  gathered  at  precisely  the 
same  time,  but  they  constitute  reasonable  approxi- 
mations. The  1960  Census  of  Population  (PC(1) 
17D)  shows  that  there  were  317,974  persons  65  or 
more  years  of  age  in  Iowa.  That  number  has 
doubtless  grown  somewhat  in  the  succeeding  three 
years,  but  it  remains  somewhere  nearly  accurate. 
The  Health  Insurance  Institute  of  America  esti- 
mates that  on  January  1,  1962,  there  were  54.7  per 
cent  of  over-65  lowans  who  held  health  insurance. 
That  figure  indicates  that  at  least  173,934  individ- 
uals were  caring  for  themselves  by  that  means. 
Several  other  groups  are  quite  fully  provided  for. 
There  were  14,460  inmates  over  65  years  of  age  in 
Iowa  institutions,  according  to  the  1960  Census. 
World  War  I veterans  numbering  49,466  were  res- 
idents of  Iowa  when  the  1960  Census  was  taken, 
and  their  average  age  at  that  time  was  65.8  years. 
The  total  is  slightly  smaller  now,  of  course,  but 
their  average  age  must  be  approximately  68.8 
years,  and  by  signing  an  application  form  can  se- 
cure complete  health  care  without  cost  at  Veter- 
ans Administration  facilities.  Then  a considerable 
number  of  the  elderly — surely  as  large  as  the  num- 
ber of  OAA  recipients — are  sufficiently  well  off  so 
that  they  can  pay  their  health  care  bills  without 
difficulty,  as  they  incur  them. 

The  remaining  20,114  elderly  lowans,  it  should 
be  emphasized,  have  been  taken  care  of  quite 
satisfactorily  in  the  past,  at  public  expense  if  their 
own  resources  were  inadequate.  Polk  County, 
Iowa,  in  which  Des  Moines  is  located,  has  a county 
hospital  where  the  near-needy  as  well  as  the  in- 


digent  are  provided  surgery  and  medical  and  hos- 
pital services  free  of  charge,  and  at  county,  com- 
munity and  private  hospitals  throughout  the  rest 
of  the  state,  varying  numbers  of  patients  are  given 
necessary  care  free  of  charge,  though  they  don’t 
all  qualify  for  Old  Age  Assistance.  All  physicians 
in  private  practice,  of  course,  are  accustomed  to 
cut  their  charges  or  to  submit  no  bills  for  the  care 
of  the  economically  marginal  ones  of  their  pa- 
tients, regardless  of  age. 

Like  many  other  states,  Iowa  operates  a public 
hospital  in  connection  with  the  S.U.I.  College  of 
Medicine,  in  Iowa  City,  and  patients  are  sent  there 
from  throughout  the  state  for  surgery  and/or 
medical  care,  either  outpatient  or  inpatient,  par- 
tially at  state  expense  and  partially  at  the  expense 
of  their  respective  county  governments.  The  ad- 
ministrator of  University  Hospitals,  Iowa  City, 
reports  that  15,668  such  patients  were  admitted 
there  between  July  1,  1961,  and  June  30,  1962, 
and  he  estimates  that  at  least  50  per  cent  of  them 
were  65  or  more  years  of  age.  There  are  no  com- 
prehensive records  that  show  how  many  were  re- 
lief recipients,  in  the  generally  understood  mean- 
ing of  the  term,  and  how  many  were  in  the  near- 
needy  category. 

Some  figures  regarding  nursing  homes  in  Iowa 
may  help  to  show  the  concern  that  our  people  are 
showing  for  their  elderly  fellow-citizens.  Recent 
authoritative  reports  indicate  that  the  state  is  rap- 
idly becoming  well  supplied  with  such  facilities.  In 
427  existing  homes  (all  but  54  of  them  proprie- 
tary), there  are  11,953  beds.  Eighty-three  of  them 
(41  proprietary  and  42  non-profit),  containing  3,915 
beds,  have  been  built  since  1960,  and  60  more  of 
them  (39  proprietary  and  21  non-profit),  to  con- 
tain 3,757  additional  beds,  are  now  in  the  plan- 
ning stage.  These  institutions  provide,  or  will  pro- 
vide, appreciable  amounts  of  health  care  to  the 
aged,  and  in  roughly  a third  of  the  cases  can  be 
expected  to  subsidize  its  cost  to  a considerable  ex- 
tent at  the  sponsoring  church  or  fraternal  organ- 
ization’s expense. 

THE  IOWA  KERR-MILLS  PROGRAM 

The  Kerr-Mills  program  which  will  be  started 
in  Iowa  on  or  about  December  1,  1963,  will  cer- 
tainly provide  for  any  currently  unmet  needs  of 
the  near-needy  elderly. 

1.  The  General  Assembly  of  Iowa,  last  spring, 
appropriated  $1,680,000  as  the  state’s  contribution 
to  the  program  for  each  of  the  next  two  years. 
These  sums,  together  with  federal  matching  funds, 
will  provide  about  $4,000,000  per  year.  In  addi- 
tion, the  Assembly’s  Interim  Committee  was  au- 
thorized to  release  up  to  $320,000  per  year  of  ad- 
ditional state  money,  in  case  the  original  appropri- 
ation proves  insufficient. 

2.  To  be  eligible  for  Medical  Aid  to  the  Aged, 
an  Iowan  may  have  an  income  after  medical  ex- 
penses of  up  to  $1,500  per  year  if  single,  or  up  to 
$2,200  per  year  combined  with  that  of  his  or  her 


spouse.  A single  person  may  have  assets  of  up  to 
$2,000,  and  a couple  may  have  assets  of  no  more 
than  $3,000,  exclusive  of  a home  and  an  auto- 
mobile. 

The  1960  Census  (PC(1)17D)  showed  the  me- 
dian annual  income  of  Iowa  families  with  heads 
65  years  of  age  or  older  to  be  $2,796.  The  median 
annual  income  for  single  persons  in  that  age  group 
wasn’t  clearly  stated,  but  since  Iowa  ranked  thirty- 
sixth  among  the  states  as  regards  incomes  of  the 
elderly,  the  figure  can  be  presumed  as  not  in  ex- 
cess of  $1,050  per  year,  which  was  the  national 
median  for  such  people. 

Thus  it  is  apparent  that  MAA  will  be  available 
to  about  half  of  the  elderly  people  of  Iowa  who  are 
not  already  receiving  health  services  under  the 
Old  Age  Assistance,  Aid  to  the  Blind,  or  Aid  to 
the  Disabled  programs.  It  is  anticipated  that  the 
case  load  for  MAA  will  not  exceed  1,500  per 
month. 

3.  The  program  will  furnish  any  or  all  of  the 
following,  after  the  eligible  recipient  has  paid  or 
obligated  him-  or  herself  to  pay  $50  for  health  care 
during  the  current  calendar  year: 

Office,  clinic  or  hospital  care  rendered  by  li- 
censed doctors  of  medicine,  osteopaths,  chiroprac- 
tors, podiatrists,  dentists,  optometrists  and  nurses. 

Hospitalization. 

Nursing-home  care  for  up  to  180  days  following 
hospitalization. 

Drugs. 

Laboratory  services. 

Supplies  authorized  by  any  of  the  above-named 
practitioners,  within  the  scope  of  his  or  her  prac- 
tice. These  include  prosthetic  appliances  of  all 
sorts. 

4.  The  Iowa  Medical  Society  proposed  and  the 
1963  General  Assembly  of  Iowa  enthusiastically 
accepted  the  idea  that  during  the  initial  two  years 
of  MAA,  statistics  should  be  collected  to  provide 
a basis  for  converting  the  program  into  a state- 
federal  subsidy  for  the  private  health  insurance 
policies  of  individual  MAA-eligible  presons.  The 
physicians  and  the  legislators  agreed  that  such  an 
arrangement  would  best  preserve  the  privacy  and 
dignity  of  the  aid  recipients,  and  would  be  most 
nearly  consistent  with  the  principles  underlying 
the  American  free-enterprise  system. 

From  what  has  been  said  in  this  statement,  it 
should  be  obvious  that  Iowa — the  state  with  pro- 
portionately the  greatest  number  of  elderly  cit- 
izens— has  been  doing  a great  deal  to  assure  suf- 
ficient health  care  for  all  such  people,  and  is  about 
to  embark  on  a program  which  will  certainly 
remedy  any  previously-existing  deficiencies.  Fur- 
ther, it  should  be  obvious  that  the  passage  of  the 
King-Anderson  Bill  would  be  altogether  superflu- 
ous, as  far  as  our  state  is  concerned,  quite  apart 
from  the  fact  that  it  would  be  enormously  burden- 
some from  the  standpoint  of  Social  Security  tax- 
ation, and  wasteful  in  providing  assistance  to  many 
people  who  are  economically  self-sufficient. 
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The  President  Reports — 

It  was  a great  honor  and  a worthwhile  experi- 
ence to  attend  the  National  Convention  of  the 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation, which  was  held  at  Atlantic  City,  June 
16-20,  1963.  It  is  impossible  for  me  to  review  all 
the  details  of  such  a meeting  in  this  report,  but  I 
shall  give  you  some  of  the  highlights. 

On  Sunday  I attended  a tea  and  style  show,  and 
the  program  on  medicine  and  religion;  I attended 
all  the  business  sessions  on  Monday,  Tuesday, 
Wednesday  and  Thursday;  and  I went  to  the 
AMPAC  breakfast  at  7:00  a.m.  on  Wednesday,  as 
well  as  the  reception  for  Mrs.  Rodney  Stoltz  that 
evening;  and  I attended  the  luncheon  and  movie 
on  Thursday.  I enjoyed  the  social  events,  but  the 
business  meetings  were  most  informative.  We  had 
the  opportunity  to  learn  what  other  state  Aux- 
ilaries  have  accomplished  during  the  past  year. 

The  program  plans  for  1963  were  presented, 
and  the  importance  of  work  at  the  county  level 
and  participation  by  all  members  were  stressed. 
It  is  vital  to  consider  community  needs  in  choosing 
projects  you  actually  are  to  carry  out.  It  is  better 
to  do  one  project  well  than  to  make  a half-hearted 
attempt  to  do  many  projects. 

The  1963  program  outlined  by  Mrs.  Stoltz,  our 
national  president,  follows.  “Serve  and  Communi- 
cate” is  the  theme  for  the  year.  The  committee 
structure  seems  to  divide  our  work  into  three 
categories:  (1)  technics  of  operation;  (2)  orienta- 
tion and  education  of  our  members;  and  (3)  ser- 
vice to  others.  Although  there  is  no  absolute  cleav- 
age of  functions,  if  committees  work  in  groups, 
rather  than  as  entirely  separate  units,  there  can 
be  more  exchanges  of  ideas  and  methods,  and  less 
duplication  of  effort. 

This  year  the  national  program  committee  will 
correlate  the  work  of  committees  on  membership, 
bulletin  circulation,  AMA-ERF,  and  legislation. 
All  are  primarily  working  with  Auxiliary  mem- 
bers, even  though  some  facets  of  their  activities 
relate  to  the  community  as  a whole.  The  prime 
objective  of  the  program  committee  will  be  to  pre- 
pare each  member  to  speak  with  knowledge  and 
conviction — to  “serve  and  communicate.”  We  need 
to  provide  better  education  for  our  members. 

Possibly  the  most  important  Auxiliary  contri- 
bution comes  through  the  work  individual  mem- 


bers do  as  members  of  churches  and  other  com- 
munity organizations,  where  their  knowledge  of 
health  programs  and  problems,  and  their  familiar- 
ity with  and  easy  access  to  health  materials  can 
be  invaluable. 

SUMMARY 

Plan  for  progress:  A SAC  program  for  1963-64 

Theme:  Serve  and  Communicate 

Method:  Conserve  effort  and  consolidate  ideas 
through  grouping  committees. 

A.  Operate  efficiently 

1.  By-laws 

2.  Finance 

3.  Publications 

4.  Reports 

5.  Parliamentary  procedure 

B.  Prepare  ourselves  to  speak  for  medicine  with 

knowledge  and  conviction  and  through 

Program. 

1.  Membership 

2.  bulletin  circulation 

3.  AMA-ERF 

4.  Legislation 

C.  Prove  medicine’s  concern  for  the  welfare  of 

the  community  through  community  service. 

1.  Civil  Defense 

2.  Health  Careers 

3.  International  Health  Activities 

4.  Mental  Health 

5.  Rural  Health 

6.  Safety 

7.  Special  Projects 

CONFERENCE  OF  STATE  PRESIDENTS 
AND  PRESIDENTS-ELECT 

The  Conference  of  State  Presidents,  Presidents- 
Elect  and  National  Chairmen  of  Standing  Com- 
mittees of  the  Woman’s  Auxiliary  to  the  AM  A met 
at  the  Drake  Hotel,  in  Chicago,  on  October  6-9, 
1963.  Emphasis,  this  year,  was  placed  on  Service 
and  Communication.  It  is  through  Auxiliary  pro- 
gram that  we  prepare  ourselves  to  speak  for  medi- 
cine with  knowledge  and  conviction. 

The  bulletin,  the  official  publication  of  the  Na- 
tional Auxiliary,  presents  information  and  sug- 
gestions from  physicians  and  Auxiliary  leaders, 
and  is  published  four  times  a year.  Have  you  re- 
newed your  subscription?  Mrs.  A.  C.  Richmond  is 
the  regional  bulletin  chairman. 

Through  guest  speakers  and  panel  discussions, 
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a great  deal  of  new  and  useful  material  was  of- 
fered for  the  numerous  state  and  national  projects. 

A film,  “The  Cry  for  Help,”  was  shown.  This 
film  is  part  of  the  training  for  policemen,  so  that 
they  will  know  how  better  to  handle  suicidal 
people,  and  in  some  instances  to  prevent  their 
doing  away  with  themselves.  It  is  not  a pleasant 
experience,  but  it  deals  realistically  with  a serious 
problem.  Dr.  Andrew  Toman,  coroner  of  Cook 
County,  Illinois,  talked  on  “How  to  Prevent  Sui- 
cides.” 

Communication  is  complex  and  beset  with  pit- 
falls.  If  we  are  to  accomplish  our  purpose  of  as- 
sisting the  medical  society  in  its  program  for  the 
advancement  of  medicine  and  public  health,  com- 
munication with  other  groups  is  essential. 

The  National  Auxiliary  advises  us  concerning 
the  activities  of  constituent  Auxiliaries,  so  as  to 
help  them  tailor  their  work,  with  the  advice  of 
their  respective  medical  societies,  to  fit  their  par- 
ticular sizes,  interests  and  needs.  The  very  small 
Auxiliary  can  keep  abreast  of  the  overall  work 
and  materials  available  through  program  and  com- 
munity service.  Committees  must  plan  together, 
if  duplication  of  effort  is  to  be  avoided.  A single 
project  well  done  will  accomplish  far  more  than 
several  poorly-executed  ones. 

— Mrs.  G.  J.  McMillan,  President 


Doctor's  Reception  Room  Pamphlet 
Rack 

A rack  filled  with  informative  pamphlets,  now 
available  from  the  AMA,  invites  patients  to  learn 
more  about  a wide  variety  of  health  subjects.  The 
booklets  are  both  attractive  and  authoritative. 

The  rack  contains  25  copies  each  of  the  follow- 
ing pamphlets: 

Your  Family  Health  Record — a handy  place  for 
recording  the  basic  health  facts  for  the  entire 
family. 

Immunization — a card  to  hang  in  the  home  medi- 
icine  cabinet.  Besides  information  on  the  proper 
timing  of  booster  shots,  etc.,  it  contains  vital  in- 
structions on  what  to  do  in  case  of  an  accidental 
poisoning. 

Stay  Young,  Think  Young — a booklet  contain- 
ing good  advice  on  how  people  can  get  the  most 
out  of  their  later  years. 

Merchants  of  Menace — points  up  the  inherent 
dangers  of  placing  faith  in  special  patent  medi- 
cines, health  fads  and  cures,  instead  of  in  balanced 
diets  and  professional  counsel. 

Healthy  Way  to  Weigh  Less — a straightforward 
discussion  of  the  sensible  way  to  lose  weight. 

Are  you  fit  to  Drive? 

Let’s  Use,  Not  Abuse  Health  Insurance. 

In  addition,  a wide  range  of  supplemental  pamph- 
lets can  be  ordered.  The  racks  may  also  be  placed 


in  public  buildings  such  as  banks,  libraries,  post 
offices,  etc.  The  price  of  the  rack,  with  an  initial 
supply  of  booklets,  is  $8.95. 

The  AMA  also  offers  twelve  health  posters  and 
an  aluminum  frame  in  which  to  display  them  for 
$8.95  postpaid.  Each  one  of  them  is  designed  for  a 
particular  month  of  the  year,  and  there  is  room  at 
the  back  of  the  frame  for  storing  the  11  of  them 
that,  at  any  given  time,  are  not  on  display. 


Encouragement  of  Close  Physician- 
Clergyman  Relationships 

The  sole  purpose  of  the  Department  of  Medicine 
and  Religion  of  the  AMA  is  to  create  a climate  for 
communication  between  physicians  and  clergymen 
that  will  lead  to  the  most  effective  care  and  treat- 
ment of  patients  in  whom  both  groups  are  inter- 
ested. To  achieve  this  purpose,  the  Department  is 
working  through  physicians  to  strengthen  ac- 
quaintanceships and  encourage  exchanges  of  ideas 
between  members  of  the  two  professions  in  each 
community.  The  Auxiliary  can  help. 

There  was  a panel  discussion  on  physician- 
clergy  relationships,  sponsored  by  this  new  AMA 
department,  at  the  AMA  meeting  in  Atlantic  City 
last  June.  Bishop  Fulton  J.  Sheen,  of  New  York,  a 
member  of  the  AMA  Committee  on  Religion  and 
Medicine,  told  the  meeting  that  medicine  must 
care  for  the  total  patient.  There  are  no  diseases; 
there  are  only  sick  people.  The  object  of  medicine 
is  the  human  person.  Man  is  much  more  than  a 
mass  of  nerves,  tissues,  blood  and  organs.  The  ob- 
ject of  medicine  is  the  suffering  person. 

Dr.  Edward  Rynearson,  of  the  Mayo  Clinic, 
Rochester,  Minnesota,  also  a member  of  the  panel, 
told  the  audience  that  more  than  50  per  cent  of  the 
patients  in  any  waiting  room  are  there  because  of 
the  many  changes  of  life.  He  pointed  out  that  the 
physician  must  have  the  time  and  the  interest  to 
help  these  people  “who  are  experiencing  real 
symptoms  as  a result  of  a pounding  inflicted  by 
life.”  He  expressed  the  opinion  that  strong  religious 
beliefs  protect  people  from  tension  and  anxieties 
which  might  otherwise  damage  or  destroy  them. 

Both  men  voiced  opposition  to  the  use  of  extra- 
ordinary measures  for  prologing  the  life  of  a pa- 
tient in  the  final  stages  of  a terminal  illness. 

Rev.  Dr.  Paul  McCleave,  director  of  the  AMA 
Department  of  Medicine  and  Religion,  told  of  ways 
in  which  the  Auxiliary  can  promote  the  work  on 
which  his  Department  has  embarked.  Principally, 
he  hopes  that  Auxiliary  members  will  help  to  in- 
terest their  husbands  in  projects  to  bring  phy- 
sicians and  pastors  closer  together. 

There  are  many  ways  in  which  the  doctors’ 
wives  can  get  information  on  this  subject.  A 
pamphlet,  “The  Physician,  the  Clergy  and  the 
Whole  Man,”  is  available.  A new  film,  “The  One 
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Who  Heals,”  a 28-minute,  16  mm.  color  movie,  deals 
with  the  relationship  between  the  clergy  and  the 
medical  profession  in  various  situations  involving 
patients  and  their  families.  Medical  leaders  recog- 
nize that  men  cannot  be  separated  into  parts  for 
the  care  and  treatment  of  an  illness.  Man  is  a 
whole  being,  and  his  health  is  affected  by  phys- 
ical, spiritual,  mental  and  social  factors.  This 
film  offers  no  absolute  answer,  but  stresses  the 
role  of  the  physician  in  reaching  decisions  in  the 
handling  of  difficult  cases.  Prints  are  available 
from  the  AMA  film  library. 

Speakers  are  available  from  the  AMA  Speakers’ 
Bureau,  Chicago.  To  request  one  of  them,  address 
Dr.  McCleave  at  the  AMA,  535  North  Dearborn 
Street,  Chicago  60610. 

Many  county  medical  societies  in  Iowa  have  ini- 
tiated physician-clergy  meetings  at  the  local  level. 
The  IMS  president  has  appointed  a state  Commit- 
tee on  Medicine  and  Religion,  which  held  its  initial 
meeting  on  November  21.  It  will  be  glad  to  assist 
you  with  programs  in  this  new  field.  For  more 
information,  refer  to  the  issue  of  “In  the  Public 
Interest”  which  was  mailed  to  you  in  August.  It 
deals  with  this  particular  subject. 


Polk  County  Auxiliary 

The  Woman’s  Auxiliary  to  the  Polk  County 
Medical  Society  met  on  November  8 at  the  Iowa 
Power  and  Light  Company,  in  Des  Moines.  Dr. 
Sidney  Sands,  a Des  Moines  psychiatrist,  spoke  on 
the  topic  “Science  and  Human  Behavior.”  Mrs. 
John  Thomsen  and  Mrs.  James  Kelsey  were  in 
charge  of  reservations. 

The  board  of  the  County  Auxiliary  met  on 
Monday,  November  11,  at  the  home  of  Mrs.  Harold 
J.  McCoy,  in  Des  Moines. 

In  Memoriam  Contributions 

1.  MEMORIALS  BY  THE  COUNTY  AUXILIAR- 
IES AND  MEMBERS-AT-LARGE 

A.  An  organized  county  auxiliary  or  a member- 
at-large  may  honor  a deceased  member  by 
sending  a contribution,  at  any  time,  to  the 
State  Health  Educational  Loan  Fund  trea- 
surer (HELF),  who  in  turn  will  send  a 
card  acknowledging  the  memorial  to  the 
nearest  of  kin  of  the  deceased  Auxiliary 
member.  As  a matter  of  fact,  any  person, 
whether  a member  or  non-member  of  an 
Auxiliary,  may  send  a contribution  to  the 
HELF  in  memory  of  a deceased  member. 
Presently  the  state  HELF  treasurer  is: 

Mrs.  J.  G.  Fellows 
1017  Burnett  Street 
Ames,  Iowa  50010 


Along  with  the  contribution,  please  send  the 
following  information: 

(1)  Name,  complete  address  and  county 
of  deceased  member. 

(2)  Name,  complete  address  and  county 
of  Auxiliary  or  contributor. 

(3)  Name,  complete  address  of  person  to 
whom  the  acknowledgment  card 
should  be  sent. 

B.  MEMORIALS  FOR  PHYSICIAN-HUS- 
BANDS OF  MEMBERS 

Upon  the  death  of  an  Auxiliary  member’s 
physician-husband,  the  above  procedure  (as 
in  1 A)  is  followed  by  the  Auxiliary,  except 
that  in  this  case,  the  contribution  is  sent  to 
The  American  Medical  Association  Educa- 
tion and  Research  Foundation  (AMA-ERF) 
state  chairman  who  presently  is: 

Mrs.  C-.  J.  McMillan 

436  Avenue  C 

Fort  Madison,  Iowa  52627 

With  the  contribution,  please  include: 

(1)  Name,  complete  address  and  county 
of  deceased  physician. 

(2)  Name,  complete  address  and  county 
of  Auxiliary  or  contributor. 

(3)  Name,  complete  address  and  county 
of  wife  of  physician.  If  wife  is  de- 
ceased and  has  been  an  Auxiliary 
member,  kindly  send  name  of  “next 
of  kin”  to  whom  the  acknowledgment 
card  will  be  sent  by  the  AMA-ERF 
state  chairman. 

2.  MEMORIALS  BY  THE  STATE  AUXILIARY 

A.  In  addition  to  the  procedures  in  1 A and  B 
above,  a county  Auxiliary  or  a member-at- 
large  may  request  that  a deceased  Auxiliary 
member  be  honored  by  the  State  Auxiliary. 
No  contribution  for  this  memorial  is  neces- 
sary, since  the  State  Auxiliary  has  an  al- 
location in  its  budget  for  this  type  of  me- 
morial which  is  sent  to  HELF. 

This  memorial  is  not  to  be  construed  as  a 
substitute  for  the  contributions  mentioned  in 
the  previous  paragraphs  (1  A and  B). 

With  the  request,  it  is  necessary  to  include 
the  following  information  to  the  state  finance 
secretary: 

Mrs.  Elmer  A.  Vorisek 
6205  Woodland  Road 
Des  Moines,  Iowa  50312 

(1)  Name,  complete  address  and  county 
of  deceased  member. 
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(2)  Name,  complete  address  and  county 
of  Auxiliary  sending  the  name  of  the 
deceased  member. 

(3)  Name,  complete  address  of  husband 
or  person  who  is  to  receive  the  ac- 
knowledgment card  of  the  memorial 
from  the  HELF  treasurer. 

B.  MEMORIALS  FOR  PHYSICIAN-HUS- 
BANDS OF  MEMBERS  BY  THE  STATE 

AUXILIARY 

Upon  the  death  of  the  physician-husband 
of  a state  Auxiliary  member  (this  includes 
the  members-at-large) , the  procedure  in 
2 A is  followed. 

No  contribution  is  necessary,  but  in  this 
case  the  State  Auxiliary  will  send  its  dona- 
tion to  the  Iowa  Medical  Foundation,  529- 
36th  Street,  Des  Moines,  Iowa  50312 
Kindly  send  to  the  state  finance  secretary 
the  following  information: 

(1)  Name,  complete  address  and  county 
of  deceased  physician. 

(2)  Name,  complete  address  and  county 
of  Auxiliary. 

(3)  Name,  complete  address  and  county 
of  physician’s  wife.  If  the  wife  is  de- 
ceased, please  send  name  and  com- 
plete address  of  “next  of  kin”  to 
whom  the  acknowledgment  card  will 
be  sent  from  the  Iowa  Medical  Foun- 
dation. 

3.  To  reiterate: 

Any  person,  whether  a member  or  non-member 
of  an  Auxiliary,  may  send  a contribution  in 
memory  of  any  deceased  person,  a contribution 
as  a gift,  or  a contribution  to  celebrate  a happy 
occasion,  to: 

The  HELF 

The  AMA-ERF 

The  Iowa  Medical  Foundation 

all  of  which  are  organizations  for  health-educa- 
tional purposes.  The  addresses  of  these  worthy 
organizations  appear  in  the  paragraphs  above. 
Donations  to  these  organizations  are  urged,  and 
they  will  be  gratefully  accepted. 

—Mrs.  Elmer  A.  Vorisek 
State  Auxiliary  Finance  Secretary 


WOMAN’S  AUXILIARY  TO 

President — Mrs.  G.  J.  McMillan,  436  C Avenue,  Fort  Madison 
President-Elect — Mrs.  H.  G.  Ellis,  5504  Shriver  Avenue,  Des 
Moines  12 

Recording  Secretary — Mrs.  N.  A.  Schacht,  1025  North  23rd 
Street,  Fort  Dodge 


Optimistic  AMA  Report  on 
Medical  Education 

The  1962-63  annual  report  on  medical  education, 
prepared  by  the  AMA  Council  on  Medical  Educa- 
tion and  Hospitals,  cited  the  following  develop- 
ments: 

— Firm  commitments  for  the  construction  of  six 
new  medical  schools,  bringing  to  11  the  total  num- 
ber now  in  the  planning  stage. 

- — A 10  per  cent  increase  in  the  number  of  medi- 
cal school  applicants,  the  first  upturn  in  six  years. 

— Evidence  of  an  enlarging  pool  of  potential 
medical  teachers. 

A major  concern  of  recent  years  has  been  ade- 
quacy of  the  future  supply  of  physicians  for  a 
growing  population  with  increasing  expectation 
for  medical  service,  the  council  said.  An  increase 
in  the  future  supply  of  physicians  is  a well-docu- 
mented necessity  and  this  depends  primarily  on 
expansion  of  facilities  and  an  increase  in  medical 
teachers  and  students. 

“Though  it  is  too  early  for  certainty,  still,  on  the 
basis  of  current  progress,  cautious  optimism  can 
be  expressed  in  regard  to  satisfying  future  needs,” 
the  Council  said. 

Despite  the  generally  optimistic  report,  the  Coun- 
cil said  efforts  to  interest  more  students  in  a medi- 
cal career,  which  have  been  intensified  in  recent 
years,  should  not  be  relaxed.  Medicine  will  con- 
tinue to  compete  with  an  increased  number  of 
other  “status  professions”  for  top  students. 

The  public  announcement  of  six  new  medical 
schools  have  been  made  by  the  University  of  Ari- 
zona, Tucson;  Mt.  Sinai  Hospital,  New  York  City; 
University  of  Massachusetts,  Amherst;  University 
of  California,  San  Diego;  Michigan  State  Univer- 
sity, East  Lansing,  and  Pennsylvania  State  Univer- 
sity, University  Park. 

Of  the  five  new  schools  previously  announced, 
New  Mexico  plans  to  enroll  its  first  medical  stu- 
dents for  the  1964-65  academic  year;  Rutgers  plans 
to  accept  an  entering  class  for  1965-66,  and  the 
University  of  Texas,  San  Antonio,  for  1966-67. 
Brown  has  accepted  for  1963-64  its  first  college 
class  which  will  in  part  constitute  its  first  medical 
students  in  the  next  few  years,  and  the  University 
of  Connecticut  is  in  the  process  of  developing  its 
architectural  and  academic  plans. 

There  are  many  other  institutions  which  are 
giving  serious  study  to  the  establishment  of  medi- 
cal schools,  the  report  said,  and  a growing  empha- 
sis on  construction  of  teaching  facilities  is  antici- 
pated as  a result  of  the  Health  Professions  Educa- 
tional Assistance  Act  passed  by  Congress  this 
year. 
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